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Welcome to the CONTACT Treatment Manual

This manual is adapted from the intervention manual developed for the CONcussion Treatment After
Combat Trauma (CONTACT) study, a randomized controlled trial that evaluated the effectiveness of a
telephone-delivered problem solving treatment (PST) to service members (SM) who had sustained a
mild traumatic brain injury (mTBI) during deployment to Afghanistan or Iraq. The CONTACT
intervention provided injury-related education, training in problem solving, and focused behavioral
strategies for problems (e.g., anxiety, depression) that commonly co-occur with mTBI in addition to
access to usual care and printed educational material. There were 12 phone scheduled calls in the
intervention administered over a six-month period.

Problem Solving Treatment

Problem Solving Treatment (which we will refer to in this manual as PST) is a brief, person-centered
approach, which has a flexible algorithm of steps for assessing, planning, implementing and evaluating
solutions to problems of everyday life. (PST has also been referred to as Problem Solving Therapy or
Problem Solving Training.) PST utilizes practical, action-based strategies. It has also been used
effectively for treating general distress, anxiety, depression and suicidality, as well as for managing
chronic conditions such as diabetes and chronic pain. It has been well accepted by military populations
and has been successful in persons with mTBI.

Telehealth

Telehealth involves the use of telecommunications, including telephone, computers, video, and other
systems to provide treatment remotely. It is particularly useful where there are not local subject matter
experts. Telehealth has been shown to be well accepted and has the potential to overcome many
barriers to treatment for SMs, including transportation, time, base re-assignment and stigma, the last a
concern of many SMs who fear participating in mental health treatment will negatively impact their
career.

The CONTACT Study

We studied the efficacy of telephone-delivered PST on psychological and physical symptoms in 356
post-deployment active duty SMs from Joint Base Lewis McChord, Washington, and Fort Bragg, North
Carolina. In a randomized clinical trial, SMs with medically confirmed mTBI sustained during
deployment to Iraq and Afghanistan within the previous 24 months received either PST or education-
only (EO) interventions. The PST group received up to 12 biweekly telephone calls from a counselor for
self-selected problems. Both groups received 12 educational brochures describing common mTBI and
post-deployment problems. All were assessed with a variety of measures at baseline, at 6 months (end
of PST), and at 12 months. At 6 months, the PST group had improved significantly on measures of
psychological distress compared to the EO group, as well as on sleep, depression, anxiety, post-
traumatic stress disorder, and physical functioning. Both groups improved equally on post-concussion
symptom scoring. SMs preferred PST over EO. However, by 12 months both groups had equally
improved for overall symptoms and the PST groupd s d i st m@eased toward gslbaseline level.
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( ' Goals of the intervention \
\ /’ Primary goals of the intervention are to:
- ,' - (1) teach participants problem-solving skills to decrease distress
and reduce symptoms, and
P 4 N (2) to enable participants to independently use problem-solving
' skills after the end of the intervention

. J
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Getting Started

The CONTACT manual may be used with a variety of participants with modifications to language as
appropriate for the particular recipient.

In this manual you will find:
1. The materials needed for the treatment
2. Overview of the treatment approach
3. Instructions for administering the intervention
4. Communication recommendations and scripts

Materials
Participant Packet
Session Checklist
Session Scripts
Tools (see Appendices) used in-session to measure progress
a. General Distress Score: participant rates distress on a scale of 0-10 where 0 is no
distress and 10 = severe distress
b. PHQ-2: a two-item screen for depression based on the 1%t 2 items on the PHQ-9
PHQ-9: Patient Health Questionnaire-9, a 9-item screen for depression
d. GAD-2: a 2-item screen for anxiety, based on 2 items of the Generalized Anxiety
Disorder-7 Scale (GAD-7)
e. BSI-A: a screen for anxiety disorder plus a question on suicidal ideation
5. Appendices with worksheets, information sheets, specialized treatment modules and other
materials needed

PwnNpE

o

Treatment Approach

The intervention, while based on PST, also draws from Motivational Interviewing (MI) and Behavioral
Activation (BA). General information regarding the intervention, strategies for engaging the participant
in treatment, information about PST, BA, and MI can be found in the Appendices.

Briefly, PST focuses on training participants in the skill of problem solving, i.e., how to identify, clarify,
prioritize and formulate short-term action plans to address problems, then evaluate the success of the
plan and modify as needed. Problems to be addressed are selected by the participant. PST also
includes targeted psychoeducation provided by the counselor. Sample scripts for discussing PST are
included in the specific sessions, and more detailed information about PST is included in Appendix A.

Engaging the participant and dealing with reluctance

Engaging the participant is one of the major goals of the first session. Participants who are engaged
are more willing to be open about their problems and more willing to try new strategies. To increase
engagement and deal with reluctance, counselors demonstrate their interest in the participant and the

participantés point of view. Using Motivational I n
counselor does more listening than speaking, asks open-ended questions,r ef | ect s t he parti
verbalizations, links behaviortopar t i ci pant 6s values, and asks per mis

opinions, will increase engagement and help to overcome reluctance. More information about
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engagement is found in Appendix C; more information about Ml can be found in Appendix B. If
participant clearly states that he/she does not want to continue with the program and does not want any
further telephone calls, acknowledge their desire. Ask if they would like a call in the future, e.g., 6
months, to check out how they are doing. Let the participant know that can easily resume where they
left off if s/he changes his/her mind T and that they will receive a letter repeating the toll-free telephone
number.

Modules

In addition to the core PST intervention, there are a number of brief complementary modules available
which focus on the following specific conditions: depression, anxiety/PTSD, insomnia, and headache. If
participants are found to have any of these issues after completing sessions 1 & 2, the counselor can
suggest augmenting the PST intervention with the respective module. Each module includes additional
assessment, education and therapeutic strategies for these problems.

The modules were designed to last two to four sessions and can be employed depending on the needs

and preferences of the participant and the clinical judgment of the counselor. These modules build on

cognitive, behavioral and problem solving skills to address specific thoughts, beliefs, and maladaptive

responses associated with each comorbid condition. For the depression and anxiety/PTSD modules we

use behavioral activation (BA), which emphasizes education, pleasant event scheduling, goal setting,

functional analysis of behavioral patterns of avoidance and collaborative problem-solving to generate

alternat i ve behaviors that are congr U\ewpgepsychdeducatohe par t |
(including stimulus control and sleep hygiene) and components of cognitive behavioral therapy for

insomnia (CBT-I) for the insomnia module, and we use psychoeducation and mindfulness-based

strategies for the headache module.

Problem-specific educational packets and worksheets are provided and symptoms are monitored using
validated instruments. Upon completion of the module, the intervention may then return to the core PST
components.

GeneP8T

[Depres:]

[Arxi e‘thTS]

[ Headac]

| ns omn

Sessi Sessi gener
1 2 PST
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Administering the Intervention

Before the first call

Counselor preparation. Itis expected that the counselor will have read the manual thoroughly,
familiarized him/herself with all of the included materials, and engaged in several practice sessions
prior to scheduling the first participant.

The following sections contain instructions for administering the PST intervention, including

1. Instructions for the 15t and 2" calls

2. A general structure for subsequent calls

3. Specialized modules for addressing depression, anxiety/PTSD, headache and sleep.

4. Scripts, to serve as guidelines for what the counselor will say and for timing and training
purposes. Scripts are not to be read word for word, rather the counselor should have
learned the material well and be able to smoothly proceed with the intervention using his/her
own words.

5. Session Checklists that summarize the material to be covered in each call.

Engaging the participant. The counselor should have thoroughly read Engaging the Participant
(Appendix C) prior to the first session with a participant.

Appendices. There is a wealth of resources available for the counselor in the Appendices. From the
participant packet to the tools, educational brochures, participant logs, everything that is referenced
throughout the manual can be found in the Appendices.

Participant Introduction to the Intervention. Prior to the first call, it is recommended that the
participants receive a packet with information that welcomes them to the treatment, describes what will
be covered during the treatment (what to expect) and available resources for them.

The following is an example of what a participant packet might contain. Samples are found in the
Appendices.

Welcome letter

Resource list

After Deployment brochures (for SM participants)

Information Sheet: More About the Steps of PST

Worksheet 1: Sorting Out Problems for PST (2 copies)

Worksheet 2: Steps of Problem Solving (15 copies)

Educational Brochures (Stress, Substance Abuse/Misuse, Pain and Headache, Sleep
Disorders, Anger/Irritability, Depression, Cognitive Problems, Relationships, Money and
Financial Worries, Post-Traumatic Stress, Physical Recovery after Concussion,
Returning to Work)

@ ooo0oTp

The participant should be asked to review the information, particularly the welcome letter and
information sheet, prior to their first session.
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( 0 Before Every Call \
\

V4
r 1. Remember to text or email the participant the day before
- =*® the scheduled call to remind her/him about the study call.
P4 N 2. Review the participantods ir
' 3. Review notes from previous session.

4. Review the session structure and materials.

K 5. Have all materials close at hand. j
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Session 1;

( Goals of the session. \

There are two primary goals of the first session:
/ 1) to begin to engage the participant

2) to develop a specific, concrete list of potential problems (anything
bothering the participant or expressed as a negative), AND a specific
concrete list of strengths and supportsd anything that helps the participant
or is expressed as a positive.

. J

Overview:

This is a first and important opportunity to begin to develop a personal rapport, to demonstrate genuine

interest in the participant, and to convey a sense that good things will come of the relationship. The

idea is to engage the participant so that s/he will feel comfortable talking, will perceivet he counsel or
interest and acceptance of what s/he has to say, and will be willing to discuss problem-related issues in

the future. Engagement begins by listening carefully and learning aboutthepar t i ci pant 6s st o
important others in their life, their perceived strengths and challenges. Remember to use open-ended
guestions to encourage conversation, avoiding Yes/ N
you | i ke about, tihfat@maywydhwhag, did you not |ike about
with the participant and to foster an alliance.

The participantés problems and st r epagiciphrdd smasyt obrey ,per
positive values mentioned, examples of prior difficulties that were overcome, specific coping abilities,

activities or people that are helpful to the SM, etc. As the participant shares information, make notes

about both negatives (problems) and positives (strengths). These should be notedinthepar t i ci pant €
own words as much as possible so that in the call wrap-up, both may be noted as the participant noted

them with the minimum of Ainterpretation. o

Session 1 Material:

1 Checklist of what will be covered with major sections (notes may be taken on paper or

electronically)

Intake information, e.g., demographic information, any assessment materials completed.

Session Notes: This is a form on which counselor may jot notes, preferablyinthe par t i ci pant
own words, about any issues or areas that could be useful to refer to later when discussing or

selecting problems.

Session 1 Script

Copy of GAD-2

Copy of BSI-A

Copy of PHQ-9

= =

=A =4 =4 =
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| Note about timing:
\ V4

f While the above purposes (developing rapport and learning about specific
- - - .
problems and strengths) are extremely important, the 1st call is also used
7 (§ to provide education about PST that will both inform the participant and
' motivate him/ her to continue with the treatment process. Although

participants will naturally differ according to their needs and communication
styles, it is helpful to keep in mind that, unless the participant is very difficult
to engage, devote about 2/3 of the time to everything leading up to PST:
the introductory explanations, the get-to-know-you, the mood assessment,
and the brief discussion about concussion. About 1/3 of the call should be
reserved for education and beginni
process, and getting the participant started on Worksheet #1. So as a

rough rule of thumb, if the first call is to take 60 minutes, plan to reserve 20
minutes for the PST-related portion.
CONTACT Intervention Manual pg. 10
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Session 1- Introduction & General PST Checklist

| 1. Introduction
Counselor Name and Affiliation- briefly re-orient to study Materials (e.qg., folder)
Participant Location (if on cell phone)
Number of calls
Timing and Duration (e.g., every 1 week, then 2 weeks; 6 months total)
Participant Preferred Name
Confidentiality: Audio Recording (if applicable) and documentation
Process and Challenges (e.g., not face-to-face)
I|C|t|ng participant Background and Personal Information
Counselor Background, Demographics
Participant Current activities (i.e., post-deployment), self, family
Participant Deployment experiences
Participant comfort | evel (ASo how
Counselor express appreciation for information
Affirm participant strengths and co
3. Concussmn Information
a. Participant Understanding of Concussion
b. Participant Concussion related to Symptoms/Problems
c. Link fApossi biretated Reoblents toPsrpose of Study
4. Standard-5 Questions about Distress/Mood
a. Administer Questions (and subsequent questions, if necessary)
b. Review Results with participant
5. Problem Discussion
a. Discussthet er m APr obl emo
b. Reiterate problems mentioned by participant, list common problem areas
6. Brief Overview of PST
a. Benefits of PST
b. Steps A-F of PST (2 minutes; Worksheet 2 and Call 2 for Steps of PST)
7. Participant Feedback on PST
a. Willingness to try PST
b. Questions/Concerns (e.g., barriers, future obstacles)
8. Wrap Up
Call Summary: participant problems, motivation, strengths, barriers
Affirm participant Commitment to PST or willingness to discuss again
Agenda for Next few Calls
Counselor Flexibility (e.g., scheduling, communication)
Instill Hope
Assignment: Task1( Wor ksheet 1: iSorting Out
g. Assignment: Task2( Wor ksheet 2: AMore About
9. End of Session
a. Referrals or Resources
b. Confirm Next Appointment/contact Info

N
TeacTpmMe e a0 T

~® o0 T
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10. After Call

a. Enter session data/notes for future reference

b. Write follow-up letter

c. Mail all materials to participant

Session 1: Sample Script

1. Introduction:

T AHel l o. ls this (us e r an kcouaselar
with the (facility/agency), working with service members who may have
experienced a concussion while deployed. As you may remember, we are offering a problem-
solving treatment program to assist service members who have experienced a blast or other
injury that may have resulted in symptoms of concussion. Do you remember talking with the

staff at (facility/agency) about taking part in this program?

f AYou should have received a folder along wi
do you know where it is now?bo

If the participant says s/he has received the materials and has them easily accessible, ask him/her
to have them within reach, saying:

T AwWeodl | be using some of those paper
we haveourcallstoget her . | f you have it cl

If the participant says s/he has not received the materials, or cannot locate them, note this but
continue on, saying:

f AThat 6s ok. I will send vy atontalay.oltetme check yolrd e r
address so | can be sure to send it to the

1 Once you have the correct address, continue. A And by t he way, wher e
today?0

Appointments and Timeline:

T Al wil |l be call i ng v docalfrequency) for (# of calls or estimated
length of treatment)c al | s. Todaybés call wildl be an int
take about 45-60 minutes. The rest of the calls will last approximately 45 minutes depending on
the call. As | mentioned before, the purpose of the calls is to help you manage any symptoms
and/or deal with any problems that you might be experiencing, including symptoms that may be
related to concussion. The first thing | want to do today is make sure this is a good time for us to
do the first phone call. Since we will want to take time to get to know each other a little bit, it
might take a little longer than the other calls. The first one could run up to an hour to go through
everything. Do you have that much time now and are you in a good spot to talk, or should I call
you at a different time?09d

CONTACT Intervention Manual pg. 12
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I f the answer is No, ask whether you can have a s
participant, then establish another appointment in the next 1-2 days.

T Alf you dondt have an hou20mnuessol aagettokeowtyoa& e anot
little bit woul d t hat be OK?0

If theanswerisNoand there is no time for a short cemver sa
days.

Whether the answer is Yes or No, take a moment to establish what the participant prefers you call
him/ her (1% name, nickname, last name, etc.). Use open-ended and multiple-choice questions.

If the answer is Yesé

Structure of the call:

T OFi r st spend somatimie getting to know each other, and | have some questions to get
that started.
T Then, we 06| | talk briefly about concussi on, Si nce
experienced a concussion.
1 Then, | want to leave at least 10 or so minutes to explain to you what Problem Solving
Treatment is. This is the method we will be applying throughout our time together, and you and |
will be using it every time we talk on the phone.
T But first, | have a couple offiihotus@&keepingo t hi

Agenda for the call today:

T Aln todayds call we 01 | talk about the treat ment
have. Webol | al so spend some time getting to knov
will be structured. Our next call, one week from today, will be less structured and more like a
conversation, where we will begin to work together to manage difficulties you may be
experiencing using a skill set called problem solving training.

Confidentiality:

T Al want t othatadl calilsard any notes | take are confidential. There are 3 exceptions
to confidentiality: | am obligated to break confidentiality if you threaten immediate danger of
harming yourself or someone else, if you report recent or ongoing abuse of a child or a
dependent adult, or if you report diagnosis of a disease or condition that requires reporting to

~

public health. o

f AWhat questions do you have for me so far?0

Introduction to telephone process:
T Aok, I want to say a couple of things about wor k
than working with someone face to face. First, ¢

following what | say, it is important that you speak up and stop me or interrupt me anytime you
have a question or if | say something unclear. This is important. Does this sound Ok? While

CONTACT Intervention Manual pg. 13
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we tal k, I owi |1 be using a |ist of important poi
supposed to say. But please interrupt me if | go too fast.

The second thing is | wild.l be taking notes on sc
forget anything important. So if | pause or ask you to repeat something, this may bewhyd i t i s n ot
that | am not paying attention. 0

M "iDoes this sound OK?O0

Mention that notes are subject to the same confidentiality rules as the tapes and answer any

guestions.

1T "Does this sound OK?O

T ADuring this first call I would Iike to get to Kk
been doing since coming back from depl oyment. I

2. Eliciting Background and Personal Information:

Background and Demographics:

1

fAs | mentioned earlier, my name is .lama at
(facility/agency) . | have training in . Andé

Counselor provides some non-personal information such as degree and specialty, how long
working in counseling, etc. and answers any non-personal questions. This should be very brief and
standardized.

Details about the Participant:

T
1
T
1

T
T

ANow 1 6d | i ke to | earn more about you. Tlcanhave ¢
share some of this information with you, i f you
AFor example, it says here you ar e(byyourselffwith  yea:
your ) and that you completed years of (school/college). | s t hat right ?0

ifilt also says that you [ypevokwork/tgmnieg) and that you areiat h
(service rank) and have been in the (service branch) f o r years, corre
AWhat i s (MibtaryOcddgattonal Specialty)> o

0 Note: Military participants will know what MOS means. Use the acronym.
And what ar e y(fouNatiorat Quard: Weye yal @dtuallg doing)wi t h  your uni
Are you stil!l in unit that you were deployed wi

ot 3t

Ask additional questions as appropriate and encourage participant to expand on anything that
seems to be of particular interest to him/her.

)l
)l
T

Aiwhat are you mostly doing now, during the day?c
AwWhat kinds of things do you I|like to do for fun
AHow often do vyou(thgsethings)t hleasmrc @ atys ?do

Ask additional questions as appropriate and encourage the participant to expand on anything that
seems to be of particular interest to him/her. Make notes on the Problem Talk sheet about potential
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concerns you might return to later, e.g. if participant says s/he is not too active or does not or
cannot do things s/he enjoys. Encourage elaboration, but do not press.

( ' Note: \
L N # Asthe questions proceed from less sensitive to potentially more
sensitive (family and friends, deployment), check in with the participant
- f' ==» gbout his/her comfort levelasneeded(far e you okay so
kinds of questions? 6) Thank/ affirm the part
P 4 N perhaps noting that this will be very helpful for the remainder of his/her
| participation and ultimately (the goal is) helpful for him/her in daily life.
Begin to use accurate empathy/reflection to confirm emotional content
\ that the participant reveals, conveying acceptance and understanding. )
T ATell me about yourself .o
T ATel |l me a | ittle about fapilywhere fratheyd Whodoyowh o al | [
see/talk to? How are things going with you and
1 AWhat other people, |i ke friends, do you feel cl

f AHow often do you get to see them?

T What kinds of things do you do when you get toge

T ATel | me a | ittle about your depl oyment. (1 f apr
|l 6m going to depend on you to tell me what itos
deployed?

T Was this your first deployment?590

1 AWhere were yoou in theatre?

f What were your duties there?o0

T A"nWhat was it |l i ke for you in theatre?o0

As above, encourage the participant to elaborate without pressing, and note any themes or

concerns that might be helpful for later discussion of problems. Listen for and note, also, areas of

strength or traits/abilities in which the participant expresses pride, and people who are important to

the participant.

T AThank you for tell i ng ineenateon td gettstaried an our teleplioge r e al | y
call s. o
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3.

( 0 N
\ s’ check ontime:weove been on the
Yy e - minutes. We have about another minutes.
Howére you doing?
P 4 = A S
\_ Y

Concussion Information:

f AWhat 6s your understanding of a concussion? We r
T Al dm very interested in whether you feel having
i fe How about your work? Your relationships?~:

IF THE participant HAS NO PRESENT SYMPTOMS OR DOES NOT FEEL THERE ARE ANY
PROBLEMS DUE TO CONCUSSION:

f AThatds great that everything seems to have resc
made a great recovery in many ways might still have some problems. We can still work on
ot her problems you may be having. o

T AWould it be all right i f | reviewed with you sc
guestionnaires that you filled out for ?
IF YES:

T AYou mentioned that you were having problems wit

T A"What strategies have you used to cope with or c
have these worked so far?0o

Spend ample time getting their story about how they feel the concussion(s) has affected them and
interfered with what is important to them. Make notes on the Problem Talk sheet about potential
concerns you might return to later. Affirm their strengths and successes thus far in coping with the
consequences of the concussion(s).

Take note of the par tiegaidipgacontudson or symphomsso Yoo caly usdhite r e
in future discussions, particularly when it comes to selecting a problem area to begin with.

Concussions and Problem Solving

T ALetds talk more about concussions f gionscanbeno ment .
associated with physical, emotional, relationship, and thinking problems which most often get

better but someti mes are slow to do so. l'tds of
symptoms might be caused by a concussion, and what might be related to the high stress that

people experience during depl oyment. We wonoét t
di fficult, but itdéds Iimportant for you to know tF

concussion, recovery from concussion can be very good, especially with some help. Also, the
type of approach we will be using in these calls, Problem Solving Training--which | will tell you
more about in a minute--works well for any problems, whether they are caused by concussion,
orst r ess, or bot h. Does t hat make sense? Do you
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T ALetds review the purpose of our call s. The 1 ec
(amount of time or # of calls) is to talk about any problems you may be

having after your deployment, including symptoms that may be related to concussion or stress

or both, and how to make t hem b etobleerSolving We 6r e usi
Treatment, or PST for short, which goes through step by step how to tackle and solve various

kinds of everyday probl ems. o

4. Questions about Mood:

T ASince people who may have had a concussi on so0me
to ask you a few questions about how you are feeling emotionally. This is a standard part of the
study and I will ask you the same few questions in every phone call to keep track of how your
mood is. Does that sound OK?O0

T AOk. First, pl
t

ase rate your current | eatel of di
di stressed a 1

e
a and 10 is very distressed.

Administer GAD-2 (Appendix H) and PHQ-2 (Appendix F)

1 Over the last 2 weeks, how often have you been bothered by the following problems? For each
problem that | ask, you can answer either "not at all", "several days", "more than half the days",
or "nearly every day" in the last two weeks. (repeat options after at least the first 2 questions)

Not at all Several More than Nearly
days half the every
days day
Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control worrying 0 1 2 3
Feeling down, depressed, or hopeless 0 1 2 3
Little interest or pleasure in doing things 0 1 2 3
T Al 611 a s k ydquestiorts atshe begirmingeof every phone call but it will go a lot faster
after this one. 0

If the participant scores >2 on the first 2 questions (GAD-2 anxiety subscale):
T Anhave a few more quest i (adninistarithe BSFA)t he same | i nes.

1 If the participant scores >6 (males) or >7 (females)

T Al't sounds | ike <anxiety or nightmares> has
weeks. | want to make sure we get back to that in a few minutes because this is exactly
the kind of problem we are tryingtohe | p wi t h t hese phone call so.

If the participant endorses suicidal ideation, proceed with Emergency Response.
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If the participant scores >2 on the last 2 questions (PHQ-2 depression subscale):
1 Ahave a few more quest i (adnEnisterthe AHP-9Y he same | i nes.

1 If the participant scores 10 or higher on the PHQ-9 and meets functional impairment
criteria, you will offer the Depression Module as your first problem intervention.

T Alt sounds | ike <feeling dowhasheenaprobemforg i nt e
you in the last few weeks. | want to make sure we get back to that in a few minutes
because this is exactly the kind of problem

If the participant endorses suicidal ideation, proceed with Emergency Response.

1 If the participant scores >4 on the 0-10 distress scale, process the information similarly
although you do not know yet if you will administer a module or the general PST
approach since you may not know exactly what the distress is about.

T Al't sounds | ike you have been pretty (very)
mi hnhutes what has contributed to your distres
5. Problem Discussion
T ANow, | 6ve used the word Oprobl emd quforaminuke bi t ¢
about the word O6probl em. 6 We use that word part
based on a technigue called Problem Solving Training, or PST. During these calls, we will be
applying this technique to problems that you experienceand t hat you tell me aktk
T ABy O6problems, 6 we dondét mean necessarily anythi
anything that gets in the way or bothers you after coming back from deployment, including
symptoms that you might attribute to concussi o n 0
\ V 4 _ : N~ .
Note: The below is meant to help instill confidence that PST
ol Y<wwill be helpful. Listen caref
and identify with his/ her position(s)d dondét try to
P4 N PST; rather, understand what the participant thinks about it.
6. Overview of PST
Benefits of PST
T AThis technique is fairly simple and ités also v
works for all kinds of people, including parents, athletes, cancer patients and business
executives, and keeps problems from getting out of hand. PST is also being used now to teach
resilience to military personnel . 0
T AO0Of course itbés not perfect. It can work qui ckl
feeling better almost right away, but takes longer for other peopleit hat 6 s nor mal . We
CONTACT Intervention Manual pg. 18
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help you find other ways to deal with probl ems i
or for a specific problem. o

AAdditionally, PST i socawaaensistently dne you followethroughevith c al | s
tasks between our calls. This program is set up for such efficacy; meeting every two weeks on

schedule will produce the best outcomes for you now, and long after our calls end in six months.

Adjust the following according to whether the participant has already named or suggested a problem.

T

)l
1

AYou mentioned earlier that youdve been botherec
problems or difficulties have really had an impact on : , and -- areas of
your life thatarereallyi mport ant to you. 0
AiYou mentioned that you would really I ove to [ se
These are all important things that we can work on in our calls.
Aln addition, some of the (other) ed odrleeems peop
91 Physical problems, like headaches, pain, fatigue, trouble sleeping, etc
1 Emotional problems, like feeling irritable, angry, down or anxious, having nightmares, etc

(may refer here to scores from measures such as the PHQ/Distress Rating, BSI, or PCL
if relevant), or just feeling stressed

1 Relationship problems, like marital stress, issues with kids, friends, etc.

9 Practical problems, like work, school, financial, or housing problems, etc

While you are reading this list, the participant may make spontaneous comments that suggest s/he is
relating to one or more of the problem areas. Make a note of this on the Problem Talk sheet so that
you can return to it when it comes time to select a problem or problem area, or (e.g., if the participant
has already endorsed depression and/ or anxiety as a problem area) so that you will be aware of
associated problems. If the participant begins to describe a problem in more detail, facilitate the
discussion using open-ended questions, reflection, empathy and other engagement techniques as
noted in the Appendix.

Steps of PST

' Note: h
\ V4
r Remember to check in frequently with the participant as you
- “® go through the steps of PST
ou.
AW 4 N
T ANow 1 6d Iike to tetéchougael wetaeebusi apoun t he
more next week about it. You have some papers in your folder that go over all this as well
T APST is a way to help people gain cont rcadmomver t
sense way of sorting out problems and difficulties, and figuring out the best ways to tackle
t hem. | précsicalrbecaulsd ityocusesonreal-l i f e pr ob | usehdfornamahd i t 6 s
for the future, when ot her probl ems c¢ome uwillshow ydethd | WOor |
steps, but all the ideas and solutions will ¢co0me
CONTACT Intervention Manual pg. 19
@ @
ale



Al n PST, there are 6 steps th
solve a probl em. I wonodot go i
60 ABCDEFMe Steps of Problem Sol

r
I

at a person can fo
nt oharmoullabeledo f det ai
ving. 60

T AThe steps are easy to remember because they ar

next ti me we t al k, we wi | | work through them usi
A- Assess Al t st ArAssessing thelproblem. Thi s means figet
and figuring out your goals about t
di fferent. 0
B- Brainstorm AB 1 s f or .Bhisaneans whatram all the different things you
could do about this problem?"
C- Consider and AC is for Consi.dhasriswhened/outhmloabaitehe pros and
Choose cons of the different solutions that you brainstormed, and pick the one that is
mostdo-abl e and | i kely to succeed. 0
D- Develop and AD i s f or DeandkDoad.gOnce yop hasera potential solution
Do picked out, then you make a plan how you will Do it. And then of course, D
al so stands for Doing whatever you
E- Evaluate AE 1 s f or Ths steplisuodigues out how well your plan worked.

F- Fight On AF f

What has gotten better about the pro
o r HsagemindeQhmat not every plan works the first time, but

dondt -gyownmy negd to try again. You can also ask for help if you

run into road bl ocks.

0

1T ADo vy o wnylguestians about these steps? Do they make sense? Have you used steps

|l i ke this to deal with your p

roblems in the past

Encourage questions and comments throughout the review. If participant needs an example, use a
reakwor I d example of a problem situation that isnét t

the example of overspending and overuse of credit cards.

7. Participant Feedback:

IT IS IMPORTANT TO GET THE SUBJECT ENGAGED IN THIS PROCESS. THESE QUESTIONS
CAN ALL HELP YOU TO INCREASE ENGAGEMENT. USE YOUR JUDGMENT. But, remember,

ENGAGEMENT IS THE KEY TO SUCCESS.

f AWhat do you think about this

idea so far? Ar e
ere some problem ar

concerns about PST
e doing in the phor

akernt fardor yogto gaticpate imR S 7h Whatrabout

d to do these phone
CULTURAL (e.g., STIGMA).

or some other probl e m? o (Mention h
endorsed.)
f ADo you have any questions or
concerns about what we wil/ b
T AiCan you think of
things that might make it har
0 [PROBE FOR PRACTICAL, PSYCHOLOGICAL, FAMILY,
ADDRESS THESE ISSUES]
T Al d&m goi ng t ootdlene &things acome up that aret making it hard to keep going
with this program. o
f ASo, do you think you want to

CONTACT Intervention Manual
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If the participant indicates interest/ willingness to continue (or is at least neutral), skip the section below
and gWram @p. o

DEALING WITH RELUCTANCE:

The participant could indicate reluctance at this point by indicating that (1) s/he does not have any

problems to work on, or (2) s/he does not believe PST can help with his/ her problems. The counselor®
responses will depend on which of these reasons predominates.| f t he partici pant say
interestedo without,itsspneportahtyoifindgoutanone abast oiny before

proceeding. See Appendix C, Engaging the Participant and Appendix D, Addressing Reluctance.

The counselor must have a thorough working knowledge of the participant engagement and Ml

methods discussed in Appendix B to deal with these reactions in a non-confrontational manner.

However, a few examples are copied in below.

If the participant says s/he does not have any problems:
Reinforce the positive aspects but refer to the symptom questionnaires completed at baseline.

T Al &m so pleased to hear that things are going Wwe

our examiner that you were experiencing (X). Has this problem completely gone

away? What about (Y)? Remember, by Oproblembd we do
necessarily a big problem. ..What about if we cft
again. 0

This is a perfect opportunity to use the Motivational Interviewing (MI) technique of double-sided
reflection to capture the participantds ambivalence

T "So it seems that you dondt t hinokandaithetsanietineer e ar e
that (X) is driving you nuts. Have | got that right? So tell more about how (X) is driving you
nut s, etc. 0

Here you have givenadouble-s i ded refl ection to capture the part.i
and treatment, and you have ended with the side of the equation that favors change. In asking more

guestions about how (X) drives the participant nuts, the counselor may increase motivation for change.

If the participant is more reluctant to talk about the problem, you might restate the double-sided

reflection ending with the status quo part of the equation.

T Alt might very well be the case that there arent
now. We can talk about PST now anyway, maybe using an example of something that used to
bot her you. . Would you be willing?o

If the participant says s/he does not think PST will help:
[Always explore what the participant thinks are barriers to PST helping before using any of the
techniques below.]
T Altodés tr ue notwarkforgd Tevemthaughttworks for many people. Everyone is

di fferent. What are some reasons this kind of afg
barriers, acknowledge, and use Ml techniques if appropriate]. How about if you think about it for
aweek? I can check back in with you and see how
you?o
T AWe can think about this | ater. I can tell you
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T ATell me more about that . ¢faestalking about dgroblems)andrit t hi s
didnét go so well ? That s o(ecanalse inquire lalmout frigndswra s a t ¢
family membersod experiences) [Afterinyaliifdaygauwmgwg
interested in seeing what | have to offer you, you would want to make sure not to involve x, v,

Z. 0]

1 (Instill confidence and optimism.)i The pr ogram we are offering over
new way that has worked for alot of people. 6 fAWe have found that even |
big and overwhelming to do anything abWhencan be
people are stressed out with problems, they don¢
try PST they seethatit st arts to help and they feel mor e op

If participant is open to another call despite ambivalence, go to wrap up.

T Al dm going to |l et you go in about 10 more minut e

covered today armdnpwhathewe®dve acc

8. Wrap up [If participant has made a commitment to the phone calls]:

Grand Summary: Hi ghl i ght Astoryodéd, ambivalence, change tall
participantds story here and hi ghlis dlighlightstneagths.hi s pr i
Add this summary to the email/letter being sent out after the telephone call.

T "Webve covered quite a bit of ground today. Woul
about ?0
0 You told me that you are struggling with and you would like to see get

better/change. Us e t he participantds own words to th
the negatives/ problem areas mentioned throughout the call. Pause briefly after naming

a potential problem to see if the participant reacts, either by agreeing or by commenting

further on the problem.

O Youbve done a gr e a tnadditob to teinforcing specific things done by
the participant that imply problem-solving, mention each of the positives that you have
picked up during the call. These could be traits (persistence, resilience, etc.), positive
coping mechanisms, specific supports that the participant relies on, or qualities observed
during the call (e.g., sense of humor, thoughtful approach, openness). Note that these
positives are likely to help the participant benefit from PST because s/he already has
some skills available to solve problems.

T ADoes t hat sound accurate?o0

Ask for Commitment. Af f i rm and reinforce participantés will ir
T Al't sounds | ike you ar e wi lfsoireinforececommitment hi s out .
inGreat! |l &m confident you can gain some useful t

Instill Hope: affirm participation and the SPECIFIC STRENGTHS s/he brings to treatment, highlight
hi s/ her change talk, express optimism (fAiProbl ems

T Al 6m optimistic that we can work together to fiocg
Remember that:
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o In this program we are working on the phone with participants like you who have recently
returned from deployment.
ol tdéds natural and normal for people to experi.
due to mild TBI or concussion.
o We will be showing you how to use a method called PST that has been shown to help
people tackle a wide variety of problems and make things better.
0 You learned a little about the steps of PST, which are ABCDEF (assess, brainstorm,
choose, do it, evaluate it, and fight on).
0 After 5-7 weeks of the program, | anticipate that you will likely feel much better equipped
to deal with your problems, especially if we can have consistent phone calls and you
foll ow through with tasks between sessions. 0

Change Plan: outline next steps, discuss expectations about timing/scheduling of treatment, etc.

1 We have (# of calls) more telephone sessions to work together on problem
solving, so |l et me say a word about our fandt ur e ¢
answer, but starting next week, the calls will be more like a conversation; andt hey 6 | | be sh
Al so, weo6ll focus |l ess on information gathering
your | ife that are important to you. It 611 be a

Leave door open: convey non-punitvest ance (fAiSome people, despite bes
follow through. Wedd Iike to talk with you if tha
flexibly with your schedul eo.

Reinforce the participant at every opportunity during this wrap-up, letting him/ her know you appreciate

the effort s/he has put into the call, and his/ her trust/ candor in discussing problems. Continue to offer

hope -- that we expect to see he will be feeling better in X amount of time and if not, we will figure out

something else that can help.

Assignment:

T Aldd I i ke for you to do 2 tasks before we talk

T AFirst, give a little more thought t dketobt@t pr obl e
working on. You mentioned (X), but during the next week just give it a little thought to see
if thatdéds the one. We can talk about a different

1 A good way to do this is to fill out the sheet in your folder called WORKSHEET 1:
Sorting Out Problems for PST. (If the participant has the folder) Go ahead and get out
this sheet now and (fehé pafticipant doés na haveithe foldeo)g et h e r
either offer to email it to them on the spot or say, | will be sending you your folder, but
meanwhile | will describe this sheet to you and we can get started on it.

1 This worksheet has 12 boxes in it with each box labeled with an area that you may or
may not be having problems in. For each of the 12 boxes, you would first think about
whet her something is bothering you that may
to be a big problem. If there is something in that area, you write in a sentence or phrase
in your own words that says what the problem i s and maybe why itos i
exampl e, i f the area is money or finances, a
bills and | worry every month about not being able to pay for something. And my wife is
sick of not being able to go on vacationwi t h our ki ds. 0 This wor ks
see the big picture of where the problems are and how they might be related to each
other. We will use it during all of our phone calls.
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T Letbdbs do a few boxes together so youdll see
are labeled problems with relationships (this can be with anyoned a spouse or partner,
friend, parents, children); problems with work; and problems with money or finances.

Guide the participant to fill in these boxes either based on what s/he has already told you about these

areas, or if s/he has said nothing about these areas, ask if there are any problems that fit for them. Ask

probing questions as needed to illicitt he partici pantds own words for t he
participant to write descriptions. If the first 3 areas do not prompt any problems, choose an area from

the worksheet that fits for what you have heard from the participant and help him/ her to complete that

one.

1 Good, you see how it works and | would like to task you with completing the sheet during
the week before we talk next, so that we can look at the big picture and choose
something to start working on.

f ' Note: If it seems pretty clear that the selected problem is \
\ /# handled in a module, ask the participant to spend some time
r thinking about how they would describe their (depression,
-

“* anxiety, insomnia, headache) and whether any symptoms
seem to link up to this problem. It might be useful to jot
4 N down some thoughts about describing the problem better,

' the A step (Assess).
U /

T AnTask number 2, Il 6d |'i ke for you to get more
read through the i nNMoeaAbautthedSrepssohRSEOt tchaalydureids @i n
folder. Do you see where that 1is?0

T A"nThatodés it, and then we wil/| be all ready to

9. End of call

Any needed resources or referrals?

Tell participant you will send out a letter. Ask whether they prefer this be done via email or postal

mail.

T Al wil |l be sending you a |l etter summari zing what
send this letter by e-ma i | or regular US mail ?0

Make next appointmentd preferably standing appointment, verify best number to contact

participant, inform participant how to change appointment

T Al wi || call you next week. 0

T nBefore | cal l next week, | would | ike to send Yy
do this by email or cell phone text message?o0

T Al f you neednthemeanimetoatitange oueappointment or have questions before
our next call, you can call . This number is also on the front page of your
folder. This isnét a direct number to me, but vyoc
withi n 48 hours unless itdéds a weekend, then 1611
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After-call duties

Immediately
1 Enter session data/notes for future reference

Same day or next
1 Write follow up letter
1 Mail all materials to participant
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Session 2;

Goals of the session:

‘ (I/’ The primary goals of this session are to:

1) develop a problem/goal list, and
2) use PST to develop a do-able, measureable plan to
address the problem

\. J

Overview:

Participants will have been assigned, in Session 1, to complete the Sorting Out Problems worksheet
(Worksheet 1). If this has not been done, it is done in this session. Reviewing the overall list of

problems and askingopen-ended, <cl arifying questions, wilfthe furth
participant. Keep in mind that the first problem sets the stage for learning about the PST process. It

may be useful to help the participant identify a co
in several areas. While, with the participant 6 s per mi ssi on, the counselor m

participant will select the problem or goal to be addressed. The 15t problem should help teach the
participant about the PST steps and should reinforce the problem-solving effort, therefore it is often
useful for the 1% problem to be relatively uncomplicated unless it is an urgent issue.

Briefly reiterating the definition of each step of PST as the counselor goes through the steps with the
participant will help reinforce what each step entails. It is important that the counselor assist the
participant by asking clarifying questions to ensure the problem is well-defined and the plan is do-able
and measurable.

Material Available: see Appendices
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Session 2 Checklist

Counselor Name and Affiliation- briefly re-orient to study Materials (e.g., folder)
b. Participant Location (if on cell phone)
Timing and Duration (e.g., 1 week, then 2 weeks; 6 months)

Audio recording and documentation

a. Folder available
Review agenda (Assess Mood/ Distress,
a. Administer Questions (and subsequent questions, if necessary)
b. Review Results with participant
Ask for questions about PST/ quick review of steps of PST
Review Sorting Out Problems Task (or do collaboratively)
Review Abig pictureo of probl ems
Prioritize and select a 1% problem to work on

oo o

If the 15 problem falls within a module, go to module manual/ checklist. The remaining steps will
be completed for a problem falling within general PST.

Assess

Brainstorm (include reference to educational materials, if appropriate)
Consider and Choose

Develop / Do

Evaluate

~0 o0 T

Fight on

for next 2 weeks reviewed

a. Referrals and resources
b. Confirm next appointment counselor / contact info
Counselor contact info
—
a. Enter session data/notes for future reference
b. Write follow-up letter
c. Mail all materials to participant
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Session 2: Sample Script

Greeting/Intro:

T AHell o. Thi s (your name) with t he

i s
scheduledcal. Howdés everything going? [ Okay to comment
this time still work for you? 0
If not, reschedule. If so, continue.
T (if applies) Al want to remind you that this cal
training. Ist hat OK with you?0 AAnd by the way, where
T "Do you have your folder and the work sheets we
those and a pen or pencil to have handy??od

If participant does not have folder: i T h at 6 s anosknd these inforntation sheets out to you again
(or download an app from your telephone). 0

[Reminder of structure of call: A few minutes checking in to see how things are going in general and re-
engaging participant. If participant brings up problems, briefly discuss then reinforce participant
bringing them up and indicate the problem(s) will be good to add to the Sorting Out Problems for PST

worksheety oudl | be reviewing in a few minutes
T AFirst | 611 check i n wit levery @l bylaskikgehose & questidnd do a't
about mood and distress. T h e rsolwing With bnegfthe i nt o t |

problem areas you have come up with.o

Questions about mood:

T A"Here are the five questions. Ready?0
T APl ease r at tdevefobddistresscon a scagerirom O to 10, where O is not distressed at
al | and 10 is very distressed. 0

Administer GAD-2 (Appendix H) and PHQ-2 (Appendix F)

1 Over the last 2 weeks, how often have you been bothered by the following problems? For each
problem that | ask, you can answer either "not at all", "several days", "more than half the days",
or "nearly every day" in the last two weeks. (repeat options after at least the first 2 questions)

Not at all Several More than Nearly
days half the every
days day
Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control worrying 0 1 2 3
Feeling down, depressed, or hopeless 0 1 2 3
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Little interest or pleasure in doing things 0 1 2 3

If the participant scores >2 on the first 2 questions (GAD-2 anxiety subscale):
1 Aihave a few more quest i (adnEnisterlthe BSl-F-A)t he same | i nes.

1 If the participant scores >6 (males) or >7 (females)
T Al't sounds | i ke <anxiety or nightmares> has
weeks. | want to make sure we get back to that in a few minutes because this is exactly
the kind of problem we are trying to help wi:
If the participant endorses suicidal ideation, proceed with Emergency Response.

If the participant scores >2 on the last 2 questions (PHQ-2 depression subscale):
T nthave a few more quest i (adninistarithe AHR-91 he same | i nes:

1 If the participant scores 10 or higher on the PHQ-9 and meets functional impairment
criteria, you will offer the Depression Module as your first problem intervention.
T nlt sounds | ike <feeling down or l osing inte!
you in the last few weeks. | want to make sure we get back to that in a few minutes
because thisis exactlythekindof pr obl em we are trying to he
If the participant endorses suicidal ideation, proceed with Emergency Response.

1 If the participant scores >4, process the information similarly although you do not know
yet if you will administer a module or the general PST approach since you may not know
exactly what the distress is about.

f Alt sounds I|ike you have been pretty (very)
mi hutes what has contributed to your distres.
Getting Started on PST: Developing the Problem List
T AAt the end of our first cal |, we tal ked about t
was to read through the information sheet call ec
that ?0

T Ilfyes,AGreat! YVe oy hmore] questions about PST bef

1 IfnooiThat 6s OK. I 61 | go over that briefly right

Provide brief reminder of the steps as at the end of Session 1. If participant has specific questions
about PST, answer them. You may also want to refer to questions & answers about PST in the
Appendix.

T AThe second task was to f i niSotingfOutlPtoblents fooRST. t he \
Were you able to do that?b9

If yes, ask the client/patient to walk you through his/her worksheet.

If no:
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wo ul
t ake

AnOkay, wel!/l | df padtisipant bas foltienand writingvtools available, i | t
hel pful for you to get your folder

Guide the participant to complete the worksheet, briefly naming each of the 12 areas and asking what if
any problems participant has in each area. Prompt the participant to state in a sentence or two what

the problem consists of. Problems do not need to be discussed in detail since problems to be

addressed will be assessed during PST. As needed, bring up symptoms or problems the participant
has mentioned previously to prompt articulation of the problems. Prompt the participant to take notes
in the appropriate parts of the worksheet, and tell him/ her you are also going to send your copy after

the call.

Whether the participant completed the Sorting Out Problems for PST worksheet or it is completed in

the session with you, you may menti on
help prompt inclusion of problem:

T AWhen ou filled out t
t

y he
probl em. What about hat ?0

guestionnaires

for

(a4

P N brochure in the folder, and referring him/ her to

refer them to treatment resources for that problem.

not, you will refer them to treatment resources for that problem.

ﬂ ' y, Note: If depression screen is positive, ensure that depression/ symptoms
named by participant are included in the Problem work sheet. Remind
- -» Participant that s/he indicated depression on the questions asked earlier,
and provide education on depression by reviewing with participant the
' http://afterdeployment.dcoe.mil/ website material. In the 2nd session, if
PHQ-9 remains positive, ascertain whether participant wishes to prioritize
depression as a problem (GO TO DEPRESSION MODULE). If not, you will

If Anxiety Disorder Screen is positive, ensure that anxiety/ symptoms named
by participant are included in the Problem work sheet. Remind participant
that s/he indicated anxiety on the questions asked earlier, and provide
education on anxiety by reviewing with participant the brochure in the folder,
and referring him/ her to http://afterdeployment.dcoe.mil/ website material.
In the 2nd session, if BSI-A remains positive, ascertain whether participant
\ wishes to prioritize anxiety as a problem (GO TO ANXIETY MODULE). If

~

d

not

us

/

When each area of the Sorting Out Problems for PST worksheet has been discussed (participant
may not have a problem in every area) and each problem noted, briefly read the problems back to the

participant to ensure that you have the correct wording.

Reinforce the participant for his/her success in identifying important problems.

Prioritizing a problem:

Your next task will be helping the participant to begin the process of prioritizing and selecting a problem

to start with.
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The 1st problem should not be very emotionally problematic or highly sensitive (unless the
participant chooses to work on depression or anxiety, each of which has a treatment module to support

it).

The 1st problem should not be extremely complicated. If the participant wants to pick a complex
problem, you may need to:
1 Prompt him/ her to estimate how difficult each problem area will be to solve, and help steer him/ her
to one that is not among the most difficult (reassuring him/ her that complicated problems may be
returned to later).
T Prompt him/ her t o c¢hoorsbiemthatédepmsencorednablef a compl ex
1 Prompt him/ her to select a portion of the problem that is truly under his/ her control.

If the participant has a potentially serious problem with high risk like depression, anger, or significant
pain, you may gently steer the participant toward prioritizing that problem, remembering that it is
ultimately the participantds choice.

If the participant has more than one serious problem or has trouble deciding how to prioritize among
them, you may ask probe questions to find out which is most worrisome to the participant or which (if
any) could be affecting the others (such as in a different problem category) and might therefore be good
to address first.

If no single area stands out as more serious than others, you might steer the participant to a problem
that is reasonably simple, such as a solvable logistical issue that could be tackled with a step-by-step
approach, to encourage a successful first PST experience.

Reinforce the participantoy prioritizing efforts. Y

T AThatds great wor k! Wedbve not only gotten what 0-s
idea for what to work on first. Youbve done a Ve
better. o

Note: Be sure to explain and integrate the ABCDEF steps in this \
session, even if you enter a Module.

If you enter a module on this telephone call, try to go through the
P N Education and Assessment Phase of the module. In addition to
' assigning the educational materials to read, task the participant to
start Brainstorming solutions to their problem, which will be
\ discussed further at the next session. )

For general problem solving continue here.

Step 17 Ais for Assessment

T alt wild.l b e theworksheet in your folgeuchlled Stepstof Problem Solving
Worksheet. If you have a pen or pencil and your folder handy, it will help to write some of this
down. I 61 | also write down your ideas and send
T A"So the problemegounare interes_ . Letds do
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NfnBef ore we can figure out how to solve a probler
We cal l this the A or Assessment stepo.

0 So describe the problem to me?
o0 What makes it a problem?
o How often does it occur?
0 What triggers the problem (who, what, where, and when does it happen)?
o ls anyone el se involved? Who?0
0 What have you already tried to solve the problem?
T AYoudbve just given me an Assessment of the probl

Depending on what the problem is, you might say:

T ASometi mes itbés important to break up a big prot
small piece at a time. 0

Do so if indicated.

f "So what would you I|Iike to happen?
f AHow would you I|likee®?dis situation to chang
T Alf the problem didnot exi st anymor e, what woul c

It helps to be clear and realistic. For instance, if someone is having trouble sleeping, his (her) goal

in working on that problem might be to sleep 7 hours a night. So, when you set a goal, think of 2
things. One, you have to be able to measure whet
(something |i ke Al want to sleep 7 hours a nighto
Two, your goal has to be realistic. Most of us are not going to sleep uninterrupted for 8 hours

EVERY night. o

Check to see if the participant is staying with you between each step.
T "So |l etds try to define your goal in a clear anc

[Summarize the proble m and goal . ] Does that sound ridght to
figuring out exactly what the problem i s and whe

Step 2 - B for Brainstorming

( ' 1. The quantity of solutions generated is important. The more potential \
\ /’ solutions, the greater the chances for successful resolution of the
Y (e - Problem.
2. The participant should feel free to combine ideas when practical to do
P2 N so, and to modify them as they develop their ideas.
' 3. The participant should not judge the ideas until the brainstorming
process is completed, otherwise they may prematurely abandon a
potentially successful and novel solution.
4. If the participant is having great difficulty developing solutions,
encourage them to think of how other people might respond to the
K problem, or to deliberately invent a solution that is blatantly silly. j
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f AFor this problem (____ ), l etdbs | ist every

probl em. Dondét hold back. List everything you
no matter how silly they may sound 7 you can figure out after you have a list of ideas which
ones are better than the others. I 61 | bet youbo\
Wait for answer. Counselors houl d make note of participantdés sol
T The participant may include Al eiaornnianbgo unto rXe0d aosr piiagr
brainstorming process. If there is an educational brochure or good material available on
http://afterdeployment.dcoe.mil/ related to the selected problem, respond to this (or prompt the
participant if education is not mentioned) by referring him/ her to an appropriate Educational
Brochure (Appendix _ ) or
T ALet me summari ze what youbve saidésummari ze t he
that sound right to you??o
If not, ask participant for clarification. Then, re-summarize making changes in wording as indicated.
Step 371 Cis for Consider and Choose
If participant agrees,
T "nGreat . So the next step in PST after Assess ar

f AYou have X number of possible actions to take.

to write down the pros and cons of each solution.
0 Some things to consider are:
A time commitment
cost
effort
consequences
effect on others
needing others to help. o

> > > > >

Go ahead and have the patrticipant think out the pros and cons.

f AYoubve |isted your possible actions and the
ones seem | i ke the best ones to start with?
If the participant seems to be having trouble with this, you might want to use an example such as this
one.
T AThis should be the one that seems to have t

fewest negatives, and something you feel that you would really be able to do. It is often easy to
toss out the strategies that are just not usable. For instance, if having money to pay a bill is the
problem, probably robbing a bank is not the best solution due to all cons, although it may be on
the |ist. o

1 A @at, you have come up with some solutions and have ranked them. Remember, the solution

you pick may not be ideal, but doing something about the problem is likely to be better than
doing nothing. o
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Step 41 D is for Develop a Plan and Do It

1 fALet Oeson tmthe next step which is D for Develop a Plan and Do It.

The solution you6éve chosen is _ . So how
What am | going to do?

When will | do it?

Where will | do it?

Whom will it involve?

Are there any obstacles or barriers that might be in the way? You get the idea. The

more specific you are in planning, the more likely it is that you will be able to carry out

your plan of action. o

o How will you know that you have carried out the plan and reached your goal?

O O O0OO0OO0Oo

Summarize the plan of action, including crucial details. Make sure the action plan steps are clear and
measurable.

T ALet me make sure | under st and. You plan to. . . ¢
T ANow, we canot accomplish the Do It part on t he
weeks. You have to try out your solution and remember, you may need to try it more than
once. Most changes take practice to get results

Part of this step will be to make sure the participant does not develop a Plan of Action that has
potentially insurmountable obstacles or pitfalls. Here the counselor can be more involved to make sure
the plan is viable.

Encourage the participant to look at the planasan 6 e x p e r i rhiemnay take the
pressure off. Consider rehearsing part of the Plan with the participant.

we havendt done St ep EFighton. BEwal uat e

1T AObviously,
|l k briefly about these steps. o0

can t a

Step 571 E is for Evaluate your plan of action.

T AnWeodl | review this when we talk again in 2 week:s
has been successful ?0

Note: Make sure the outcome is measurable

T AOver the next 2 weeks yonyoucowmaswel vSomsewhingsdgour pr ogr
think about are:

o Aibid your solution work completely or partia
o AWhat did and didnét work so well ? Did some:
o iwhat <could you do differently to make it wo
o iHow di d iotutf d@éehle tpd atnr?y You may need to adju
o]

=1}

OR, you may decide that this just didndét wo.
solutions to choose another plan of action. o
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Step 6 - Fis for Fight on!!

T ARemember , tidhFd Fli gahtt Dtne p Dondét give wup. Maybe
a particularly sticky problem or overcoming an obstacle. And remember to congratulate yourself
when you make progress and when your solution works!!! Sometimes we forget to take credit
for smart thinking and persistent action. o

f "Once again, webdve done a | ot of work on this te

N

T AYoubve assessed the probl em, brainstormed a |
try out, and developed a plan of action. Wow!!o

T AWe can talk about your experience trying out yc
weekso ot i me

Let the participant know that you are aware of the time and work done on this telephone call.

| End of call Done?
1. Wrap-up (summarize, encouragement, answer guestions)
2. Reiterate what the task is that participant has selected/ agreed to (D step)
3. Provide any needed resources
4. Any needed referrals?
5. Make next appointmentd preferably standing appointment, verify best number to
contact participant, inform participant how to change appointment)
T Al will be sending you a |l etter summari zing what
send this letter by e-mail or regular US mail?
T Al will e ke k s ¥ I6you nesal toZontact me in the meantime to change our

appointment or if you have questions before our next call, you can call this toll-free number, 1-

After-call duties

Immediately
9 Enter session data/notes for future reference

Same day or next

9 Write follow up letter
1 Mail all materials to participant
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Sessions 3-11

( The primary goals for Sessions 3-11 are: )
1) to follow up on the activities planned to have been accomplished
(l since the last session.
2) either modify the plan to continue to work on the problem or, if
the plan was successful, move on to a new problem.

\. J

As always, the counselor will greet the participant, determine whether the participant has anything he or
she would like to include in the session, remind the participant regarding the structure of the session,
then move on to the distress assessments.

The next step is to follow up on the previous sessi
session. The participant will have either implemented the plan with success, implemented the plan with

either partial or no success, or not tried to implement the plan. If the plan was successful, the

participant is invited to choose a new problem, which may involve another cycle of PST or may involve

the use of one of the specialized modules.

If the plan was only partially successful or not successful, the participant is invited to consider making
changes to the plan in order to achieve a better outcome. If the participant did not attempt to
implement the plan, identify barriers and problem solve those.

As always, at the end of the session the counselor will summarize the session, review the plan to be
carried out prior to next session, discuss any needed resources or referrals, and set the next
appointment.

Session 12

The primary goals for session 12 are to:
1) review the problems worked on over the past sessions, pointing out progress and successes
2) reinforce the value of PST in daily life, encouraging the participant to continue using it
3) remind participant that not everything works the first time and that not succeeding the first
time provides a learning experience you can use
4) get feedback on the participantds experience wi
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Calls 3thru 11 Session Checklists i General PST

| Introduction
a. Counselor Name and Affiliation- briefly re-orient to study Materials (e.g., folder)
b. Participant Location (if on cell phone)
c. Timing and Duration (i.,e., Al s t hi s st i | | a good time?
Call Structure
a. Folder available
b. Review agenda (Assess Mood/ Distress,
Standard-5 Questions about Distress/Mood
a. Administer Questions (and subsequent questions, if necessary)
b. Review Results with participant. If progress, reinforce. If more distress, say you will
revisit.
PST: Steps A-F
E-Evaluate:Revi ew | ast weekb6s task assignment ;
outcomes
Participant tried out action plan (D step)
AHow did the acti on p ladivitieswesultdd th impbvarentarc
worsening of problem? Did your solution work completely or partially? How did it feel
to try out the plan?d)

Plan worked well:
1 F-Fight on!: Reinforce completing the task, encourage continuation.
@ (e.g., counselor should focus on self-efficacy, noting that participant
figured out a solution, carried it out and was successful.)
1 Brainstorm what might be expected in the future: what might make the
problem flare up again, anything to avoid?
1 Let participant know that you will check in on this issue again next call just
to follow up
1 Consider with participant whether the previous action plan solves the
problem (go to A step) or is a first step towards the goal (go to B step).

Plan worked in part OR did not work:

1 Explore reasons, barriers, and potential solutions.

T AWhat did and didndét work so well
could you do differently to make it work better? You may need to adjust
the plan and try it again. OR, you may decidet hat t hi s j us
go back to your Ilist of possible

1 B-Brainstorm: As appropriate, prompt participant to brainstorm ways to

adjust plan, returning to Worksheet 2: Steps of Problem Solving as
needed to reconsider solutions participant has already thought of.
Consider pros and cons

C- Consider and Choose and D- Develop and Do. Prompt
participant to select a new or modified plan for the next 2 weeks.

= =

Participant did NOT try out action plan (D step)
1 Identify barriers.
I Add any appropriate education.

CONTACT Intervention Manual pg. 37

ala

Done?




1 B-Brainstorm: Brainstorm ways to overcome barriers. Emphasize
positive approaches.

 C- Consider and Choose and D- Develop and Do. Develop new or
modified action plan to try out new strategy.

1 If participant does not think the problem can be addressed, switch to a
new problem (below)

After completion of first problem, get participant input regarding problem solving process, asking
guestions suchas, i Wh at do aboauutt htilmiks process of problem sol v
for you?o AwWhat worked well for you??o

Participant is ready to consider a new problem (start with A below) OR a new step toward
solving an already identified problem (start with B below).

| A- Assess: What is the problem about? Done?

a. Define the problem as to who, what, when, where, how.

b. Assess with respect to personal factors (e.g. lack of sleep, activities),
environmental factors (e.g., noise, income, family support), system factors (e.g.,
orders).

c. What is the participantds goal for thi

B- Brainstorm
a. Brainstorm 2-3 concrete approaches to the problem.
b. Use Worksheet 2: Steps of Problem Solving to record solutions

C- Consider and Choose:
a. Go through the possible approaches, having participant list the pros and cons of
each.
b. Consider the consequences, how difficult the solution would be to implement,
cost, time, whether someone else would need to be a part of the solution, impact on
others, potential barriers.
D- Develop and Do:
a. Develop a concrete plan of actiond when, where, how, with whom.
b. Specify behavior to be carried out (th
weeks).
c. Are there barriers?
d. Consider alternativesinc ase specifics of plan donot

Evaluate:
a. Remind the participant that you will evaluate the success of the plan in two weeks.

b. Meanwhile, encourage participant to think of ways that s/he can evaluate as s/he
goes along (how might participant know whether plan is working)?

-

Monitoring PST

1 Check-in and relapse prevention for previous problem area(s)
Assignments

1 Reiterate task(s) for next 2 weeks
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CHECKLIST FOR END OF SESSION INSTRUCTIONS

| Sessions 3-9

a. Referrals or resources

b. Tell participant you will send letter; ask whether participant still wants it sent via (last
method of sending; confirm address/phone number for texting)

c. Confirm Next Appointment counselor/contact Info/Method of reminding of next appt.

d. Counselor Contact Info

Sessions 10-11

a. ldentify Number of Calls Remaining/participant Begin Reflection on Experience

b. Review with participant how helpful using PST has been thus far (e.g., what
components/steps have been most helpful, what components/steps have been most
difficult or less helpful), any consistent barriers to using PST?

c. COUNSELOR Review Previous Calls/lllustrate Success/Challenges/Future

d. Tell participant you will send letter; ask whether participant still wants it sent via (last
method of sending; confirm address/phone number for texting)

e. Referrals or Resources

f. Confirm Next Appointment counselor/contact Info/Method of reminding of next appt.

g. Counselor Contact Info

Final Session- Session 12
a. Review Last 6 Mont hs/ 12 Call s, noting
and successes.
b. Get participant input re problem solving process, asking questions such as,
AwWhat do you think about this proce
AwWwhat was challenging for you??od
AWhat worked well for you??o
c. Importance of Control Group/Telephone Group Anonymity
d. End of Intervention
a. COUNSELOR Appreciation to participant
b. COUNSELOR Contact Info
After Call
a. Enter session data/notes for future reference
b. Write follow-up letter
c. Mail all materials to participant
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Depression Flow Chart & Measures

You are at this module because your participant scored >2 on the PHQ-2 and >10 on the PHQ-9 and
chose this as a problem area. Because of this, you will deviate from the standard PST protocol and

follow the Depression Module guidelines.

Flow Diagram for Depression Problems / Symptoms

Negative
Screen for Depressive cardinal symptoms Proceed with Standard
during each treatment session using PHQ-2 PST Protocol
Positive
V
[ Administer full PHQ-9 Immediately ]
Positive
[ Depression Education ]
Depression chosen as Depression not chosen as
Problem Focus * Problem Focus

\4

Depression Treatment
(Depression Module) Non-responder

(or new Problem
Focus?)

Responder l

Proceed with Standard

Protocol or call wind-u . o
P Depression referral & monitoring

Continue to monitor (Depression Monitoring Phase)

PHQ-2 for Depression
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PHQ-2 performed at each session:

fOver the last 2 weeks, how often have you been bothered by any of the following problems?6

Not at | Several | More than | Nearly
all days half the every
days day
1. Feeling down, depressed, or hopeless 0 1 2 3
2. Little interest or pleasure in doing things 0 1 2 3

If answers total > 2, administer remainder of PHQ-9:

fOver the last 2 weeks, how often have you been bothered by any of the following problems?06

Not at | Several | More than | Nearly
all days half the every
days day
3. Trouble falling or staying asleep, or sleeping too
0 1 2 3
much
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3
6. Feeling bad about yourself 8 or that you are a
: : 0 1 2 3
failure or have let yourself or your family down
7. Trouble concentrating on things, such as reading
. > 0 1 2 3
the newspaper or watching television
8. Moving or speaking so slowly that other people
could have noticed? Or the opposite d being so
: . 0 1 2 3
fidgety or restless that you have been moving
.around a lot more than usual
9. Thoughts that you would be better off dead or of 0 1 > 3
hurting yourself in some way

If you checked off any problems on this questionnaire, how difficult have these problems made it for
you to do your work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
at all difficult difficult difficult
[] [] [] []
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PHQ-9 Score

Depression Code
0-4: C No Depression
5-9: C Mild
10-14: C Moderate
15-19: C Moderately Severe
20-27: C Severe

If total score is > 10 and functional impairment at least Somewhat Difficult, educate participant
about probable depression (i.e., symptoms, prevalence, impact on functioning, treatment).

If participant wishes to focus on Depression as a Problem, see Depression Education and
Assessment Phase.

If participant does not wish to focus on Depression as a Problem, see Depression Monitoring
Phase.

If scoreis >0 on item 9, proceed with Emergency Response.
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Depression Module

Educational/Assessment Phase

\ 1. Depression Assessment: Asaboutparti ci pant 6s: hi st ory|Done?

a. Mental health diagnoses

b. MH treatments, i.e. medication trials (dose, duration, efficacy), counseling,
hospitalizations

c. Suicide attempts, including when, how

d. Current medications for depression or other problems, including herbs, OTC

e. Substance abuse (agents, frequency)

| 2. Depression Education

a. Educate participant about Depression symptoms, prevalence, impact on
functioning,
and Treatments

b. Review or assign educational pamphlet on depression
a. Refer participant to http://www.afterdeployment.dcoe.mil/topics-depression
depression module

c. Send Behavioral Activation Packet to participant and task him/her to read before
next session
3. Wrap-Up

a. Call Summary: participant problems, motivation, strengths, barriers

b. Affirm participant Commitment: Reviews/reinforces participant progress through
module and examples of adaptive behavior in session

c. Agenda for Next few Calls

d. Counselor Flexibility (e.g., scheduling, communication)

e. Instill Hope

4. End of Session

a. Referrals or Resources

b. If applicable, worksheets to be sent to participant

c. Confirm Next Appointment/contact Info

d. Counselor contact info

5. After Call (for counselor reference only)

a. Enter session data/notes for future reference

b. Write follow-up letter

c. Mail all materials to participant

TREATMENT PHASE

General Structure of Sessions: Set agenda; review tasks; review weekly activities, avoidance patterns,
barriers, etc; use functional analysis (e.g., ABCDEF) to assess problem behaviors; assign tasks
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Depression Session 117 Overview

| 1. Introduction
a. Counselor Name
b. Participant Location (if on cell phone)
c. Timing and Duration (i . és.thjs stiit a good time?0 )
d. Folder available
| 2. Call Structure/Set Agenda
a. Mood questions
b. Review | ast sessionbd6s tasks
c. Discuss using Behavior Activation as strategy to decrease symptoms
d. Participant comfort | evel (ASo how do
e. Ask participant for additional agenda items to add
3. Assessment: Standard-5 Questions (about distress/mood)
a. Ask Standard-5 questions (about distress/mood)
b. Administer subsequent questions, if necessary (BSI, Emergency response)
4. Assessment: PHQ-9
a. Ask PHQ-9 Questions (until PHQ-9 < 5)
b. Administer subsequent questions, if necessary (i.e. emergency response)
a. (If > 20, consider referring to Psychiatrist or Psychologist for treatment)
b. (If > 20, consider referring t(If > 20, ask permission to contact Primary Care
provider about Severe depression) Psychiatrist or Psychologist for treatment)
(If item 9 > O, refer to Emergency Protocol)
c. Review Results with participant-c ompar e wi th | ast week?©s
d. Any changes in: current medications including herbs, OTC
e. Any changes in: substance use (i.e. agents, frequency)
5. Review Last Weekodés Tasks
a. Tasks: Look at Educational pamphlet, http://www.afterdeployment.dcoe.mil/
b. Any barriers to completing tasks? Plan B.
c. Affirm participant strengths and commitment
d. Remind participant that in ABCDEF, the first step is to Assess the problem
6. Assess problem of Depression (update from last session)
a. Ask about any factors that may be contributing to depression
b. Discuss current medications that may be contributing to symptoms
c. If needed, discuss other substance use that may contribute to Symptoms
d. If needed, more education re: depression, symptoms, causes, effects, and treatment
e. Ask participant what thoughts/questions come up during this discussion
f. Brainstorm: Remind participant that 2nd step is Brainstorm, where one comes up
with as many potential solutions as possible; however, when the problem is
Depression, research shows that problem-solving is effective if it uses an approach
called Behavioral Activation. [We will use Brainstorming again later when discussing
pleasant activity scheduling.]
Tell participant that you would like to review the BA model and see if it sounds like
something s/he will be willing to Choose as a first try, because research shows that it
works well for most people with the problem of depression
g. Brainstorm other potentdemdssionol uti ons t
h. Affirm participant strengths
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http://www.afterdeployment.dcoe.mil/

7. Brief Overview of Behavior Activation and Next 4 Sessions (See Appendix | Done?
D)
a. Brief explanation and examples of BA
b. ( Review AWhat is Behavioral Activation
a. Concept of Vicious Cycle (Feel Bad a A Do Less)
b. Increase activation and engagement
c. Overcome barriers and avoidance behaviors
d. Pleasant activity scheduling
e. Importance of regular exercise
f.  Muscle relaxation and deep breathing
g. (Educate about potential benefits--relaxation can help reduce stress
hormones, helping people feel less stressed, more in control and less
depressed--practice in session if clinically indicated)
Diaphragmatic breathing exercise
9 can be used discreetly anytime (e.g., in public setting)
9 participant will need to be hands free (e.g., speaker phone, headset) to
follow w/ counselor
1 Square breathing (Inhale, up, left; Hold, across, top; Exhale, down, right;
Pause, across, bottom; Repeat
9 visual imagery (e.g., neon light bar, sine wave)
Progressive muscle relaxation
1 need dedicated space to use properly
I may not be suitable for some pain populations (tense/ relax methodology
may exacerbate pain)
Other techniques
1 CALM acronym (see BA packet)
1 Environmental (e.g., warm bath, music, walk)
1 physical awareness (e.g., shoulders tense, clenched fists)
9 cognitive (e.g., guided imagery)
Practicality of BA
Benefits of BA
c. Practicality of BA
d. Benefits of BA
| 8. Participant Feedback about using Behavior Activation Done?

a. Willingness to Choose Behavior Activation
b. Questions/Concerns (e.g., timing, barriers)
c. Introduce BA Sessions (4 sessions including Values, Behavior Strategies, Identifying
Barriers, Keeping it going/Relapse prevention)
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| 9. Work Sheet: Life Areas, Values and Activities Inventory Done?
a. Provide introduction to participant about this exercise. E.g.,1 We 0 r e g oi n(
some of the key areas in your life and go over what your most important values are
in each of these ar eas. (bravaotm somdohteen g o
activities you can engage in that <can
b. COUNSELOR: Fill out Life Areas, Values, and Activities inventory
| 10.Assignments (Review and practice with participant) Done?
Task #1: Pleasant activity scheduling (Worksheet B): participant to complete/DO
the activities, frame as experiment, as needed. Ask about any potential barriers to
foll owing through with activities. We 0 |
inventory

next session

Task #2: Monitoring activity and emotion. (Worksheet A)

Task #3: Muscle relaxation and deep breathing (if applicable)

Task #4: Other tasks?
Any barriers to completing tasks? Plan B.
Remind participant to FIGHT ON by modify plans/ experiments, keep successful
components

| 11.Wrap-up

a. Call Summary (e.g., participant problem, barriers, goals)

b. Participant Commitment to BA: Reviews/ reinforces participant progress through
module and examples of adaptive behavior in session

c. Agenda for next few calls

d. COUNSELOR Flexibility (e.g., scheduling, communication)

e. Instill hope

12.End of Session

a. Referrals and resources

b. If applicable, worksheets to be sent to participant

c. Confirm next appointment counselor / contact info

d. Counselor contact info

13. After Call (for counselor reference only)

a. Enter session data/notes for future reference

b. Write follow-up letter

c. Mail all materials to participant
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Depression Session 21 Behavioral Strategies

| 1.

Introduction

a. Counselor Name

b. Participant Location (if on cell phone)

c. Timing and Duration (i . és.thjs stiit a good time?0 )
d. Folder available

Done?

Call Structure/Set Agenda

a. Mood questions

b. Review | ast sessionbdbs tasks

c. Discuss new Behavior Strategies/Experiments as strategy to decrease symptoms

d. Ask participant for additional agenda items to add

Assessment: Standard-5 Questions (about distress/mood)

a. Ask Standard-5 questions (about distress/mood)

b. Administer subsequent questions, if necessary (BSI, Emergency response)

Assessment: PHQ-9

a. Ask PHQ-9 Questions (until PHQ-9 < 5)

b. Administer subsequent questions, if necessary (i.e. emergency response)

a. (If > 20, consider referring to Psychiatrist or Psychologist for treatment)

b. (If > 20, consider referring t(If > 20, ask permission to contact Primary Care
provider about Severe depression) Psychiatrist or Psychologist for
treatment)

c. (Ifitem 9 > 0, refer to Emergency Response)

c. Review Results with participant-c ompar e wi th | ast weeKk:@{

d. Any changes in: current medications including herbs, OTC

e. Any changes in: substance use (i.e. agents, frequency)

Review Last Weeko6s Tasks

a. Task #1: Pleasant activity scheduling (Worksheet B)

Task #2: Monitoring activity and emotion: (Worksheet A)

Task #3: Muscle relaxation and deep breathing (if applicable)

Task #4: Other tasks?

Any barriers to completing the tasks?

®oo0 o

Evaluate success of plan: what worked
situations, or behaviors, were associated with the best & worst mood? Activities,
avoidance patterns, consistency with values.

f.  Affirm participant strengths and commitment

Assess problem of Depression

a. Ask about any factors that may be contributing to depression

b. Affirm participant strengths

c. Remind patrticipant that the Brainstorm and Choose steps still apply for deciding on
a specific action but that you will continue to frame them in the context of BA,
because research has shown that this works better for Depression than
brainstorming a lot of possible solutions and trying them out in a trial-and-error
approach. You will come back to the ABCDEF steps in more detail later on, but
now you want to go over é.

Worksheet: TRAP/TRAC Model (New Behavior Strategies & Experiments)

a. Il ntroduce new behavioral strategies,

Discuss TRAP/TRAC Model using Worksheet D: TRAP-TRAC Sheet.
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TRAP

T = Trigger
Something that occurs either internally or outside of us in the
environment that we have a reaction to (usually a negative
reaction for our purposes). Examples include: being criticized,
being in a crowd, seeing an erratic driver, having a memory of a painful
experience, etc.

R = Response
The impact that the trigger has on you, such as feeling stressed,
angry, sad, on guard, etc.

AP = Avoidance Pattern
Generallypeopl e engage i n tahtdsea nfsAv diod a
simple and good reason: they lead to short-term, immediate relief. And
because you usuallyfeelabi t better right after
are going to respond the same way the next time you are in the same

situation. Unfortunately, as weobve
usually result in greater problems later on.

TRAC

T = Trigger

Same as above
R = Response
Same as above
AC = Alternative Coping
These Alternative Coping behaviors range widely and can take many
different forms, but the commonality is that instead of responding by
avoiding something, these alternative behaviors (or thoughts) are those
that get you active and engaged in a manner that is consistent with
your goals.
Emphasize exercise, deep breathing/muscle relaxation (if applicable)
Sample session of deep breathing
Facilitate filling out worksheet (A or B) to schedule pleasant activities
Emphasize consistency with Values

SS|gnments (review and practice with participant)
Tasks: Complete/DO tasks. Check off when completed. Can change/add, if
needed.
c. Try new behavioral strategies, pleasant activity scheduling (Explain and use
Worksheets A, B, C, and D).
d. Any barriers to completing tasks? Plan B
e. Wedl | EVALUATE/ review the success of
f. Remind participant to FIGHT ON by modifying plans/ experiments, keeping
successful components
| 9. Wrap-up
a. Call Summary (e.g., participant problem, barriers, goals)
b. Participant Commitment to BA: Reviews/ reinforces participant progress through
module and examples of adaptive behavior in session
c. COUNSELOR Flexibility (e.g., scheduling, communication)
d. Instill hope
10.End of Session
a. Referrals and resources, if applicable
b. If applicable, worksheets to be sent to participant

8.

cpooo00T

CONTACT Intervention Manual pg. 49

ala




c. Confirm next appointment counselor / contact info
d. Counselor contact info
11.After Call (for counselor reference only)
a. Enter session data/notes for future reference
b. Write follow-up letter
c. Mail all materials to participant
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Depression Session 371 Identifying Barriers

| 1.

Introduction
a. Counselor Name
Participant Location (if on cell phone)
Timing and Duration (i . es.thjs stifi a good time?0 )
Folder available
Is a support person joining you?
CaII Structure/Set Agenda
a. Mood questions
b. Review | ast sessionbdés tasks
c. lIdentify Barriers as strategy to decrease symptoms
d. Ask participant for additional agenda items to add
Assessment: Standard-5 Questions (about distress/mood)
a. Ask Standard-5 questions (about distress/mood)
b. Administer subsequent questions, if necessary (BSI, Emergency response)
Assessment: PHQ-9
a. Ask PHQ-9 Questions (until PHQ-9 < 5)
b. Administer subsequent questions, if necessary (i.e. emergency response)
a. (If > 20, consider referring to Psychiatrist or Psychologist for treatment)
b. (If > 20, consider referring t(If > 20, ask permission to contact Primary Care
provider about Severe depression) Psychiatrist or Psychologist for
treatment)
(If item 9 > O, refer to Emergency Protocol)
c. Review Results with participant - compare with lastwe ek 6 s s cor e
d. Any changes in: current medications including herbs, OTC
e. Any changes in: substance use (i.e. agents, frequency)
Review Last WeekO0s Tasks
Task #1: Pleasant activity scheduling (Worksheet B)
Task #2: Monitoring activity and emotion: (Worksheet A)
Task #3: Muscle relaxation and deep breathing (Worksheet C, if applicable)
Task #4: TRAP-TRAC Sheet (Worksheet D)
Task #5: Other tasks?
Evaluate success of pl an: wianaroadbloks k e d
Identlfylng Barriers
a. Review last 2 weeks and brainstorm problems, situations, and behaviors that are
contributing to depression
b. Brainstorm strategies to overcome barriers and avoidance behaviors/rumination
c. What would you want to do differently next time? How would you adjust

® oo

~PooTw

behavioral strate®dies or fAexperiments

d. Emphasize exercise, deep breathing/muscle relaxation (Worksheet C, if
applicable)

7. Worksheet: Behavioral Activation: The ABCDEF Steps (Worksheet E)

a. Introduce and facilitate filling out of ABCDEF behavioral plan: Remind participant
that these are the familiar steps of
them to try specific changes in behavior that will help with the problem of
Depression.
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A= Assess your mood and Behavior

After collecting several Activity Charts the participant can be encouraged to notice
patterns in behavior, behaviors that maintain or worsen depression/anxiety and
those that seem to lessen depression/anxiety. If the participant is having difficulty
identifying problem behaviors, you can offer your own observations and consider
common behaviors that maintain depression/anxiety (e.g., isolation, engaging in
behaviors that reduce depression/anxiety in the short-run but increase/maintain
depression/anxiety in the long-run, such as checking, carrying a weapon, etc,
judging others, worry/rumination).

B= Brainstorm alternative behaviors

C= Choose alternative behavior

participants should be encouraged to approach this as an experiment, with an
openness and curiosity about the outcome. As in general approaches to problem-
solving, the participant can be encouraged to generate as many options as
possible, aided by suggestions by the counselor, and then evaluate the different
options before making a choice to try.

D =Do it - try out the alternatives and integrate these changes into
your life

Help the participant to pick a specific time and place to try the alternative. A
general rule of thumb is to try a new behavior at least three times before moving
on to another behavior. Many participants benefit from making a verbal (or even
written) commitment to the new behavior. participants can be encouraged to
consider their commitment if they find it difficult to engage in the new behavior and
then consciously make a choice to either do the behavior or not do the behavior
(reminding themselves that they are choosing to improve their mood or stay
miserable). Recognition of choice is a powerful motivator to making changes.

E= Evaluate the results

Participants are asked to take note of the change in behavior on their emotions
and moodd in the short run and in the long run. For anxiety this distinction is
critical, as avoidance can lead to an initial lessening of anxiety but perpetuation of
anxiety responses, and approaching can lead to an initial increase in anxiety and
longer-term decrease in anxiety responses. Also, consider the impact on other
dimensions of well-being, such as sense of accomplishment and mastery.
F=Fight on!

Participants can be encouraged to evaluate new routines on overall well-being and
to reflect on what was learned from the changes, toward increasing generalization
to other behaviors and behavior change.

8. Assignments (review and practice with participant)

a. Tasks: Try (CHOOSE and DO) new behavioral strategies, keep successful
strategies going. Try new behavioral strategies, pleasant activity scheduling
(Explain and use Worksheets A, B, C, D and E). Any barriers to completing
tasks? Plan B.

b. Wedl | E V reviel Ad@ dtidcess of completing the inventory next session

c. Remind patrticipant to FIGHT ON by modifying plans/ experiments, keeping
successful components

| 12.Wrap-up

a. Call Summary (e.g., participant problem, barriers, goals)

b. Participant Commitment to BA: Reviews/ reinforces participant progress through
module and examples of adaptive behavior in session

c. COUNSELOR Flexibility (e.g., scheduling, communication)

d. Instill hope
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a. Referrals and resources, if applicable
b. If applicable, worksheets to be sent to participant
c. Confirm next appointment counselor / contact info
d. Counselor contact info
a. Enter session data/notes for future reference
b. Write follow-up letter
c. Mail all materials to participant
,\ CONTACT Intervention Manual
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Depression Session 41 Keeping It Going

| 1.

Introduction

Done?

a. Counselor Name

Participant Location (if on cell phone)

Timing and Duration (i . @s.thjs stifi a good time?0 )

Folder available

® 0o

Is a support person joining you?

CaII Structure/Set Agenda

a. Mood questions

b. Review | ast sessionbs tasks

c. Keep it Going/Relapse prevention strategy to decrease symptoms

d. Ask participant for additional agenda items to add

Assessment: Standard-5 Questions (about distress/mood)

a. Ask Standard-5 questions (about distress/mood)

b. Administer subsequent questions, if necessary (BSI, Emergency response)

Assessment: PHQ-9

a. Ask PHQ-9 Questions (until PHQ-9 < 5)

b. Administer subsequent questions, if necessary (i.e. emergency response)

a. (If > 20, consider referring to Psychiatrist or Psychologist for treatment)

b. (If > 20, consider referring t(If > 20, ask permission to contact Primary Care
provider about Severe depression) Psychiatrist or Psychologist for
treatment)

(If item 9 > O, refer to Emergency Protocol)

c. Review Results with participant-c ompar e wi th | ast weeKk:@{

d. Any changes in: current medications including herbs, OTC

e. Any changes in: substance use (i.e. agents, frequency)

Review Last Weeko6s Tasks

Task #1: Pleasant activity scheduling (Worksheet B)

Task #2: Monitoring activity and emotion: (Worksheet A)

Task #3: Muscle relaxation and deep breathing (Worksheet C, if applicable)

Task #4: TRAP-TRAC Sheet (Worksheet D)

Task #5: The ABCDEF Steps (Worksheet E)

Task #6: Other tasks?

Evaluate success of plan: what worked

Affirm participant strengths and commitment

eeplng it Going

Review ABCDEF Plan

TP RTQTOR0 T

Assess problems and situations that are contributing to Depression and possible
solutions

c. Adjust behavioral strategies, or O0exp

d. Brainstorm high risk situations and warning signs of recurring Depression and
relapse prevention strategies

e. Review overall progress through Module

Assignment (review and practice with participant)

a. Task #1: Adjust behavioral strategies, keep successful strategies going, pleasant
activity scheduling (Explain and use Worksheets A, B, C, D, and E), muscle

relaxation and deep breathing (if applicable)
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Task #2: Review consistency of behavioral plan with Values

Task #3: Any other tasks?

Any barriers to completing tasks? Plan B.

We 6| | EVALUATE/ review the success of

oD o oo

Remind participant to FIGHT ON by modifying plans/ experiments, keeping
successful components

| 15.Wrap-up

a. Call Summary (e.g., participant problem, barriers, goals)

b. Participant Commitment to BA: Reviews/ reinforces participant progress through
module and examples of adaptive behavior in session

c. COUNSELOR Flexibility (e.g., scheduling, communication)

d. Instill hope

16.E.nd of Session

a. Referrals and resources, if applicable

b. If applicable, worksheets to be sent to participant

c. Confirm next appointment counselor / contact info

d. Counselor contact info

17.After Call (for counselor reference only)

a. Data Entry
a. Reminder: If PHQ-9 > 50% of baseline (non-response), enter Depression
Monitoring Module
b. Reminder: Administer and record final PHQ-9 at next call

b. Enter session data/notes for future reference

c. Write follow-up letter

d. Mail all materials to participant

DEPRESSION MONITORING PHASE

Recommend & facilitate referral to Psychiatrist or Psychologist for Mental Health treatment, if
appropriate.

1 use Ml techniques

1 emphasize Behavioral Activation strategies covered in Module

All subsequent sessions
1 Assess for suicidal ideation, if previously present
9 Assess status of Mental Health treatment
1 Ml to encourage MH treatment, if not engaged
1 Emphasize Behavioral Activation / ABCDEF
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Anxiety Flow Chart & Measures

You are at this module because your participant scored positive on the GAD-2 &/or BSI-A and chose
this as a problem area. Because of this, you will deviate from the standard PST protocol and follow the
Anxiety Module guidelines.

Flow Diagram for Anxiety Problems / Symptoms

Screens positive for Anxiety symptoms
during treatment session using GAD-2

Negative

A\

Proceed with Standard

[ Administer the Anxiety Disorder Screen PST Protocol

[ Anxiety Education
Anxiety chosen as Anxiety not chosen as
Problem Focus * Problem Focus

v

Anxiety Treatment
(Anxiety Module)

Non-responder
(or new Problem
ocus?)

Responder l

v

Anxiety referral & monitoring
(Anxiety Monitoring Phase)

Proceed with Standard
Protocol or call wind-up

Continue to monitor
GAD-2 for Anxiety

J

* Participant may choose Anxiety as a Problem focus at any time.
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If participant endorses Anxiety on GAD-2, administer the BSI-A:

Brief Symptom Inventory i Anxiety Scale (BSI-A)

1 Over the last week, how often have you been distressed or bothered by the following problems?

Not at | A little bit | Moderately | Quite a | Extremely
all bit
Nervousness or shakiness inside 0 1 2 3 4
Felling tense or keyed up 0 1 2 3 4
Suddenly scared for no reason 0 1 2 3 4
Spells of terror or panic 0 1 2 3 4
Feeling so restl ess 0 1 2 3 4
Feeling fearful 0 1 2 3 4
Total Score
Thoughts that you would be better off dead
. . 0 1 2 3 4

or of hurting yourself in some way

If you checked off any problems on this questionnaire, how difficult have these problems made it for

you to do your work, take care of things at home, or get along with other people?

Not difficult Somewhat
at all difficult
] ]

Very

difficult

[

Extremely
difficult

Then ask the following questions (Anxiety Disorder Screen from Anxiety and Depression Detector):

Since your | ast deployment,

have

y O

1. Had a spell or attack where all of a sudden you felt frightened, anxious,

or uneasy? (Panic)

2. Been bothered by nerves or feeling anxious or on edge? (GAD)

3. Had a problem being anxious or uncomfortable around people? (SAD)

4. Had recurrent dreams or nightmares of trauma or avoidance of trauma

reminders? (PTSD)

CONTACT Intervention Manual
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If BSI-A T-score is > 6 for males, total score > 7 for females and functional impairment is at least
Somewhat Difficult, educate participant about probable anxiety (i.e., symptoms, prevalence, impact on

functioning, treatment).

9 If participant wishes to focus on Anxiety as a Problem, see Anxiety Education and

Assessment Phase.
1 If participant does not wish to focus on Anxiety as a Problem, see Anxiety Monitoring Phase.

If scoreis >0 onitem 9, proceed with Emergency Response.
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Anxiety Module

Educational/Assessment Phase

| 1.

Anxiety Assessment: As about participantos hi

a. Mental health diagnoses

b. MH treatments, i.e. medication trials (dose, duration, efficacy), counseling,
hospitalizations

c. Suicide attempts, including when, how

d. Current medications for depression or other problems, including herbs, OTC

e. Substance abuse (agents, frequency)

. Anxiety Education

a. Educate participant about Anxiety symptoms, prevalence, impact on functioning,
and Treatments

b. Review or assign educational pamphlet on anxiety

a. Refer participant to http://www.afterdeployment.dcoe.mil/topics-anxiety
anxiety module

c. Send Behavioral Activation Packet to participant and task him/her to read before
next session

Wrap-Up

a. Call Summary: participant problems, motivation, strengths, barriers

b. Affirm participant Commitment: Reviews/reinforces participant progress through
module and examples of adaptive behavior in session

c. Agenda for Next few Calls

d. Counselor Flexibility (e.g., scheduling, communication)

e. Instill Hope

End of Session

e. Referrals or Resources

f. If applicable, worksheets to be sent to participant
g. Confirm Next Appointment/contact Info

h. Counselor contact info

After Call (for counselor reference only)

a. Enter session data/notes for future reference

b. Write follow-up letter

c. Mail all materials to participant

TREATMENT PHASE

General Structure of Sessions: Set agenda,; review tasks; review weekly activities, avoidance

Done?

patterns, barriers, etc; use functional analysis (e.g., ABCDEF) to assess problem behaviors; assign

tasks
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http://www.afterdeployment.dcoe.mil/topics-anxiety

Anxiety Session 11 Overview

| 1.

Introduction

Done?

a. Counselor Name

Participant Location (if on cell phone)

Timing and Duration (i . @s.thjs stifi a good time?0 )

Folder available

® 0o

. Is a support person joining you?

Call Structure/Set Agenda

a. Mood questions

b. Review | ast sessionbs tasks

c. Discuss using Behavior Activation as strategy to decrease symptoms

d. Ask participant for additional agenda items to add

Assessment: Standard-5 Questions (about distress/mood)

c. Ask Standard-5 questions (about distress/mood)

d. Administer subsequent questions, if necessary (BSI, Emergency response)

Assessment: BSI-A

a. Ask BSI-A Questions (until BSI-A T-score < 55 (total score < 4 for males, total
score < 5 for females)

b. Administer subsequent questions, if necessary (i.e. emergency response)

a. (If T-score > 70, [total score > 12 for males, total score > 14 for females],
consider referring to Psychiatrist or Psychologist for treatment)

b. (If T-score > 70, ask permission to contact Primary Care provider about
Severe anxiety)

c. (Ifitem 9 > 0, refer to Emergency Protocol)

c. Review Results with participant-c ompar e wi th | ast weeKk:@{

d. Any changes in: current medications including herbs, OTC

e. Any changes in: substance use (i.e. agents, frequency)

Review Last Weekods Tasks

a. Tasks: Look at Educational pamphlet, http://www.afterdeployment.dcoe.mil/

b. Any barriers to completing tasks? Plan B.

c. Affirm participant strengths and commitment

d. Remind participant that in ABCDEF, the first step is to Assess the problem

Assess problem of Anxiety (update from last session)

a. Ask participant about factors that could be contributing to anxiety

Discuss current medications that may be contributing to symptoms

If needed, discuss other substance use that may contribute to symptoms

If needed, more education re: anxiety, symptoms, causes, effects, and Treatment

Ask participant what thoughts/questions come up during this discussion

-~ 0 Qo0oT

Brainstorm: Remind participant that 2nd step is Brainstorm, where one comes
up with as many potential solutions as possible; however, when the problem is
Anxiety, research shows that problem-solving is effective if it uses an approach
called Behavioral Activation. Tell participant that you would like to review the BA
model and see if it sounds like something s/he will be willing to Choose as a first
try, because research shows that it works well for most people with the problem of
anxiety.

g. Affirm participant strengths
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7. Brief Overview of Behavior Activation and Next 4 Sessions (See
Appendix D)
a. Brief explanation and examples of BA

b. ( Review AWhat is Behavioral Activat.i
a. Concept of Vicious Cycle (Feel Bad @ A Do Less)
b. Increase activation and engagement
c. Overcome barriers and avoidance behaviors
d. Pleasant activity scheduling
e. Importance of regular exercise
f.  Muscle relaxation and deep breathing
g. (Educate about potential benefits--relaxation can help reduce stress

hormones, helping people feel less stressed, more in control and less
depressed--practice in session if clinically indicated)

Diaphragmatic breathing exercise
1 can be used discreetly anytime (e.g., in public setting)

9 participant will need to be hands free (e.g., speaker phone, headset) to

follow w/ counselor

1 Square breathing (Inhale, up, left; Hold, across, top; Exhale, down,

right; Pause, across, bottom; Repeat
9 visual imagery (e.g., neon light bar, sine wave)

Progressive muscle relaxation
1 need dedicated space to use properly

I may not be suitable for some pain populations (tense/ relax methodology

may exacerbate pain)

Other techniques
1 CALM acronym (see Appendix E)
1 Environmental (e.g., warm bath, music, walk)
1 physical awareness (e.g., shoulders tense, clenched fists)
1 cognitive (e.g., guided imagery)
Practicality of BA
Benefits of BA
c. Practicality of BA
d. Benefits of BA
8. Participant Feedback about using Behavior Activation
a. Willingness to Choose Behavior Activation
b. Questions/Concerns (e.g., timing, barriers)
c. Introduce BA Sessions (4 sessions including Values, Behavior Strategies,
Identifying Barriers, Keeping it going/Relapse prevention)
9. Work Sheet: Life Areas, Values, and Activities Inventory:

a. Provide introduction to participant about this exercise. E.g., i We 6 r e
going to explore some of the key areas in your life and go over what your most
i mportant values are in each of these
C g

theacti vities you can engage in that
b. COUNSELOR: Fill out Life Areas, Values, and Activities inventory

10.Assignments (review and practice with participant)

a. Task #1: Pleasant activity scheduling (Worksheet B): participant to complete/DO
the activities, frame as experiment, as needed. Ask about any potential barriers to

foll owing through with activities.
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completing the inventory next session

Task #2: Monitoring activity and emotion. (Worksheet A)

Task #3: Muscle relaxation and deep breathing (Worksheet C, if applicable)
Task #4: Other tasks?

Any barriers to completing tasks? Plan B.

Remind participant to FIGHT ON by modify plans/ experiments, keep successful
components

| 11.Wrap-up

a.
b.

C.
d.
e.
12.En
a.
b.
C.
d.

Call Summary (e.g., participant problem, barriers, goals)

Participant Commitment to BA: Reviews/ reinforces participant progress through
module and examples of adaptive behavior in session

Agenda for next few calls

COUNSELOR Flexibility (e.g., scheduling, communication)

Instill hope

d of Session

Referrals and resources, if applicable

If applicable, worksheets to be sent to participant
Confirm next appointment counselor / contact info
Counselor contact info

13.After Call (for counselor reference only)

a.
b.
C.

Enter session data/notes for future reference
Write follow-up letter
Mail all materials to participant
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Anxiety Session 21 Behavioral Strategies

| 1. Introduction

a. Counselor Name

b. Participant Location (if on cell phone)

c. Timing and Duration (i . és.thjs stiit a good time?0 )

d. Folder available

e. Is a support person joining you?

| 2. Call Structure/Set Agenda
a. Mood questions
b. Review | ast sessionbdés tasks
c. Discuss using Behavior Activation as strategy to decrease symptoms
d. Ask participant for additional agenda items to add
3. Assessment: Standard-5 Questions (about distress/mood)

a. Ask Standard-5 questions (about distress/mood)

b. Administer subsequent questions, if necessary (BSI, Emergency response)
4. Assessment: BSI-A

a. Ask BSI-A Questions (until BSI-A T-score < 55 (total score < 4 for males, total
score < 5 for females)

b. Administer subsequent questions, if necessary (i.e. Emergency Response)

a. (If T-score > 70, [total score > 12 for males, total score > 14 for females],
consider referring to Psychiatrist or Psychologist for treatment)

b. (If T-score > 70, ask permission to contact Primary Care provider about
Severe anxiety)
(If item 9 > O, refer to Emergency Response)

c. Review Results with participant-c o mpar e wi th | ast week:/d

d. Any changes in: current medications including herbs, OTC

e. Any changes in: substance use (i.e. agents, frequency)

5. Review Last Weeko0s Tasks

a. Task #1: Pleasant activity scheduling (Worksheet B)

b. Task #2: Monitoring activity and emotion. (Worksheet A)

c. Task #3: Muscle relaxation and deep breathing (Worksheet C, if applicable)

d. Task #4: Other tasks?

e. Any barriers to completing tasks?

f. Eval uate success of plan: wkhatthoughts, k e d
situations, or behaviors, were associated with the best & worst mood? Activities,
avoidance patterns, consistency with values.

g. Affirm participant strengths and commitment

6. Assess problem of Anxiety (update from last session)

a. Ask participant about any problems, situations, behaviors that could be
contributing to anxiety

b. Affirm participant strengths

c. Remind participant that the Brainstorm and Choose steps still apply for deciding on
a specific action but that you will continue to frame them in the context of BA,
because research has shown that this works better for Anxiety than brainstorming
a lot of possible solutions and trying them out in a trial-and-error approach. You
will come back to the ABCDEF steps in more detail later on, but now you want to
go over é.
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7. Worksheet: TRAP/TRAC Model (New Behavior Strategies & Experiments)

a. Il ntroduce new behavior al strategi es,
Discuss TRAP/TRAC Model using Worksheet D: TRAC-TRAP Sheet.
TRAP
T = Trigger

Something that occurs either internally or outside of us in the
environment that we have a reaction to (usually a negative
reaction for our purposes). Examples include: being criticized,
being in a crowd, seeing an erratic driver, having a memory of a painful
experience, etc.

R = Response
The impact that the trigger has on you, such as feeling stressed,
angry, sad, on guard, etc.

AP = Avoidance Pattern

Generallypeopl e engage i n tahtdsa nfsAv diod a
simple and good reason: they lead to short-term, immediate relief. And
because you usually feel a bit bet
are going to respond the same way the next time you are in the same
situation. Unfortunately, as weoOve
usually result in greater problems later on.

TRAC

T = Trigger

Same as above
R = Response
Same as above
AC = Alternative Coping
These Alternative Coping behaviors range widely and can take many
different forms, but the commonality is that instead of responding by
avoiding something, these alternative behaviors (or thoughts) are those
that get you active and engaged in a manner that is consistent with
your goals.
Emphasize exercise, deep breathing/muscle relaxation (if applicable)
Sample session of deep breathing
Facilitate filling out worksheet (A or B) to schedule pleasant activities
Emphasize consistency with Values
Task #1: Pleasant activity scheduling (Worksheet B): participant to complete/DO
the activities, frame as experiment, as needed. Ask about any potential barriers to
following through with activities. w
completing the inventory next session
h. Task #2: Mood worksheet. Monitoring symptoms, thoughts, and situations
(Worksheet A)
i. Task #3: Muscle relaxation and deep breathing (if applicable)
j. Task #4: Other tasks?
k. Any barriers to completing tasks? Plan B.
I. Remind participant to FIGHT ON by modify plans/ experiments, keep successful
components
| 8. Wrap-up
a. Call Summary (e.g., participant problem, barriers, goals)
b. Participant Commitment to BA: Reviews/ reinforces participant progress through
module and examples of adaptive behavior in session

@ o aoo
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c. COUNSELOR Flexibility (e.g., scheduling, communication)
d. Instill hope

a. Referrals and resources, if applicable
b. If applicable, worksheets to be sent to participant
c. Confirm next appointment counselor / contact info
d. Counselor contact info

|10.After Call (for counselor referenceonly) [ ]
a. Enter session data/notes for future reference
b. Write follow-up letter
c. Mail all materials to participant

,-\ CONTACT Intervention Manual pg. 65



Anxiety Session 31 Identifying Barriers

| 1.

Introduction

Done?

a. Counselor Name

Participant Location (if on cell phone)

Timing and Duration (i . @s.thjs stifi a good time?0 )

Folder available

® Q0o

. Is a support person joining you?

Call Structure/Set Agenda

a. Mood questions

b. Review | ast sessionbdbs tasks

c. Discuss using Behavior Activation as strategy to decrease symptoms

d. Ask participant for additional agenda items to add

Assessment: Standard-5 Questions (about distress/mood)

a. Ask Standard-5 questions (about distress/mood)

b. Administer subsequent questions, if necessary (BSI, Emergency response)

Assessment: BSI-A

a. Ask BSI-A Questions (until BSI-A T-score < 55 (total score < 4 for males, total
score < 5 for females)

b. Administer subsequent questions, if necessary (i.e. emergency response)

a. (If T-score > 70, [total score > 12 for males, total score > 14 for females],
consider referring to Psychiatrist or Psychologist for treatment)

b. (If T-score > 70, ask permission to contact Primary Care provider about
Severe anxiety)

c. (Ifitem 9 > 0, refer to Emergency Protocol)

c. Review Results with participant-c o mpar e wi th | ast week:/d

d. Any changes in: current medications including herbs, OTC

e. Any changes in: substance use (i.e. agents, frequency)

Review Last Weeko6s Tasks

Task #1: Pleasant activity scheduling (Worksheet B)

Task #2: Monitoring activity and emotion. (Worksheet A)

Task #3: Muscle relaxation and deep breathing (Worksheet C, if applicable)

Task #4: TRAP-TRAC Sheet (Worksheet D)

Task #5: Other tasks?

ST 0 T

Evaluate successofp | a n: what wor ked, di dnodét wo
situations, or behaviors, were associated with the best & worst mood? Activities,
avoidance patterns, consistency with values.

Identifying Barriers

a. Review last 2 weeks and brainstorm problems, situations, and behaviors that are
contributing to anxiety

b. Brainstorm strategies to overcome barriers and avoidance behaviors/rumination

c. What would you want to do differently next time? How would you adjust

behavioral strategies or fAexperiments
d. Emphasize exercise, deep breathing/muscle relaxation (Worksheet C, if
applicable)

Worksheet: Behavioral Activation: The ABCDEF Steps (Worksheet E)

a. Introduce and facilitate filling out of ABCDEF behavioral plan: Remind participant

that these are the familiar steps of
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them to try specific changes in behavior that will help with the problem of
Depression.

A= Assess your mood and Behavior

After collecting several Activity Charts the participant can be encouraged to notice
patterns in behavior, behaviors that maintain or worsen depression/anxiety and
those that seem to lessen depression/anxiety. If the participant is having difficulty
identifying problem behaviors, you can offer your own observations and consider
common behaviors that maintain depression/anxiety (e.g., isolation, engaging in
behaviors that reduce depression/anxiety in the short-run but increase/maintain
depression/anxiety in the long-run, such as checking, carrying a weapon, etc,
judging others, worry/rumination).

B= Brainstorm alternative behaviors

C=Choose alternative behavior

participants should be encouraged to approach this as an experiment, with an
openness and curiosity about the outcome. As in general approaches to problem-
solving, the participant can be encouraged to generate as many options as
possible, aided by suggestions by the counselor, and then evaluate the different
options before making a choice to try.

D =Do it - try out the alternatives and integrate these changes into
your life

Help the participant to pick a specific time and place to try the alternative. A
general rule of thumb is to try a new behavior at least three times before moving
on to another behavior. Many participants benefit from making a verbal (or even
written) commitment to the new behavior. participants can be encouraged to
consider their commitment if they find it difficult to engage in the new behavior and
then consciously make a choice to either do the behavior or not do the behavior
(reminding themselves that they are choosing to improve their mood or stay
miserable). Recognition of choice is a powerful motivator to making changes.

E= Evaluate the results

Participants are asked to take note of the change in behavior on their emotions
and moodd in the short run and in the long run. For anxiety this distinction is
critical, as avoidance can lead to an initial lessening of anxiety but perpetuation of
anxiety responses, and approaching can lead to an initial increase in anxiety and
longer-term decrease in anxiety responses. Also, consider the impact on other
dimensions of well-being, such as sense of accomplishment and mastery.

F= Fight on!

Participants can be encouraged to evaluate new routines on overall well-being and
to reflect on what was learned from the changes, toward increasing generalization
to other behaviors and behavior change.

8. Assignments (review and practice with participant)

| 9.

a. Tasks: Try (CHOOSE and DO) new behavioral strategies, keep successful
strategies going

b. Try new behavioral strategies, pleasant activity scheduling (Explain and use
Worksheets A, B, C, D and E), muscle relaxation and deep breathing, if
applicable. Any barriers to completing tasks? Plan B.

c. Weol | EVALUATE/ review the success of

d. Remind participant to FIGHT ON by modify plans/ experiments, keep successful
components

Wrap-up

a. Call Summary (e.g., participant problem, barriers, goals)

b. Participant Commitment to BA: Reviews/ reinforces participant progress through
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module and examples of adaptive behavior in session
c. COUNSELOR Flexibility (e.g., scheduling, communication)
d. Instill hope
10.End of Session
a. Referrals and resources, if applicable
b. If applicable, worksheets to be sent to participant
c. Confirm next appointment counselor / contact info
d. Counselor contact info
11.After Call (for counselor reference only)
a. Enter session data/notes for future reference
b. Write follow-up letter
c. Mail all materials to participant

CONTACT Intervention Manual

ala

pg. 68




Anxiety Session 41 Keeping It Going

Done?

| 1. Introduction

a. Counselor Name

b. Participant Location (if on cell phone)

c. Timing and Duration (i . és.thjs stiit a good time?0 )

d. Folder available

e. Is a support person joining you?

| 2. Call Structure/Set Agenda
a. Mood questions
b. Review | ast sessionbdés tasks
c. Discuss using Behavior Activation as strategy to decrease symptoms
d. Ask participant for additional agenda items to add
3. Assessment: Standard-5 Questions (about distress/mood)

a. Ask Standard-5 questions (about distress/mood)

b. Administer subsequent questions, if necessary (BSI, Emergency response)
4. Assessment: BSI-A

a. Ask BSI-A Questions (until BSI-A T-score < 55 (total score < 4 for males, total
score < 5 for females)

b. Administer subsequent questions, if necessary (i.e. emergency response)

a. (If T-score > 70, [total score > 12 for males, total score > 14 for females],
consider referring to Psychiatrist or Psychologist for treatment)

b. (If T-score > 70, ask permission to contact Primary Care provider about
Severe anxiety)
(If item 9 > O, refer to Emergency Protocol)

c. Review Results with participant-c o mpar e wi th | ast week:¢d

d. Any changes in: current medications including herbs, OTC

e. Any changes in: substance use (i.e. agents, frequency)

5. Review Last Weeko0s Tasks

a. Task #1: Pleasant activity scheduling (Worksheet B)

b. Task #2: Monitoring activity and emotion. (Worksheet A)

c. Task #3: Muscle relaxation and deep breathing (Worksheet C, if applicable)

d. Task #4: TRAP-TRAC Sheet (Worksheet D)

e. Task #5: The ABCDEF Steps (Worksheet E)

f. Task #6: Other tasks?

g. Evaluate success of plan: whatthoughts,k e d
situations, or behaviors, were associated with the best & worst mood? Activities,
avoidance patterns, consistency with values.

h. Affirm participant strengths and commitment

6. Keep it Going

a. Review ABCDEF Plan

b. Assess problems and situations that are contributing to Anxiety and possible
solutions

c. Adjust behavioral strategies, or O0exp

d. Brainstorm high risk situations and warning signs of recurring Anxiety and relapse
prevention strategies

e. Review overall progress through Module
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7. Assignment (review and practice with participant)

a. Task #1: Adjust behavioral strategies, keep successful strategies going, pleasant
activity scheduling (Explain and use Worksheets A, B, C, D, E, and F), muscle
relaxation and deep breathing (if applicable)

Task #2: Review consistency of behavioral plan with Values

Task #3: Any other tasks?

Any barriers to completing tasks? Plan B.

We 61 | EVALUATE/ review the success of

~®oo0oT

Remind participant to FIGHT ON by modifying plans/ experiments, keeping
successful components

| 8. Wrap-up

a. Call Summary (e.g., participant problem, barriers, goals)

b. Participant Commitment to BA: Reviews/ reinforces participant progress through
module and examples of adaptive behavior in session

c. COUNSELOR Flexibility (e.g., scheduling, communication)

d. Instill hope

9. End of Session

a. Referrals and resources, if applicable

b. If applicable, worksheets to be sent to participant

c. Confirm next appointment counselor / contact info

d. Counselor contact info

10.After Call (for counselor reference only)

a. Enter session data/notes for future reference
a. Reminder: If BSI-A > 50% of baseline (non-response), enter Anxiety
Monitoring Module
b. Reminder: Administer and record final BSI-A at next call

b. Write follow-up letter

c. Mail all materials to participant

Anxiety Monitoring Phase

1 Recommend & facilitate referral to Psychiatrist or Psychologist for Mental Health treatment, if
appropriate
1 Use Ml techniques
1 Emphasize Behavioral Activation strategies covered in Module
All subsequent sessions
91 Assess for suicidal ideation, if previously present
9 Assess status of MH treatment
o0 Ml to encourage MH treatment, if not engaged
o0 Emphasize Behavioral Activation / ABCDEF

CONTACT Intervention Manual pg. 70

ala



Headache Flow Diagram and Measures

If you are at this module, it is because you chose Headache as a problem focus. Because of this, you
will deviate from the standard PST protocol and follow the Headache Module. Start with assessing with
the HIT6, then move on to education and treatment. Please see the information pertaining to
characteristics of different headaches (for instance, migraine or tension-type) further along in the
module.

Flow Diagram for Headache Problems

Headache chosen as problem focus

Headache Education
(Headache Education and
Assessment Phase)

A\

Headache Treatment
(Headache Treatment Phase)

Headache referral & monitoring
(Headache Monitoring
Phase)

Proceed with Standard
Protocol or call wind-up
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HIT-6

1. When you have headaches, how often is the pain severe?

Never

Rarely

Sometimes

Very Often

Always

6

8

10

11

13

2. How often do headaches limit your ability to do usual daily activities including household work, work,

school, or social activities?

4. In the past 2 weeks, how often have you felt too tired to do work or daily activities because of your

ritated because of your headaches?

Never | Rarely | Sometimes | Very Often | Always
6 8 10 11 13
3. When you have a headache, how often do you wish you could lie down?
Never | Rarely | Sometimes | Very Often | Always
6 8 10 11 13
headaches?
Never | Rarely | Sometimes | Very Often | Always
6 8 10 11 13
5. In the past 2 weeks, how often have you felt fed up or ir
Never | Rarely | Sometimes | Very Often | Always
6 8 10 11 13
6. In the past 2 weeks, how often did headaches limit your ability to concentrate on work or daily
activities?
Never | Rarely | Sometimes | Very Often | Always
6 8 10 11 13
Total Score
Score Key:

>60: Consider referral to physician for evaluation if they have not already seen a physician for this.
(This does NOT mean that you cannot use the Headache Module in addition. Even a more severe
headache is likely to respond to activities contained in the module.)

<60: Good candidate for using the Headache Module

ala
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Headache Module

EDUCATION/ASSESSMENT PHASE

(10-15 min)
This section is to help the participant better understand his/her headache syndrome and possible
triggers or risk factors, not to make a medical diagnosis.

| 1. Assessment: HIT-6

a.
b.

Administer HIT-6, give feedback about score

If HIT-6 is > 60, it is likely that participant should see their PCP or a headache
specialist. But okay to continue with Module.

Evaluation and treatment

a. If headache has the characteristics of a migraine headache and is
recurrent, participant should be referred to PCP or headache clinic for
further evaluation.

b. Even if participant is referred to PCP, attention to the information in the
sessions will be helpful in managing or lessening the severity of headache
or decreasing the frequency. Understanding headaches makes it possible
to positively impact their frequency and severity.

| 2. Assess past and current headaches

a.
b.
C.

K.
l.

Headache same or different from before deployment?
One type of headache or more than one type?
Characterize the headache

C Character (what does the pain feel like)

O Onset (when do the headaches start)

L Location (where are they located)

D Duration (How long do they last)

E Exacerbation (What makes the headaches worse?)

R Relief (What makes the headaches better?)
Previous or current headache diagnoses (e.g., tension type HA, migraine HA)
Previous or current tr e a ttrea with med$ aeeven. ,
alcoh o | or marijuanao) (Al so remember
Previous or current medication trials (indication, dose, duration, efficacy)

a. Note: Ask about frequency of analgesic use (daily, multiple times per day,
few times a week i might be related to rebound headachesi remember
analgesics include Tylenol and aspirin and OTC drugs. People may also
use herbal preparations.)

Family history
Assess risk factors (e.g., Caffeine use, analgesics, neck pain, insomnia, stress,
postural or work/activity related such as prolonged computer use, noise)

a. REMINDER: keep an eye out for co-morbid disorders; depression, anxiety,
and insomnia are frequently associated with headache)

Educate participant about Headaches 1 general introduction
Review educational pamphlet on headache

a. Participant to review educational materials prior to next session. Further

review next session, if needed.
Introduce the headache diary and its use
Mail/email worksheets

3. Wrap-Up

all
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Call Summary: participant problems, motivation, strengths, barriers

Affirm participant Commitment: Reviews/reinforces participant progress through
module and examples of adaptive behavior in session

c. Agenda for Next few Calls

d. Counselor Flexibility (e.g., scheduling, communication)

4. End of Session
a. Referrals or Resources
b. If applicable, worksheets to be sent to participant
c. Confirm Next Appointment/contact Info
d. Counselor contact info
6. After Call (for counselor reference only)
a. Enter session data/notes for future reference
b. Write follow-up letter
c. Mail all materials to participant

=

Headache Treatment Phase
(2-3 sessions as desired)

Headache Sessions i General Structure
1 Setagenda;
1 Review educational materials/homework;
1 A B C D E F: Review headache patterns, barriers, etc;
9 Learn stress reduction method, if appropriate; and Assign homework.
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Headache Session 1

| 1.

Introduction

a. Counselor Name

Participant Location (if on cell phone)

Timing and Duration (i . @s.thjs stifi a good time?0 )

Folder available

Is a support person joining you?

CaII Structure/Set Agenda

a. Mood questions

b. Review | ast sessionbd6s tasks

c. Ask participant for additional agenda items to add

Assessment: Standard-5 Questions (about distress/mood)

a. Ask Standard-5 questions (about distress/mood)

Administer subsequent questions, if necessary (BSI, Emergency response)
Review Results with participant, comp
Any changes in: current medications including herbs, OTC

Any changes in: substance use (i.e. agents, frequency)

® Q0o

® o oo

Done?

C

. Assessment HIT-6

a. Administer HIT-6, give feedback about score

b. If HIT-6 is > 60, it is likely that participant should see their PCP or a headache
specialist. But okay to continue with Module.
Evaluation and treatment

a. If headache has the characteristics of a migraine headache and is
recurrent, participant should be referred to PCP or headache clinic for
further evaluation.

b. Even if participant is referred to PCP, attention to the information in the
sessions will be helpful in managing or lessening the severity of headache
or decreasing the frequency. Understanding headaches makes it possible
to positively impact their frequency and severity.

.Review Last Weekos Tasks

a. Look at Educational pamphlet

b. Review the headache diary information.

c. Any barriers to completing tasks? Plan B.

a. Remind participant that in ABCDEF, the first step is to Assess the problem.
Can occur during same call as Education and Assessment Phase
Characterize the headache

d. Previous or current headache diagnoses (e.qg., tension type HA, migraine HA)

e. Present overview of next 2 sessions

ASSESS the problem:

a. Have the participant think about when headaches occur, how often (refer to
Headache Diary). Do they seem to be connected to anything?

b. Provide more education about headache symptoms, causes, effects, treatments
as needed. (May refer to http://www.headaches.org/content/my-headache if more
information is needed).

arefully review pati ent m@latiomgte headaghks. h e
a. Adequate sleep/good sleep habits
b. Caffeine use and headache maintenance
c. Potential dietary influences on headache
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d. Pain medication use and headache
e. Work station, posture, eyeglasses (if subject spends a lot of time at a computer
screen or desk)
f. General principles
7. BRAINSTORM solutions:
a. Brainstorm problems that are contributing to headache and possible solutions
8. CHOOSE to change behaviors:
a. Introduce regular schedule for sleep and activities, if possible.
9. DO IT!
a. Develop concrete plan of action: where, when, how, with whom.
b. Continue Headache Diary (Appendix M)
a. Mail/email worksheets
b. Be sure that sleep schedule, caffeine and alcohol use and other
potential factors are noted on headache diary
10.Wrap-Up
a. Call Summary: participant problems, motivation, strengths, barriers
b. Affirm participant Commitment: Reviews/reinforces participant progress through
module and examples of adaptive behavior in session
c. Agenda for Next few Calls
d. Counselor Flexibility (e.g., scheduling, communication)

11.End of Session
a. Referrals or Resources
b. If applicable, worksheets to be sent to participant
c. Confirm Next Appointment/contact Info
d. Counselor contact info
12.After Call (for counselor reference only)
a. Enter session data/notes for future reference
b. Write follow-up letter
c. Mail all materials to participant

CONTACT Intervention Manual pg. 76

ala




Headache Session 2-3

| 1.

Introduction

a. Counselor Name

b. Participant Location (if on cell phone)

c. Timing and Duration (i . és.thjs stiit a good time?0 )
d. Folder available

e. Is a support person joining you?

Call Structure/Set Agenda

a. Mood questions

b. Review | ast sessionbdés tasks

c. Ask participant for additional agenda items to add

Assessment: Standard-5 Questions (about distress/mood)

a. Ask Standard-5 questions (about distress/mood)

Administer subsequent questions, if necessary (BSI, Emergency response)

Review Resultswithpar ti ci pant, compare with | a
Any changes in: current medications including herbs, OTC

Any changes in: substance use (i.e. agents, frequency)

® 0o

Done?

Assessment HIT-6

a. Administer HIT-6, give feedback about score

b. If HIT-6 is > 60, it is likely that participant should see their PCP or a headache
specialist. But okay to continue with Module.
Evaluation and treatment

a. If headache has the characteristics of a migraine headache and is
recurrent, participant should be referred to PCP or headache clinic for
further evaluation.

b. Even if participant is referred to PCP, attention to the information in the
sessions will be helpful in managing or lessening the severity of headache
or decreasing the frequency. Understanding headaches makes it possible
to positively impact their frequency and severity.

.Review Last Weekos Tasks

a. Task #1: Headache Diary (Appendix M). Have participant summarize what they
found on keeping the Headache Diary.
b. Evaluate: Effects of Any Action Plan from Previous Call?
Fight On! If improved, continue course of action. If desired, can go back into:
d. Assess: Review Controlling Headache Contributors
a. Eliminating caffeine from diet, if possible
b. Consistent bedtime and rise time
c. Using pain medicines: review the concept of rebound headaches, if needed
e. Assess: Early identification of Headache and Alternative/Adjunctive methods for
Headache Control
a. Contract/relax or breathing relaxation method (See Appendices)
f. Brainstorm: Are the factors identified above?
g. Choose: Modifying contributing factor as identified above.
a. Use headache notes to help identify what may trigger a headache
b. For stress trigger: decide on stress reduction method (5 minutes out)
c. For muscle tension trigger: review stretching and body mechanics for neck
and shoulders, tennis ball massage (See Worksheet C and

(@)
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http://www.youtube.com/watch?v=mAUHNQuxYbYO0)

h. Any barriers to completing tasks?

i. Wedl | EVALUATE/ review the success of

j-  Remind participant to FIGHT ON by modifying plans/ experiments, keeping
successful components

6. Evaluate how the plan worked:

a. Review last 2 weeks, homework assignmenti wh at wor ked and
What were the barriers or roadblocks?

b. Brainstorm problems, situations, and behaviors that are contributing to Headache
and possible solutions.

c. Review ABCDEF plan

Controlling headache contributors

a. Eliminating caffeine from diet, if possible

b. Consistent bedtime and rise time

c. Using pain medicines: review the concept of rebound headaches, if needed

Early identification of Headache and Alternative/Adjunctive methods for
Headache Control

a. Use headache notes to help identify what may trigger a headache

b. For stress trigger: decide on stress reduction method (5 minutes out i
contract/relax or breathing relaxation method)

c. For muscle tension trigger: review stretching and body mechanics for neck and
shoulders, tennis ball massage

d. Wedl I EVALUATE/ review the succesessonof (
Remind patrticipant to FIGHT ON by modifying plans/ experiments

a. If necessary, go back to Brainstorm and Choose for another approach to
headache control if headache improved, may go back to problem list to choose
another problem to discuss.

7. Wrap-Up

a. Call Summary: participant problems, motivation, strengths, barriers

b. Affirm participant Commitment: Reviews/reinforces participant progress through
module and examples of adaptive behavior in session

c. Agenda for Next few Calls

d. Counselor Flexibility (e.g., scheduling, communication)

8. End of Session

a. Referrals or Resources

b. If applicable, worksheets to be sent to participant

c. Confirm Next Appointment/contact Info

d. Counselor contact info

13. After Call (for counselor reference only)

a. Enter session data/notes for future reference

b. Write follow-up letter

c. Mail all materials to participant
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Headache Session 3. Review of Progress (optional, if needed)

| 1.

Introduction

a. Counselor Name

Participant Location (if on cell phone)

Timing and Duration (i . @s.thjs stifi a good time?0 )

Folder available

Is a support person joining you?

CaII Structure/Set Agenda

d. Mood questions

e. Review | ast sessionds tasks

f. Ask participant for additional agenda items to add

Assessment: Standard-5 Questions (about distress/mood)

Ask Standard-5 questions (about distress/mood)

Administer subsequent questions, if necessary (BSI, Emergency response)
Review Results with participant, comp
Any changes in: current medications including herbs, OTC

Any changes in: substance use (i.e. agents, frequency)

® Q0o

®2o0 o

Done?

Assessment HIT-6

a. Administer HIT-6, give feedback about score

b. IfHIT-6is > 60, it is likely that participant should see their PCP or a headache
specialist. But okay to continue with Module.

Evaluation and treatment

a. If headache has the characteristics of a migraine headache and is
recurrent, participant should be referred to PCP or headache clinic for
further evaluation.

b. Even if participant is referred to PCP, attention to the information in the
sessions will be helpful in managing or lessening the severity of headache
or decreasing the frequency. Understanding headaches makes it possible
to positively impact their frequency and severity.

Review Last WeekO0s Tasks

a. Task #1: Headache Diary (Appendix M) Have participant summarize what they
found on keeping the Headache Diary.

b. Task #2: Other tasks?

c. Any barriers to completing tasks?

d Evaluate success of pworl barriersy What thoughts, k e d
situations, or behaviors, were associated with the best & worst mood? Activities,
avoidance patterns, consistency with values.

e. Review overall progress through the Module

Fight On!

a. Brainstorm high risk situations and headache prevention strategies

b. If HIT-6 > 60 (non-response), enter Headache Monitoring Phase

c. REMINDER: Administer and record final HIT-6 at next call

Wrap-Up

a. Call Summary: participant problems, motivation, strengths, barriers

b. Affirm participant Commitment: Reviews/reinforces participant progress through
module and examples of adaptive behavior in session

c. Agenda for Next few Calls
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d. Counselor Flexibility (e.g., scheduling, communication)

8. End of Session

a. Referrals or Resources

b. If applicable, worksheets to be sent to participant

c. Confirm Next Appointment/contact Info

d. Counselor contact info

14. After Call (for counselor reference only)

a. Enter session data/notes for future reference

b. Write follow-up letter

c. Mail all materials to participant

Headache Monitoring Phase

If headaches persist at high level of frequency or severity, recommend & facilitate referral to PCP
and/or headache specialist for further headache assessment/treatment

1 Use early identification strategies

1 Emphasize Headache Prevention Hygiene

Subsequent sessions, as appropriate

M Administer HIT-6

9 Assess status of outside Headache Treatment

1 Ml to encourage compliance with Headache Treatment, if not engaged
1 Headache hygiene and stress reduction / ABCDEF approach
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For Reference:

Migraine Characteristics
1. Atleast 2 attacks with aura* or 5 attacks without aura
91 [Aura: reversible neurological symptoms such as flickering lights, visual spots, pins and
needles/numbness, speech disturbance that last <60 minutes]
Headaches last 4-72 hours when not treated
Has 2 of the following
9 unilateral location
1 pulsating quality
1 moderate or severe pain intensity (see HIT-6)
9 aggravation by or causing avoidance of routine physical activity
4. Atleast 1 of the following:
1 nausea and/or vomiting
1 photophobia and phonophobia

wnN

Probable migraine: attacks lack one of the criteria for migraine

Tension-type headache
1 Bilateral
1 Pressing or tightening quality
1 Mild to moderate intensity
91 Does not worsen with routine physical activity
 No nausea
Photophobia or phonophobia may be present

Cervicogenic headache
9 Causally associated with cervical myofascial tender spots
1 Pain, referred from a source in the neck and perceived in the head or face
9 Evidence of a disorder or lesion within the cervical spine or neck soft tissues
1 Demonstration of clinical signs or abolition of headache following diagnostic blockade of a
cervical structure or its nerve supply
Pain resolves within 3 months after successful treatment of the causative disorder or lesion

MATERIALS FOR MAILING
1 Daily headache diary
1 YouTube demonstration of tennis ball massage:
http://www.youtube.com/watch?v=mAUHNQuxYbY
1 National Headache Foundation
http://www.headaches.org/
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Insomnia Flow Diagram & Measures

You are at this module because you chose Insomnia as a problem focus. Because of this, you will
deviate from the standard PST protocol and follow the Insomnia Module. Start with assessing with the
ISI, then move on to education and treatment.

Flow Diagram for Insomnia Problems

Insomnia chosen as Problem focus

Insomnia Education
(Insomnia Education and Assessment)

Y

Insomnia Treatment
(Insomnia Treatment Phase)

Proceed with Standard Insomnia referral & monitoring
Protocol or call wind-up (Insomnia Monitoring Phase)
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Please rate the CURRENT (i.e. LAST 2 WEEKS) SEVERITY of your insomnia problem(s)

Insomnia problem None Mild |Moderate| Severe Very
severe

1. Difficulty falling asleep

2. Difficulty staying asleep

3. Problem waking up too early
Nightmares (NOT included in total score)

o|olo|o
SN
(SITNTEN] TN
w|wlw|w
BN EY ESY EY

4. How SATISFIED/DISSATISFIED are you with your CURRENT sleep pattern?

- . Moderately e e
Very Satisfied Satisfied Satisfied Dissatisfied Very Dissatisfied
0 1 2 3 4

5. How NOTICEABLE to others do you think your sleep problem is in terms of impairing the quality

of your life?
Not at all , Very Much
Noticeable A Little Somewhat Much Noticeable
0 1 2 3 4

6. How WORRIED/DISTRESSED are you about your current sleep problem?

Not at all A Little Somewhat Much Very Much
Worried Worried
0 1 2 3 4

7. To what extent do you consider your sleep problem to INTERFERE with your daily functioning
(e.g. daytime fatigue, mood, ability to function at work/daily chores, concentration, memory,
mood, etc.) CURRENTLY?

Not at all A Little Somewhat Much Very Much
Interfering Interfering
0 1 2 3 4

Guidelines for Scoring/Interpretation:

Add the scores for all seven items (questions 1 +2+3+4+5+6+7) = your total score

Total score categories:

001 07 = No clinically significant insomnia

08i 14 = Sub threshold insomnia

151 21 = Clinical insomnia (moderate severity)
221 28 = Clinical insomnia (severe)
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Insomnia Module

EDUCATION/ASSESSMENT PHASE- (10-15 min)

| 1. Assessment: ISI

a.

b. Assess past sleep problems and treatments (diagnoses, sleep apnea, medications

g.

Administer ISI, give feedback about score.
a. If1SI > 21 (severe), consider referral to Psychiatrist, PCP, or sleep
Specialist for further treatment

and other treatments)
a. Insomnia same or different from before deployment?

Medication trials (indication, dose, duration, efficacy)
Other past treatments for Insomnia

i. Family history of sleep disorders
Assess current caffeine use and medication list for agents (including OTC, herbs,
others) that may be contributing to symptoms

a. Current caffeine (all sources) and meds (indication, doses)
Assess for any substance use (alcohol, drugs, nicotine) (agent, frequency)
Assess for current contributing etiologies (e.g., pain, sleep apnea, respiratory
conditions)

a. Make appropriate referrals, if indicated
Assess for comorbid conditions (e.g., depression, anxiety)

a. See PHQ-2 and GAD-2 scores

b. Consider Depression or Anxiety modules, if appropriate
Assess for environmental factors (e.g., light, temperature, sound, pets, etc)

b. Obtain history of present sleep pattern / problems

c. Ask participant about what is their ideal sleep pattern

d. Isthe problem sleep onset or sleep maintenance, or both?
e. Diagnoses

f. Treatments

g.

h.

Education

a.

Educate participant about Insomnia (i.e., symptoms, prevalence, impact on
functioning, Treatment i see Appendix K for more details).
a. Review educational pamphlet on Sleep and view
http://afterdeployment.dcoe.mil/ Sleep Better module
b. Participant to review educational materials prior to next session. Further
review in next session, if needed.
c. Send Insomnia Module Packet and explain/ask participant to complete
Sleep Log

Wrap-Up

a.
b.

o

(]

Call Summary: participant problems, motivation, strengths, barriers

Affirm participant Commitment: Reviews/reinforces participant progress through
module and examples of adaptive behavior in session

Agenda for Next few Calls

Counselor Flexibility (e.g., scheduling, communication)

Instill hope
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4. End of Session
a. Referrals or Resources
b. If applicable, worksheets to be sent to participant
c. Confirm Next Appointment/contact Info
d. Counselor contact info
5. After Call (for counselor reference only)
a. Enter session data/notes for future reference
b. Write follow-up letter
c. Mail all materials to participant

Insomnia Treatment Phase
(2-3 sessions, about 1 month)

General Structure of Sessions:

Set agenda;

Mood/Insomnia questions;

Review educational materials/tasks;

Review sleep patterns, barriers, etc;

Use brief Cognitive Behavioral Insomnia Therapy;
Assign Tasks.

= = =8 - -8 -9
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Insomnia Session 1

| 1. Introduction
a. Counselor Name
b. Participant Location (if on cell phone)
c. Timing and Duration (i . es.thjs stifl a good time?0 )
d. Folder available
e. Is a support person joining you?
| 2. Call Structure/Set Agenda
a. Mood questions
b. Review | ast sessionbdés tasks
c. Discuss using new strategies to decrease insomnia
d. Ask participant for additional agenda items to add
3. Assessment: Standard-5 Questions (about distress/mood)
a. Ask Standard-5 questions (about distress/mood)
b. Administer subsequent questions, if necessary (BSI, Emergency response)
c. Review Results with participant; if progress, reinforce; if more distress, say you will
revisit.
d. Administer ISI, give feedback about score/progress
a. If ISl > 21 (severe), consider referral to Psychiatrist, PCP
e. Any changes in: current medications including herbs, OTC
f. Any changes in: substance use (i.e. agents, frequency)
|4. Review Last Weeko6s Tasks
a. Look at Educational pamphlet
b. Any barriers to completing tasks? Plan B.
a. Remind participant that in ABCDEF, the first step is to Assess the problem.
c. Affirm participant strengths and commitment
5. ASSESS the problem: Review the sleep log
a. Have the participant think about when headaches occur, how often (refer to
headache diary). Do they seem to be connected to anything?
b. Isthe problem sleep onset or sleep maintenance, or both?
c. Are nightmares contributing to the sleep problems?
d. Assess current caffeine use and medication list for agents that may be contributing
to symptoms (update from above)
e. Provide more education about Insomnia symptoms, causes, effects, treatments
(see Appendix K)
f. Educate about Sleep Hygiene (see Appendix K)
g. Carefullyreviewpat i ent 6s sl eep practices as
principles
h. Answer questions about Insomnia and its treatment
6. BRAINSTORM solutions:
a. Consider following areas for solutions, asking for permission to suggest strategies
to consider if participant does not come up with them
b. Sleep Hygiene- see Appendix K
a. Sleep/wake principles
b. Environmental principles
c. Diet and drug use principles
d. General principles
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e. Brainstorm problems that are contributing to Insomnia and possible
solutions

c. Relaxation/Activity Strategies- see Appendix K

a. Introduce pleasant activity scheduling, importance of regular exercise
b. Introduce muscle relaxation and deep breathing exercises

d. Nightmares (if significant problem (i.e., if ISI Nightmare item > 2) and participant
deemed appropriate for this intervention)

a. Introduce Imagery Rescripting and Rehearsal techniques for problematic
nightmares - see Appendix K
7. CONSIDER, CHOOSE and COMMIT to change behaviors

a. Go through the possible approaches, having participant list the pros and cons of
each.

b. Consider the consequences, how difficult the solution would be to implement, cost,
time, whether someone else would need to be a part of the solution, impact on
others, potential barriers

8. DO IT!

a. Develop concrete plan of action: where, when, how, with whom.

b. Practice muscle relaxation and deep breathing exercises, if appropriate

c. Sleep logging (Task)

a. Explain
b. Practice with participant
d. Mail/lemail more worksheets, if needed
9. Wrap-Up

a. Call Summary: participant problems, motivation, strengths, barriers

b. Affirm participant Commitment: Reviews/reinforces participant progress through
module and examples of adaptive behavior in session

c. Agenda for Next few Calls

d. Counselor Flexibility (e.g., scheduling, communication)

e. Instill hope

10.End of Session

a. Referrals or Resources

b. If applicable, Sleep Logs to be sent to participant

c. Confirm Next Appointment/contact Info

d. Counselor contact info

11.After Call (for counselor reference only)

a. Enter session data/notes for future reference

b. Write follow-up letter

c. Mail all materials to participant
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Insomnia Session 2

| 1. Introduction
a. Counselor Name
b. Participant Location (if on cell phone)
c. Timing and Duration (i . és.thjs stiit a good time?0 )
d. Folder available
e. Is a support person joining you?
| 2. Call Structure/Set Agenda
a. Mood questions
b. Review | ast sessionbdés tasks
c. Discuss using new strategies to decrease insomnia
d. Ask participant for additional agenda items to add
3. Assessment: Standard-5 Questions (about distress/mood)
a. Ask Standard-5 questions (about distress/mood)
b. Administer subsequent questions, if necessary (BSI, Emergency response)
c. Review Results with participant; if progress, reinforce; if more distress, say you will
revisit.
d. Administer ISI, give feedback about score/progress
a. If1SI > 21 (severe), consider referral to Psychiatrist, PCP
e. Any changes in: current medications including herbs, OTC
f. Any changes in: substance use (i.e. agents, frequency)
/4. Review Last Weekds Tasks
a. Any barriers to completing tasks? Plan B.
b. Evaluate success of plan: what worked
situations, or behaviors, were associated with the best & worst sleep?
c. Affirm participant strengths and commitment
d. Assess current medication list for agents that may be contributing to symptoms
e. Assess for any substance use, if appropriate
5. EVALUATE how the plan worked
a. Review last 2 weeks of sleep logs
a. What worked and what didnét wo-bldcks?
b. Brainstorm problems, situations, and behaviors that are contributing to Insomnia
and possible solutions
c. Review ABCDEF plan for solving these problems
d. Stimulus Control- (see Appendix K)
a. Sleep ritual
b. Consistent bedtime and rise time
c. Go to bed only when sleepy
d. Use bedroom only for sleep and sex
e. If unable to sleep, leave bedroom and return when sleepy
f.  Avoid daytime naps
g. Avoid detrimental behaviors and substances
e. Sleep Restriction - Sleep Compression - see Appendix K
a. Set appropriate time in bed, based on Sleep Log
b. Set appropriate bed time and rise time
c. Task- continue sleep logging
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d. Mail/email more sleep logs if needed
f. Nightmares- (if significant problem, i.e., if ISI Nightmare item > 2)
a. Introduce (or continue) Imagery Rescripting and Rehearsal techniques for
problematic nightmares - see Insomnia Module Appendix
6. Wrap-Up
a. Call Summary: participant problems, motivation, strengths, barriers
b. Affirm participant Commitment: Reviews/reinforces participant progress through
module and examples of adaptive behavior in session
c. Counselor Flexibility (e.g., scheduling, communication)
d. Instill hope
7. End of Session
a. Referrals or Resources
b. If applicable, Sleep Logs to be sent to participant
c. Confirm Next Appointment/contact Info
d. Counselor contact info
12.After Call (for counselor reference only)
a. Enter session data/notes for future reference
b. Write follow-up letter
c. Mail all materials to participant

REMINDER: Administer and record final ISI at next call
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Insomnia Session 3. Review of Progress (if needed, such as for
Nightmare Protocol)

| 1.

Introduction
a. Counselor Name
Participant Location (if on cell phone)
Timing and Duration (i . es.thjs stifi a good time?0 )
Folder available
Is a support person joining you?
CaII Structure/Set Agenda
a. Mood questions
b. Review | ast sessionbdés tasks
c. Discuss using new strategies to decrease insomnia
d. Ask participant for additional agenda items to add
Assessment: Standard-5 Questions (about distress/mood)
a. Ask Standard-5 questions (about distress/mood)
b. Administer subsequent questions, if necessary (BSI, Emergency response)
c. Review Results with participant; if progress, reinforce; if more distress, say you will
revisit.
d. Administer ISI, give feedback about score/progress
a. If ISl > 21 (severe), consider referral to Psychiatrist, PCP
e. Any changes in: current medications including herbs, OTC
f.  Any changes in: substance use (i.e. agents, frequency)

® oo

.Review Last Weekods Tasks

a. Any barriers to completing tasks? Plan B.

b. Evaluate success of plan: what worked
situations, or behaviors, were associated with the best & worst sleep?

c. Discuss any remaining issues, such as Imagery Rescripting and Rehearsal
techniques for problematic nightmares (i.e., if ISI Nightmare item > 2) see
Appendix K.

d. Affirm participant strengths and commitment

e. Review overall progress through Module

FIGHT ON!

a. Brainstorm high risk situations and warning signs of recurring Insomnia  and
relapse prevention strategies

b. If ISI > 14 (non-response), enter Insomnia Monitoring Phase

Wrap-Up

a. Call Summary: participant problems, motivation, strengths, barriers

b. Affirm participant Commitment: Reviews/reinforces participant progress through
module and examples of adaptive behavior in session

c. Counselor Flexibility (e.g., scheduling, communication)

d. Instill hope

End of Session

a. Referrals or Resources

b. If applicable, Sleep Logs to be sent to participant

c. Confirm Next Appointment/contact Info

d. Counselor contact info
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8. After Call (for counselor reference only)
a. Enter session data/notes for future reference
b. Write follow-up letter
c. Mail all materials to participant

Insomnia Monitoring Phase

Recommend & facilitate referral to Psychiatrist / Psychologist, PCP, or sleep specialist for
further sleep assessment / treatment, if appropriate

1 Use Ml techniques

1 Emphasize Sleep Hygiene

All subsequent sessions

Assess for substance use, if previously present

Assess status of outside Insomnia treatment

MI to encourage Insomnia treatment, if not engaged

Emphasize pleasant event scheduling, exercise/ABCDEF approach

= =4 =4 =4

CONTACT Intervention Manual pg. 91

ala




Emergency Response

Below is a list of situations considered urgent/emergent, and the action plan pertaining to each. These
events would be immediately reported to Dr. Brockway and/or Dr. Bell for discussion purposes. It is
highly recommended that each counselor ensure that a standard emergency procedure exists and
become familiar with it.

A. Suicidal Ideation
During Screening, Baseline, and Outcome Assessments

( 0 )

\ / Note: Prior to administering the Screening, Baseline,
- f - or any Outcome Assessment confirmthep ar t i c i
location by asking for his/her physical address.
'4 N

¥ Y

COUNSELOR will verify whether the participant has had thoughts of wanting to harm themselves or
thoughts of being better off dead within the past 2 weeks.

A. If the participant has had thoughts that they would be better off dead but have had no thoughts of
self-harm, the counselor will give the participant the number for a Crisis Line in their area. The
counselor will default to the National Crisis Line if client/patient does not reside in your local area.

YOUR STATE

NATIONAL
Hopeline (National Crisis Line): 1-800-SUICIDE (784-2433)
24-Hour Crisis Line: 1-800-427-4747 (866-4CRISIS)

National Suicide Prevention Lifeline: 1-800-273-TALK (8255)

The counselor will explain that the crisis line can be used 24 hours a day and encourage the
client/patient to call these numbers if their doctor is not available and they are having thoughts of
suicide.

CONTINUE with interview

B. If a participant endorses thoughts of death and self-harm in the past 2 weeks, the
COUNSELOR/outcomes examiner will ask:
l.AiHave you ever tried to har m?ydNOmevwetof or end you
question #2. If YES, ask:
T AHow many ti mes?0o
T AWhen was your | ast attempt??o0

2ADo you feel that these thoughts are a problem f
Regardlessof p ar t i crespoase,tthe EOUNSELOR will ask:
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3.AiHave you thowphut mdklmhut hrmown yourself or end your
If NO, move on to question #4.
If YES,ask:iDo you have a specific plan?2d

If client/patient does have a plan, record it.

Regardlessofp ar t i crespoase,ttht EOUNSELOR will ask:
4AHav e Yy otoahedth dare pgrovider about this?
5. If participant in imminent risk for suicide,say, il am concerned about your
harming yourself. | would like to talk about those thoughts with you and give you resources to assist
you. o0

HealthCarePr ovi der Knows about participantos suicidal [
If the participant states they have talked with their health care provider about thoughts of self-harm,
the COUNSELOR/outcome examiner will say:

6.1 am c on ctyountlughtad auming yourself. | would like to talk about those

thoughts with you and give you resources to assis

Health Care Provider DOES NOT Know about participan
suicide:
If the participant states they have NOT talked with their health care provider about thoughts of self-
harm, the COUNSELOR/outcome examiner will say:
7.1 am concerned about your thoughts of harming vy
thoughts with you and give youresour ces t o assi st you. o0

Regardlessof p ar t i crespoase,tthe EOUNSELOR/outcomes examiner will ask:

81Are you in danger of harming yourself right now
( ' IMMINENT RISK OF SUICIDE \
\ /
,. If the participant is in danger of harming him/herself right now and has a
-

- plan then the RSA will:
1. STOP the interview
V4 N 2. Contract with the subject to not act on these feelings
' 3. Keep the subject on the line and on another line contact a (1)
crisis line, or (2) 9-1-1 in that order of priority

- J

NO IMMINENT RISK OF SUICIDE

If the participant is NOT in danger of harming themselves right now and does NOT have a plan then the
counselor will:
1. Contract with the participant to not act on these feelings
2. If the participant is seeing a clinician about suicidal thoughts then urge the participant to contact
their clinician. Also, give the participant the number to an appropriate crisis line
3. CONTINUE with interview

For all participants endorsing thoughts of death and/or self harm, the counselor will document the
following information:
a) Client/ patientds name
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b) PHQ-9 Items endorsed

c) Whether participant has discussed this with their health care provider. Whether the participant
has a regular care provider.

d) Whether participant has consented to sharing this information with their health care provider,
and if so, leave the name and number of provider.

e) Par t i crespansetodhs follow-up questions.

f) Par t i cphgnammbiiErsand location.

g) Any other comments made by the participant.

Other useful telephone numbers (may replace with your local numbers):

Brain Injury Association of Washington: 425-895-0047
Brain Injury Association of North Carolina: 1-800-377-1464
Domestic Abuse Hotline: 206-522-9472

B. Homicidal ideation

1 Clarify homicidal intent (thoughts, plan, is there specific subject of thoughts)

1 Is anyone else at home with the participant? Can you speak to them?

1 If there is imminent danger to another person (does participant have weapon in hand), keep
participant on the line, call 911 and report situation.

9 Formulate action plan. (Evaluation in ED or psych evaluation next day depending on
circumstance).

1 Follow-up on action plan within 24 hours.

C. Suspicion of child abuse
1 Clarify details of situation. Participant or significant other (SO) may not perceive danger to child.
9 Determine course of action.
9 If appropriate, try to discuss concerns with participant or SO and offer recommendations for
remediation.
1 If you have any suspicion of abuse or neglect that could result in any endangerment to the
chil dbés h e-hding, b re@om ustwefiled with Child Protective Services.

E. Unsafe living environment
1 Clarify details of problem with participant and/or SO. Are they aware of unsafe environment?

o If they are unaware (in the neurological sense of the term) and in immediate danger
(e.g., fire risk, hypothermia), call Adult Protective Services and report situation after
consultation with site social worker/psychologist/physician.

A Make fAadvemde rregaatti as above.

o |Ifthey are aware butinimmediatedangerand donét know what to
in finding emergency shelter until the problem can be addressed.

o Ifthey are not in immediate danger, guide them in problem-solving and offer
referrals if appropriate.

F. Adverse change in mental status
1 If you note that the participant has had a decline in mental functioning in your phone call, clarify
details if the participant can give them.
0 Have they fallen?
0 Have they taken any medications?
0 Have they been drinking?
o Do they feel ill or different in any way?
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o How long have they been this way?
1 Is there anyone living with participant who can evaluate the situation in person?
o If not, is there a way for the participant to get in to his/her physician or ED?
T I f the client/ patient i's Astabl eo, have them co
contact the SO yourself.
1 See if someone is with participant. Recommend evaluation by his/her physician or local ED to
caregiver.
9 If the participant is alone and if any decrement in mental status is noted, have participant call
911 and report. If you do not think they are able, call 911 yourself and report.
1 Follow-up by phone in 24 hours to check up on issue.
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Session Notes

Participant: Counselor:
Date: Call:

Participant: Counselor:
Date: Call:
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Worksheet 1: Sorting Out Problems for PST

Problems with relationships:

1 Spouse or partner

1 Family members: children, other family
members

Friends

1
91 Other:

7. Problems with mood:
I Sadness or depressed mood
1 [Irritability/ anger

. Problems with work:

8. Problems with anxiety/stress:
T Worry
1 Stress
1 Nightmares
1 Flashbacks

. Problems with money and finances:

9. Problems with religion or moral values:

. Problems with sleep:

10. Problems with sexual activity:

. Problems with alcohol or drugs:

11. Problems with thinking/concentration
/memory/problem solving:

. Problems with health:

i Headaches

9 Vision or hearing

1 Sensitivity to noise/light
M Other:

12. Other:
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Worksheet 2: Steps of Problem Solving Worksheet

Skill Action & Notes
A: Assess the Problem:
Problem
Set Goal:
B: Brainstorm Solutions:
Solutions
C: Consider & Solutions Pros (+) Cons (-)
Choose: consider | a) a) a)
pros/cons and
choose (circle) a
solution you want
to work on b) b) b)
Consider these
factors:
c c c
1 Effort ) ) )
1 Time
T Money d) d) d)
1 Emotional impact
1 Involving others
e) e) e)
f) f) f)
D: Develop & Do: | Steps:
Develop an Action Compl eted (a)
Plan and Do It a)
b)
c)
d)
e)
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f)

9)

E: Evaluate How well did the plan work? (O = not at all, 10 = perfectly)
0 1 2 3 4 5 6 7 8 9 10

F: Fight On Additional Steps:
List steps to a)
modify and
improve your
Action Plan b)
If you need to
change your
solution, go back to ©)
step ABO

d)

e)

f)

9)
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Information Sheet: More About the Steps of PST

AT Assess the problemathand. 1 t 6s i mportant to get all the fact
solutions. What exactly is the problem? How often does it occur? What triggers the problem (who,

what, where, and when does it happen)? How important is it to you or others (urgent, important, or just
annoying)? Is this a problem that is feasible to solve, that is, a problem that you, yourself, can have

some control over?

Sometimes itds important dmallpikces dhenyoycandackeiome smpaill o bl e m
pieceatat i me . Youodoll want to define the problem in a

It usually helps to be clear on how you want the problem to change. It should be realistic; something
you can really do or make progress on between now and our next visit. For instance, if someone is
having trouble sleeping, his (her) goal in working on that problem might be to sleep 7 hours a night. So,

when you set a goal, think of 2 things. One, you h
thegoalsucces sf ul ly (something |ike Al want to sleep 7 hi
to sleep bettero). Two, your goal has to be realis

8 hours EVERY night.

B 1 Brainstorm possible ways to reach your goal or solve your problem. There are usually
several ways to solve a problem. The more creative ideas you come up with when you are
brainstorming, the better. This way you have more potential solutions. The more ideas you come up

with, the betteri dondt c¢ross anything out just Vweotmatterhtwvay al |
silly they may sound 7 you can figure out after you have a list of ideas which ones are better than the
ot her s. I 611 bet youdbve done this sometimes at wor

C 1 Consider and Choose a strategy to try out. The first step in choosing is to list the pros and
cons of each solution; that is, what part of each solution that would make it easy to do, and what would
make it hard to do. What are the things that would help the solution and what are the obstacles or
barriers? Other things to consider are time commitment, cost, effort, consequences and effect on
others, and other factors such as needing others to help.

After comparing the pros and cons of all the possible solutions, pick one out to try. This should be the
one that seems to have the best chance for success, the one that has the fewest negatives, and
something you feel that you would really be able to do. It is often easy to toss out the strategies that
are just not usable. For instance, if having money to pay a bill is the problem, probably robbing a bank
is not the best solution due to all cons, although it may be on the list. Remember, the solution you pick
may not be ideal, but doing something about the problem is likely to be better than doing nothing.

D1 Develop an Action Plan and Do It. Figure out a plan of action. What are the steps of your
chosen solution? What am | going to do? When will | do it? Where will | do it? Are there any obstacles
or barriers that might be in the way? You get the idea. The more specific you are in planning, the more
likely it is that you will be able to carry out your plan of action.

When you finish the plan of action, then try it out. Remember, you may need to try it more than once.
Most changes take practice to get results.
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E i Evaluate your plan of action. Wedl |l review this next time we |
progress on your own. Did your solution work completely or partially? Whatdid and di dnét wor |
well? Did something get in the way? What could you do differently to make it work better? How did it

feel to try out the plan? You may need to adjust the plan and try it again. OR, you may decide that this

just di dn 0 thackto yol lisiaohpdssilgleosolutions to choose another plan of action.

Fi Fighton'Dono6t give up. Maybe you need some help in
overcoming an obstacle. And remember to congratulate yourself when you make progress and when
your solution works!!! Sometimes we forget to take credit for participant thinking and persistent action.
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Worksheet A: Notebook and Monitoring Plan

Answer the following questions to help you with a plan for managing moods and feelings and remaining
engaged following the completion of the program.

1 What situations increase my vulnerability to depression or anxiety?

1 What behaviors contribute to keeping the depression or anxiety cycle going?

1 What behaviors that decrease depression or anxiety do | need to maintain or increase?

1 What can | do to increase the chances that | will follow through on my helpful behaviors?
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Worksheet B: Pleasant Activity Scheduling

Instructions: Record your activities for each part of the day (what were you doing, with whom, where,
etc.). Record at least one emotion associated with each activity (e.g., sad, happy, scared, angry,
ashamed, disgusted, surprised). Rate your intensity of feeling between 1 and 10, withi 1 6 = Anot
intermsddid 00 = fAvedy intense

Examples: Morning: Slept in, late for work (embarrassed - 5). Ran team meeting at work (proud 1 7),
Afternoon: Went for run with Betsy in park (happy - 8). Evening: Skipped dinner with friends because |
was tired, watched TV alone (sad, bored - 6).

Sun. Mon. Tues. Wed. Thurs. Fri. Sat.

Morning

Afternoon

Evening

Adapted from Behavioral Activation for Depression: A Clinician's Guide by Christopher R. Martell, Sona Dimidjian.
and Ruth Herman-Dunn. Copyright 2010 by The Guilford Press.
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Instructions: Record the specific activities that you and your CSS agreed you would do this week in

each of the rows (Activities 1-4). You do not need to use all of these rows, or you can add more rows,
depending on the specific activities you plan for the week. For each day, place a check mark to

indicate if you engaged in the assigned activity. Record a mood rating for each day in the last row;

mood is rated between 1 and 10, within 1 0 = A not at/aaxiousodndpt @8 sediimost
severely depressed / anxious. 0

Sun. Mon. Tues. Wed. Thurs. Fri. Sat.

Activity 1:

Activity 2:

Activity 3:

Activity 4:

Daily
mood
rating

Adapted from Behavioral Activation for Depression: A Clinician's Guide by Christopher R. Martell, Sona Dimidjian.
and Ruth Herman-Dunn. Copyright 2010 by The Guilford Press.
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Worksheet C: Deep Breathing and Muscle Relaxation

Diaphragmatic Breathing Exercise

1. Sitin a comfortable position.

2. Place one hand on your chest and the other on your stomach, in order to monitor your
diaphragmatic breathing (only your stomach should move.).

3. Inhale deeply and slowly (approximately 4 seconds) through your nose.

4. Exhale deeply and slowly (again approximately 4 seconds) through your mouth, allowing the air
to fully escape.

5. Continue this deep breathing for 30 to 60 seconds.

6. Practice this at least once a day, but especially at times when you feel yourself becoming
stressed.

** |t is normal for this healthy breathing to feel a little awkward at first. With practice, it will become
more natural for you.

The CALM Reminder

Chest: Breathe slower and deeper
Arms: Shoulders and arms sag
Legs: Loose and flexible

Mouth: Jaw drops
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Progressive Muscle Relaxation

Both diaphragmatic breathing and the CALM exercise are excellent for breaking up stress when it starts
to occur. Sometimes, however, they do not produce the deep level of relaxation that is desired. Other
times, they are insufficient for breaking up stress (e.g., when it is very intense). For such occasions,
progressive muscle relaxation (PMR) can be quite helpful. It requires more time and a quiet
environment, but the results can be very worthwhile!

PMR involves tensing a specific muscle group to about 1/3-2/3 maximum tension for 4-5 seconds,
followed by a complete release of tension for 45-60 seconds. The muscle group is then tensed again,
followed by release again. After completing both cycles, the next muscle group is indulged. The
muscles involved, and the manner of tensing them, are presented below:

1. Both legs: Lift both legs off the ground, straighten your knees and point your toes toward your
head.
2. Chest: Take a very deep breath (through the upper chest, not the diaphragm) and hold it.

3. Both arms: Turn your palms up, then make a fist. Bring your fists up to your shoulders while
tensing the biceps.

4. Abdomen: Tighten these muscles as if you were about to be hit in the stomach.
5. Shoulders: Lift both shoulders up toward your ears.

6. Back of Neck: Tuck in and lower your chin toward your chest.

7. Forehead: Raise your eyebrows.

8. Eyes: Squint.
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Worksheet D: The TRAP-TRAC Model

Gat out oF tha TRAP

Trigger Response Avoidance
Pattern

A 4
v

.rX.” f_l .J...l Jg J.f .rJA.rX G

Trigger Response Alternative
Coping

A 4
v

Adapted from Behavioral Activation for Depression: A Clinician's Guide by Christopher R. Martell, Sona Dimidjian.
and Ruth Herman-Dunn. Copyright 2010 by The Guilford Press.
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Worksheet E: Behavioral Activation- The ABCDEF Steps

The steps of Behavioral Activation are similar to the steps in Problem Solving.

A - Assess your mood and behavior. What is the function of each behavior? How is this behavior
serving you? What are the consequences? Does the behavior increase anxiety or depression? Does
the behavior decrease anxiety or depression? Is it consistent with long-term goals and values?

B 7 Brainstorm alternative behaviors. What are other behaviors that you could do that might
decrease your anxiety or depression? What activities might help you achieve your long-term goals and
values?1 t 6s good t o dptionsals gfouasamamynwd dondét rule anyth

C1 Choose alternative behaviors. Think about the pros and cons of the different behaviors that you
brainstormed. Choose an action. What action did you choose?

D - Do it. Try the behavior(s) chosen. Record the specifics of your plan for putting the new behavior(s)
into action. Integrate new behavior(s) into a routine. If you are trying something new or engaging in
behavior that is opposite to your mood, it is important to try more than once before concluding whether
this is helpful or not. Integrate this into a normal routine. How will you do this?

E 1 Evaluate the results. What is the outcome? Do you feel better or worse after the action you
chose? Has the action moved you closer to any of your goals and values? Have you integrated a new
routine into your schedule? What changes do you notice?

F - Fight On. Never give up. Repeat the steps above. Developing a new habit of activating and
engaging requires repeated efforts. Over time, these helpful behaviors will become automatic, even
when you are feeling down or anxious. You can also ask for help if you run into road blocks.
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Appendix A: Problem Solving Treatment (PST) with Veterans

General Information

Population:
1 Veteran with possible or probable mTBI and persisting symptoms
1 Exposure and symptoms at one time
1 On enroliment, may not be endorsing symptoms or distress; but many expected to endorse over

next few months

Important points in working with Veteran population:

T

Mental health stigma appears to be higher in the military for several reasons: (1) health
concerns are more directly connected to work performance and the ability to keep job and get
promotions; (2) military *can be* a wolf-pack setting, show weakness and you may get singled
out; and (3) military tends to be less educated and sophisticated, so less familiar with behavioral
health care than general population.

Loyalty to unit/service branch - Lots of variability here. It tends to be true that participants fight
not for ideology, but for the guys on their left and right sides...but some of these guys come
back disliking their units, their chain of command, etc. Can be a touchy subject so some caution
is warranted. Think of the Army like any institution you have worked for--some hate it, some
love it, some love the people but not the work, some the other way around. Appreciate the
possible variance.

Military Rank and MOS (job) is a big deal. Rank is a visible signal of accomplishment and
status. Learn the ranks, how you address various ranks, and what some of the likely
experiences/responsibilities are for various ranks and MOSs. Also, various jobs have more
nuanced cultural elements. Medics, cooks, infantry, communications, those jobs tend to attract
different demographics.

Treatment targets (primary outcomes):

)l
1

Reduction in post-concussion symptom severity
Reduction in emotional distress

CONTACT Intervention Manual pg. 111

ala



Mechanisms by which targets are affected (active ingredients)
(these must be present in every session):

1. Problem solving training (PST): primarily skill training

a. Definition: Skill training in an algorithm by which participants learn to identify, clarify,
prioritize, and formulate short-term action plans to address problems, self-evaluate
success of plans, modify them as needed to reduce symptoms and distress. participants
learn to:

i. Solve problems, including the use of specific evidence-based methods (modules)
to address depression, anxiety, insomnia, headache
ii. Prevent minor problems from escalating/ snowballing
iii. Facilitate adjustment, coping in the

b. COUNSELOR behaviors: Didactic education in value of the PST approach; systematic

evaluation to reveal problems in areas of physical function, relationship, mood, work;

Ahig

training in use of the steps in the ACTI ON a.

illustration; modeling examples of each step; using open-ended questions (avoiding yes/

no questions) to facilitate particip ant 6 s use of approach; rei

identification, clarification, prioritization of problems and formulation/ completion/
evaluation of short-term action plans (to promote self-efficacy)

2. Psycho-education: primarily didactic

a. Definition: Active, targeted provision of didactic/ semantic information designed to:
i. Il mprove participantsdé6 knowledge base
existing post-concussion symptoms or related emotional distress (normalizing)
i. | mpr ove panowledge bpse and/orfposkively change attitudes toward
future or emerging post-concussion symptoms or related emotional distress
(stress inoculation)
iii. Help to reveal problems to be treated using PST
b. May be contrasted with the passive, untargeted provision of information for the UC group
c. COUNSELOR behaviors: Didactic education on symptoms/ distress to promote
discussion of problems/ solutions, reassure participant, guided use of web/ paper
resources to provide examples of solutions to be tried in PST

Other important aspects of treatment (not delivered in every session, but administered
as need arises):

T COUNSELOR evaluates symptoms and progress on-going to determine whether participant
requires referral to another level of care

T COUNSELOR knows and can immediately apply risk management protocols in case of
emergency

nf o

and/

1 COUNSELORhel ps participant fAnavigate the systemo a

has a military-supplied Case Manager, so COUNSELOR should refer participant to that system
and avoid getting heavily involved in case management
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Questions & Answers About PST

1. What is PST? Problem-solving treatment (PST) is a brief form of counseling that teaches people
how to solve the problems that are making them distressed. You will meet with your COUNSELOR for
12 weeks and during that time you will learn steps to fix the problems that are bothering you.

2. 12 sessions seems awfully short. How can | solve all my problems in so few calls?
The goal of PST is to coach you on how to solve problems on your own. You will not be expected to
solve all your problems during this time. But, you will get to solve some of your problems. By working
on some of your problems over the next 24 weeks you have with your COUNSELOR, you will learn to
solve other problems in your life on your own.

3. Twenty-four weeks seems awfully long to learn how to solve problems. Do | have to
participate in every one of those calls? Learning how to solve problems is not easy. You will
want to practice the skills you are being taught. Although you do not have to use all 12 calls, you will
want to work with your COUNSELOR as much as possible to learn PST.

4. Do | have to tell my COUNSELOR everything?

Most people have a hard time talking about their pr
i mportant to talk about all the major problems that
have to talk about every problem you have. Because the goal of PST is to TEACH you how to solve

problems on your own, you can learn PST by focusing on any problem you feel comfortable discussing.

5. Do | have to talk about my mother?

Not unless she is currently one of your problems. PST focuses on problems you are having now, not

your childhood.

6 . Homewor k? What i f | dondét do my homewor k?

We encourage you to practice your new skills outside of the meetings. Try and do your homework! You

wi || not be graded. But , even niofcalingimanyaynwetwanfto ni s h vy

see how you are doing.
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Appendix B: Motivational Interviewing (Ml)

Motivational Interviewing

Basic Principles of a Person-Centered Approach to Behavior Change
1. Collaborative: Working in partnership and consultation with the person, negotiating
2. Evocative: Listening more than telling. Eliciting rather than installing.
3. Respectful: Honoring the personbdés autonomy, re
4 . Ambi val ence: May pr e e ardue far sncedsidg ankambivélentpersom v at i o
will likely defend the other. As the person defends the status quo, the likelihood for change
decreases.

The Flow of Ml

1. Elicit Change Talk 7 Ask for it in open-ended questions
- OARS, Strategic Skills i see below

2. Listen for Change Talk and REFLECT it back i invite person to make the argument FOR change
(DARN). Ask for examples/elaboration. Affirm change talk: reinforce, encourage, and support it.
Summarize: collect flowers into a bouquet.

- Desire 1 want, prefer, wish

- Ability T can, could, possible

- Reasoni specific arguments for change. Why do it? What would be good?

- Needi important, have to, need to, matter, got to

Importance and Confidence Rulersi A On a s €1@, hosvimpdrtantisitforyou t oé/ conf i
are you toé?bo AAnd why are you a _ _, rather than
- Importance
- Confidence
3. Reveal Discrepancies
- Link behaviors with values
4. Respond to Resistance i the other side of ambivalence
- Reflections
- Shift focus
- Reframing
- Emphasizeper sondés autonomy, control and right to cho
5. Transition with Summaries
6. Strengthen Commitment
- Change talk increases commitment
- Encourage both low-strength and high-strength commitment language
- Low strengt h: | 61 1ty nlk adbwludé it , I mi ght,
- High strengt h: Iowi |1 |l &m going to, [ prom
- Some | anguage desire but |l ow confidence/ abil
|l 6ve tried
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- Explore ideas about how to increase confidence/ability, removing
barriers/obstacles
- Listen for whether barriers/obstacles are related to importance or confidence

7. Make a Change Plan i ask for permission to give advice, give permission to disagree, offer several
options

OARS

1. Open-ended Questions i not short answer, yes/no, or rhetorical questions
T AHow does that feel for you?o
T Awhat thoughts do you have about that?2o
T AWhen were things different than now??o0

2. Affirm 7 comment positively on strengths, effort, intention (without being condescending)
T ASounds lrn&eal lyywudoed at t hat. o

T Al appreciate how hard this is to talk about. o
T Al think itds very wunderstandable that you woul c
3. Reflectiwhat the person says o-rastat@amen, NOT adguestioni ve | i st en

- Simple T repeat, rephrase what the person said
o iYou dondét know what to do. 0
- Deeperi paraphrase, making an educated guess about meaning, continuing the paragraph,
usually adds something that was not said earlier

o fnYou feel embarrassed about this. o
- Amplified i overstates what the person said i allows clarification and elicits other side of
ambivalence
o AYou think itbés impossible to fix this.Oo
- Double-sidedicaptures both sides of the ambivalence, f
o AYou want to change BUT donét feel you can. 0

4, Summarizeidr aw together personés own perspectives on

1T ALet me see if | wunderstand whatés going onéo
1T ASo thereds a | ot going on hereéod
T AYoudbve said the pros areé and the cons areéo
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Strategic Skills

1. Exploring Concerns
T AWhat tr oueblneoss ty?o00u t h

2. Goodi Less Good
1 AnWhat do you |
1 AnWhat dolessaboli

about drinking?o

3. Looking Forward i Looking Back

T Awhat was this |Iike for you back then?29

T Alf you dondét make any change, what do you think

1 AAnd how fdioesinto that?0

f Al magine yourself a year from now, what do you ¢
4. The Ruler

T AOn a selddl,e hofw I mportant is this for you?o

T AHo confident are you that you can do this?0

5. Worst Case Scenario
1T AWhat 6s the worst thing that could happen?o0

6. Removing Barriers
T Awhat might get in the way of you doing this?0

References:

1. http://www.motivationalinterviewing.org/

2. Roallnick S, Miller WR. What is Motivational Interviewing? Behavioral and Cognitive Psychotherapy
23:325-334, 1995
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Appendix C: Engaging the Participant

Engaging Participants

It is important to do everything possible to engage the participant in the CONTACT treatment before
getting into the Anuts and boltso of PST, as well a
participant who is engaged:

1 Is willing to talk with you about problems, or potential problem areas;
1 Is open to the possibility that PST might help him or her;
1 Is committed to speaking with you in call #2 and subsequent calls.

Some participants will be easy to engage, will speak with you openly from the beginning, and look
forward to future calls. However, many will not. If a participant is difficult to engage, it may be for any
combination of these reasons:

1 They are unready/ unwilling to admit or face problems due to shame, guilt, fear, avoidant coping
style, etc.

1 They fear being judged negatively if they disclose problems.

1 They do not trust that their privacy will be respected and/ or fear repercussions of disclosure.

1 They fear the stigma of being labeled or perceiving themselves as crazy, defective, weak,
stupid, etc.

1 They feel a disconnect between themselves and you (different race, class, gender; military vs.
civilian culture).

1 They have a previous negative experience with talking therapy and/ or a distrust of
psychological treatment.

T They distrust medical professionals in generalé

Here are some general principles for fostering good engagement with the participant from the
beginning.

Develop a good rapport with the participant:

T See yourself as fAone downd in the sense that yol
participant knows much more than you do.
T Elicit and I|isten carefully to his/ her story dt

1 Encourage him/ her to talk and show you are listening/ understanding by using OARS:

0 Open ended questions: These encourage conversation and show you are interested in
learning more. Avoid yes/ no questions that turn a conversation into an interview.

o Affirmationd expressions of appreciat i on and support. Al't sound:
through a | ot. o ilt seems to me you have wol

o Reflectiond statements that check and extend understanding. These convey that you
really want to under &arddandd soaBedcarefubaboitrreflectimgp r K i n g
too soon and thus incorrectly

0o Summarizingd collect and state the main themes, as transition to next topic.

T Listen t o, and work to correct, the bal ance bety
Except for the didactic portions of the session, the participant should be talking more than you
do.
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1  When you are talking about the treatment program and the PST or module content, check the
participantds understanding and aaccfepn,anarey fqegs

What do you think of this so far?0 ADoes this r
Does this sound |ike something youodl |l be inter e

ot St

o Do not expect all-positive answers to these questions. It is normal for people hearing
about something new to be ambivalent or guarded about participating. It will be a good
sign if the participant trusts you enough to express this.

o Accept, then explore a negative reactison or
really helpful to know. Can you tell me more about that?... Can you tell me why you feel
t hat way?06 AWhat sounds good about ité what

o0 Explore positive reactions in a similar way so you will begin to understand what the
participant likes and what his/ her strengths might be.

T Al ways use the fAjoining principle.o

0 You are there to be the participantds all y;
o Avoid any adversarial interactions.
o Provide any means of mutual identification between you and the participant.

M Basic Dos and Dono6t s
1 DO
0 Ask permission before giving information or advice.
0 Ask the participant for elaboration on anything that will help you understand him or her.
o DONOGT
A Pressure the participant to do anything or to tell you anything.
A Express any negative judgments of the participant. If the participant feels judged
s/ he wil/l not feel itdéds safe to talk to vy
A Attempt to control the participant.

Clarify and use Ml as needed if participant denies having any problems:

1 Accept and identify with this position (joining principle).
1 Ask permission to double check on the areas that the participant indicated were problems
during the screen, using the questionnaires.
1 Develop a discrepancy between present situation and future goals:
o Evoke an awareness that there is a gap between present and future (goal) or who
participant is and who he wants to be (value).
0 Help participant look forward to the life s/he would like, if all obstacles were overcome.
0 Use any change talk or readiness talk expressed by participant to summarize discussion
of potential problems.
1T See also fiappeal to intellecto and fiappeal to be

Deal constructively with overt resistance:
1 Resistance appears as a dissonance between you and the participant, and is a signal that you
should take a different tack.
o Do NOT personalize resistance. Do not defend your position in any way. Your position
should be the participantdéds position (joinin
0 Avoid arguing or confronting the participant in any way.
o Do not impose your viewpoints.
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1 Resistance such as reluctance or refusal to talk, extreme guardedness, defensiveness, hostility,
etc. always has a reason (or more than oned see list above)d try to find out what it is.
o Understand why they are taking the stance they are taking:
A Clarify their interpretation of prodbl ems.
what do they mean to you?d6 You may find t
illness or a diagnostic label feared by the participant.
A AHave you been bierd orlei §tsil ki atgi @adout probl

so well?06 (can also inquire about friends
A (1f stigma is a concern) @l understand yo

might judge you for doing this. Given that concern, the degree to which you have

participated already is more than generou

A Explore whether there are practical concerns. Are they worried about time? Are
there chronic stressors at home? Do they have a private place in which to talk?
o Identify with their position (the joining principle)
A iBased on what youdre saying, I certainly
A ANow that youodve told me all that, | can
1 You may need to try to circumvent their emotional side and appeal more to the intellectual side,
perhaps exploring their reasons for participating in the study.
91 Appeal to their better nature, invite them to do the right thing, rather than what they feel like
doing.
o Al understand that you feel ypyohedopéobpheed t
o Invitethemto seethecounseloras a humanitarian (fostering i
help people, thatdéds what this is about. It m
you knowébo

Build self-efficacy for the participant who thinks that problems cannot be helped:

T Ildentify with this position (joining principle
not hing wil/l hel p. Assuming thatés true, it wo
way. o0

9 Provide hope aboutcopi ng i n Ygoeunbevrea lc.erfit ai nly gone througt
amazes me that just when people are ready to throw in the towel, they find strength to deal
with it, sometimes with just a |ittle help. o

T Listen for participantdédeiandorert tdfefmor id hteo f ¢ @
deal with it, and yofuYaudéyvealtraekeary tdloe nfgi rtshtats to
better. o Al 6m i mpressed that you have been ab

T Evoke participant 6 sgelydistenirgfor andreirdolcing the stgengthsin ¢ h a n
his/ her situation (family, spirituality, resilience, etc)

T Elicit history with similar symptoms. fiHave yo
experienced anything | i lortoreihfarce thdi grdblemsedghbe Us e i n
addressed.

T I'nstildl confidence in the program. AThe progr a
a new way that has worked for a | ot of people.
seem too big and overwhelming t o do anything about can be br

Let participant know that problems can affect outlook on life and cause people to be pessimistic, but as
people begin to actively work on problems they become more optimistic.
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Appendix D: Addressing Reluctance

Addressing Reluctance with the participant

Sometimes, participants who, during intake, have indicated an interest in engaging in the intervention,

may show reluctance when the time comes to actually begin. This may be manifest by the participant

indicating that (1) s/he does not have any problems to work on, or (2) s/he does not believe PST can

help with his/ her problems. The counsel or6s responses will differ
predominates. If the participantsimp |l v says fAl &d&m not interestedod wit hie
important to find out more about why before proceeding. See Appendix C, Engaging the

Participant. The COUNSELOR must have a thorough working knowledge of the participant

engagement and Ml methods discussed in Appendix C to deal with these reactions in a non-

confrontational manner. However, a few examples are copied in below.

If the participant says s/he does not have any problems:
Reinforce the positive aspects but refer to the symptom questionnaires completed at intake.

T Alt is great to hear that things are going wel/l
you indicated that you were experiencing (X). Has this problem completely gone away? What
about (Y)? Youmbnow, dloy nopr onleldes semetstsiamg | tyh at b
What about if we check in on those issues to mask

This is a perfect opportunity to use the Motivational Interviewing (Ml) technique of double-sided
reflection to capture the participantds ambivalence

T ASo it seems that you donot ontright noand atthetsanetineer e ar e
that X is driving you nuts. Have | got that right? So tell more about how X is driving you nuts,
etc. 0

Here you have givenadouble-s i ded refl ection to capture the part.i
and treatment, and you have ended with the side of the equation that favors change. In asking more

guestions about how X drives the participant nuts, the counselor may increase motivation for change. If

the participant is more reluctant to talk about the problem, you might restate the double-sided reflection

ending with the status quo part of the equation.

T Alt might very well be the case that there arenf¢
now. We can talk about PST now anyway, maybe using an example of something that used to
botheryou. Woul d you be willing?o

If the participant says s/he does not think PST will help:
[Always explore what the participant thinks are barriers to PST helping before using any
of the techniques below.]
T Al toés t r mightnotwark forBdiTeven though it works for many people. Everyone is

di fferent. What are some reasons this kind of afg
barriers, acknowledge, and use Ml techniques if appropriate]. How about if you think about it for
a week? I can check back in with you and see hc
you?o
T AWe can think about this | ater. I can tell you
T ATel |l me mor e about t ha ttionbéfaestalking about droblems) andrit t hi s
di dndét go so well ? That sounds | i ke it was a tc¢
fami |y member sAfterevalidateng past megative ¢xpefiences, say ASo i f vyo
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interested in seeing what | have to offer you, you would want to make sure not to involve X, v,
z. 0]

1 (Instill confidence and optimism.) i T

he program we are offering wild.l
has worked for a | ot of people. 0 AWe iame found
overwhel ming to do anything about can be broken
stressed out with problems, they dondt think any
they see that it starts to help and they feel m
If participant is open to another call despite ambivalence, go to wrap up.
T Al &m going to |l et you go in about 10 more minut e
covered today and what webve accomplished. o
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Appendix E: Behavioral Activation

ACTIVATE Reference Sheet for Counselors

A - Assess
T Assess the |ife situations that may be associat e
well as the secondary problem behaviors that have developed as the participant has tried to
cope with depression / anxiety.
1 Assess ongoing behaviors, using activity and mood monitoring charts as well as behavioral
analysis.

Follow these principles:
1 Changes in life can lead to depression / anxiety, and efforts to cope that provide relief in the
short term may keep you stuck over time
1 The clues to figuring out what is going to decrease depression / anxiety lie in noticing what
precedes and what follows important behaviors

C - Counter Avoidance with Structured Activation and Effective Problem Solving
T Acommon function of depressed / anxious participal
1 Using a problem-solving strategy and teaching clients to problem-solve can provide effective
ways to counter avoidance.

Follow these principles:
1 You can change how you feel by changing what you do
9 Structure and schedule activities in order to follow a plan, not a mood
o E.g., Use Life Areas, Values, and Activities Inventory

T - Take Time to Get Specific
1 Define and describe behavior in specific detail.
91 Define problems behaviorally.
9 Be concrete.

| - Include Monitoring
1 Use activity and mood monitoring charts to track participant behaviors and progress
1 Teach participants to monitor their own behavior by using written forms or other methods
preferable to them.

V - Validate
1T The COUNSELORv al i dates the participantds experience,
understanding of his or her actions and feelings.
1 The COUNSELOR is constantly responsive to the participant.
1 The COUNSELOR is nonjudgmental and matter-of-fact.

A - Assign Activities
1 Assign activities by using activity charts.
1 Set goals with the participant.
9 Assign activities in steps.
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T-

E -

Follow these principles:
9 Structure and schedule activities in order to follow a plan, not a mood
1 Change is easier when you start small
1 Emphasize activities that are naturally reinforcing
T Dondét just talk, do!

Troubleshoot
1 There will be barriers to change. The COUNSELOR uses troubleshooting in the session to help
overcome barriers, and he or she teaches the participant to troubleshoot.

Follow these principles:
1 Emphasize a problem-solving empirical approach, and recognize that all results are useful
9 Troubleshoot possible and actual barriers to activation

Encourage
The COUNSELOR encourages patrticipants to work from the outside-in.
The COUNSELOR remains optimistic.

Follow this principle:
1 Actasacoach

Adapted from Behavioral Activation for Depression: A Clinician's Guide by Christopher R. Martell, Sona Dimidjian.

and

Ruth Herman-Dunn. Copyright 2010 by The Guilford Press.
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Behavioral Activation: Life Areas, Values, and Activities Inventory

Life Area (1/5): Relationships

Examples:
Value: Being a loving parent
Activity: Tell my child I love them every day
Activity: Make a special breakfast for my child on Saturday
Activity: Pick up my child from school promptly each day
Value: Being an attentive and caring friend
Activity: Call my friend once per week
Activity: Text my friend
Activity: Ask my friend about his/her week
Value: Caring for the needs of your spouse
Activity: Make special plans with spouse
Activity: Tell spouse | love them every day
Activity: Buy my partner a surprise gift

Value: Enjoyment Importance
(0-10) (0-10)
Activity 1:
Activity 2:
Activity 3:
Value: Enjoyment Importance
(0-10) (0-10)
Activity 1:
Activity 2:
Activity 3:
Value: Enjoyment Importance
(0-10) (0-10)
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Activity 1:

Activity 2:

Activity 3:

Life Area (2/5): Life Area: Education/Career

Examples:
Value: Get more formal education
Activity: Ask a friend for advice about school
Activity: Write out a plan for enrolling in school
Value: Learn new skills for work
Activity: Ask someone at work to teach me a new skill
Activity: Take a class
Value: Be knowledgeable about the world around you
Activity: Read the newspaper everyday
Activity: Talk about current events to a stranger
Value: Improve your job performance and satisfaction
Activity: Set a work-related goal.
Activity: Read a book about my profession
Value: Find a new job that fits with your skills and interests
Activity: Look at job advertisements
Activity: Talk to someone who has a job available

Value: Enjoyment Importance
(0-10) (0-10)
Activity 1:
Activity 2:
Activity 3:
Value: Enjoyment Importance
(0-10) (0-10)
Activity 1:
Activity 2:
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Activity 3:

Value:

Enjoyment
(0-10)

Importance
(0-10)

Activity 1:

Activity 2:

Activity 3:

Life Area (3/5): Life Area: Recreation/Interests

Examples:
Value: Being active

Activity: Go to the park with my son
Activity: Take a walk outside
Activity: Play football on Saturday
Value: Being artistic and creative

Activity: Paint

Activity: Make crafts

Value: Making a sacrifice for something you believe in

Activity: Start a petition
Activity: Spend time helping at my place of worship
Value: Helping others less fortunate or who need help

Activity: Donate clothes
Activity: Spend 30 minutes helping an elderly person

Value:

Enjoyment
(0-10)

Importance
(0-10)

Activity 1:

Activity 2:

Activity 3:

Value:

Enjoyment
(0-10)

Importance
(0-10)
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Activity 1:

Activity 2:

Activity 3:

Value:

Enjoyment
(0-10)

Importance
(0-10)

Activity 1:

Activity 2:

Activity 3:

Life Area (4/5): Life Area: Mind, Body, & Spirituality

Examples:

Value:

Being physically healthy

Value:

Activity: Go to a doctor for a physical/check-up
Activity: Eat fruit everyday

Activity: Take my medication as prescribed

Talking to someone about your problems and feelings

Value:

Activity: Ask someone to lunch to talk
Activity: Write in a journal
Developing your religious/spiritual views

Value:

Activity: Talk with a religious figure
Activity: Talk to others with religious beliefs you are interested in
Living a spiritual life

Value:

Activity: Pray everyday

Activity: Read my religious material

Activity: Attend a religious service

Being tolerant, non-judgmental, accepting of others differences

Activity: Talk to someone with a different background
Activity: Read a book about a different culture

Value:

Enjoyment
(0-10)

Importance
(0-10)
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Activity 1:

Activity 2:

Activity 3:

Enjoyment
(0-10)

Value:

Importance
(0-10)

Activity 1:

Activity 2:

Activity 3:

Value: Enjoyment

(0-10)

Importance
(0-10)

Activity 1:

Activity 2:

Activity 3:

Life Area (5/5): Life Area: Daily Responsibilities

Examples:

Value: Being someone others can depend upon
Activity: Arrive at work on time
Activity: Offer to help someone who is very busy
Activity: Repay a debt

Value: Taking care of your belongings
Activity: Complete a much-needed household repair
Activity: Wash your clothes/shoes
Activity: Clean the house

Value: Being organized
Activity: Review my d a ya@twities the night before
Activity: Use a calendar to record dates and meetings
Activity: Develop a filing system for important paperwork
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Value: Enjoyment | Importance
(0-10) (0-10)
Activity 1:
Activity 2:
Activity 3:
Value: Enjoyment | Importance
(0-10) (0-10)
Activity 1:
Activity 2:
Activity 3:
Value: Enjoyment | Importance
(0-10) (0-10)
Activity 1:
Activity 2:
Activity 3:

Lejuez CW, Hopko DR, Acierno R, Daughters SB, Pagoto SL. Ten year revision of the brief behavioral activation

treatment for depression: revised treatment manual. Behav Modif. 2011 Mar;35(2):111-61
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Appendix F: PHQ-2 & PHQ-9

PHQ-2 performed at each session:

fOver the last 2 weeks, how often have you been bothered by any of the following problems?6

Not at | Several | More than | Nearly
all days half the every
days day
1. Feeling down, depressed, or hopeless 0 1 2 3
2. Little interest or pleasure in doing things 0 1 2 3

If answers total > 2, administer remainder of PHQ-9:

fOver the last 2 weeks, how often have you been bothered by any of the following problems?06

Not at | Several | More than | Nearly
all days half the every
days day
3. Trouble falling or staying asleep, or sleeping too
0 1 2 3
much
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3
6. Feeling bad about yourself 8 or that you are a
X . 0 1 2 3
failure or have let yourself or your family down
7. Trouble concentrating on things, such as reading
. . 0 1 2 3
the newspaper or watching television
8. Moving or speaking so slowly that other people
could have noticed? Or the opposite d being so
: . 0 1 2 3
fidgety or restless that you have been moving
.around a lot more than usual
9. Thoughts that you would be better off dead or of 0 1 > 3
hurting yourself in some way

If you checked off any problems on this questionnaire, how difficult have these problems made it for
you to do your work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
at all difficult difficult difficult
[] [] [] []
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PHQ-9 Score

Depression Code
0-4: C No Depression
5-9: C Mild
10-14: C Moderate
15-19: C Moderately Severe
20-27: C Severe

If total score is > 10 and functional impairment at least Somewhat Difficult, educate participant
about probable depression (i.e., symptoms, prevalence, impact on functioning, treatment).

If participant wishes to focus on Depression as a Problem, see Depression Education and
Assessment Phase.

If participant does not wish to focus on Depression as a Problem, see Depression Monitoring
Phase.

If scoreis >0 onitem 9, proceed with Emergency Response
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Appendix G: Anxiety Disorder Screen

Then ask the following questions

fiSince your |l ast depl oyment, have you é
No Yes
1. Had a spell or attack where all of a sudden you felt frightened, 0 1
anxious, or uneasy? (Panic)
2. Been bothered by nerves or feeling anxious or on edge? (GAD) 0 1
3. Had a problem being anxious or uncomfortable around people? 0 1
(SAD)
4. Had recurrent dreams or nightmares of trauma or avoidance of 0 1

trauma reminders? (PTSD)
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Appendix H: GAD-2

Over the last 2 weeks, how often have you been bothered by the following problems? For each

problem that | ask, you can answer either "not at all", "several days", "more than half the days", or

"nearly every day" in the last two weeks. (repeat options after at least the first 2 questions)

Not at all Several More than Nearly
days half the every
days day
Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control worrying 0 1 2 3
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Appendix I: BSI-A (with Anxiety Disorder Screen)

Over the last week, how often have you been distressed or bothered by the following problems?

Not at | A little bit | Moderately | Quite a | Extremely
all bit
Nervousness or shakiness inside 0 1 2 3 4
Felling tense or keyed up 0 1 2 3 4
Suddenly scared for no reason 0 1 2 3 4
Spells of terror or panic 0 1 2 3 4
Feeling so restless 0 1 2 3 4
Feeling fearful 0 1 2 3 4
Total Score
Thoughts that you would be better off dead
. . 0 1 2 3 4

or of hurting yourself in some way

If you checked off any problems on this questionnaire, how difficult have these problems made it for
you to do your work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
at all difficult difficult difficult
[] [] [] []
Then ask the following questions (Anxiety Disorder Screen from Anxiety and Depression Detector):
Since your | ast depl oyment, have yo No Yes
1. Had a spell or attack where all of a sudden you felt frightened, anxious, 0 1

or uneasy? (Panic)

2. Been bothered by nerves or feeling anxious or on edge? (GAD) 0 1
3. Had a problem being anxious or uncomfortable around people? (SAD) 0 1
4. Had recurrent dreams or nightmares of trauma or avoidance of trauma 0 1

reminders? (PTSD)

If BSI-A T-score is > 6 for males, total score > 7 for females and functional impairment is at least
Somewhat Difficult, educate participant about probable anxiety (i.e., symptoms, prevalence, impact on
functioning, treatment).
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9 If participant wishes to focus on Anxiety as a Problem, see Anxiety Education and
Assessment Phase.
1 If participant does not wish to focus on Anxiety as a Problem, see Anxiety Monitoring Phase.

If scoreis >0 onitem 9, proceed with Emergency Response.
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Appendix J: HIT-6

1. When you have headaches, how often is the pain severe?
Never | Rarely | Sometimes | Very Often | Always
6 8 10 11 13

2. How often do headaches limit your ability to do usual daily activities including household work, work,

school, or social activities?

Never | Rarely | Sometimes | Very Often | Always
6 8 10 11 13

3. When you have a headache, how often do you wish you could lie down?
Never | Rarely | Sometimes | Very Often | Always
6 8 10 11 13

4. In the past 2 weeks, how often have you felt too tired to do work or daily activities because of your

headaches?

Never | Rarely | Sometimes | Very Often | Always
6 8 10 11 13

5. In the past 2 weeks, how often have you felt fed up or irritated because of your headaches?
Never | Rarely | Sometimes | Very Often | Always
6 8 10 11 13

6. In the past 2 weeks, how often did headaches limit your ability to concentrate on work or daily

activities?

Never | Rarely | Sometimes | Very Often | Always
6 8 10 11 13

Total Score
Score Key:

>60: Consider referral to physician for evaluation if they have not already seen a physician for this.
(This does NOT mean that you cannot use the Headache Module in addition)

<60: Good candidate for using the Headache Module
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Appendix K: Insomnia Severity Index

Please rate the CURRENT (i.e. LAST 2 WEEKS) SEVERITY of your insomnia problem(s)

Insomnia problem None Mild |Moderate, Severe Very
severe
1. Difficulty falling asleep 0 1 2 3 4
2. Difficulty staying asleep 0 1 2 3 4
3. Problem waking up too early 0 1 2 3 4
Nightmares (NOT included in total score) 0 1 2 3 4

4. How SATISFIED/DISSATISFIED are you with your CURRENT sleep pattern?

_— i Moderately e e
Very Satisfied Satisfied Satisfied Dissatisfied Very Dissatisfied
0 1 2 3 4

5. How NOTICEABLE to others do you think your sleep problem is in terms of impairing the quality

of your life?
Not at all : Very Much
Noticeable Alie SO A Noticeable
0 1 2 3 4

6. How WORRIED/DISTRESSED are you about your current sleep problem?

Not at all A Little Somewhat Much Very Much
Worried Worried
0 1 2 3 4

7. To what extent do you consider your sleep problem to INTERFERE with your daily functioning

(e.g. daytime fatigue, mood, ability to function at work/daily chores, concentration, memory,

mood, etc.) CURRENTLY?

Not at all A Little Somewhat Much Very Much
Interfering Interfering
0 1 2 3 4

Guidelines for Scoring/Interpretation:

Add the scores for all seven items (questions 1 +2+3+4+5+6+7) =

Total score categories:

007 07 = No clinically significant insomnia

08i 14 = Sub threshold insomnia

151 21 = Clinical insomnia (moderate severity)

221 28 = Clinical insomnia (severe)
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Appendix L: Insomnia Reference Sheet for Counselors

Consequences of Insomnia

decreased QOL

impaired vigilance, concentration and memory

increased incidence of medical (e.g., pain, headache) and psychiatric (e.g., depression,
anxiety) conditions

increased risk of injury (e.g., falls, motor vehicle accidents)

increased doctor visits

increased absenteeism and decreased job performance

= =4 =4 = =4 =4

Evidence-based Treatments
- See 2005 NIH State of the Science Conference Statement

Sleep Hygiene

Sleep/wake principles
1 Maintain habitual bed and rise times
o In particular, get up at the same time each day
I Restrict time in bed
0 Stay in bed only as long as you are asleep
1 Explore the usefulness of napping
o Daytime naps may decrease nighttime sleep need

Environmental principles

Ensure bedroom is sufficiently dark

Minimize disturbing noise (use earplugs, if needed)

Ensure bedding, temperature and airflow are consistent with quality sleep
Ensure a nightlight does not illuminate the eyes while in bed

Eliminate or place bedroom clocks so that they cannot be viewed from bed
Eliminate other distractions, e.g., pets

= =4 =8 -8 -8 9

Diet and drug use principles
9 Avoid rich food late in the evening
1 Explore the usefulness of a late bedtime snack
0 Try snacking on foods that promote sleep
A E.g., milk, bananas, turkey, cheese, peanut butter
1 Avoid caffeine, alcohol and tobacco, esp. in the evenings
1 Be aware that OTC and prescription medications may adversely affect sleep

General principles

Know what normal, age-appropriate sleep patterns should be

Explore if bedtime habits disrupt sleep

Develop relaxing bedtime rituals, esp. 30 min before bedtime (e.g., soft music, warm bath,

enjoyable reading. Do not play video games, pay bills, etc)

Schedule a regular éworry timed during the day
Exercise regularly and moderately, but not within 2 hours of bedtime

Spend time outdoors in natural sun light

Avoid bright light during the night

E

=A =4 =4 A
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91 Avoid highly stimulating activities at night, e.g., work, intense movies
Stimulus Control

Sleep ritual
91 Develop a pre-bed ritual and ensure the bedroom is comfortable

Consistent bedtime and rise time
1 May need to gradually adjust if currently shifted

Go to be only when sleepy

Use bedroom only for sleep and sex
1 Avoid activities such as watching TV or working
9 Sleep only in bed, not on couch, Lay-Z-Boy, etc.

If unable to sleep, leave bedroom and return only when sleepy
1 Do something that is boring, such as listening to music or reading

Avoid daytime naps
91 If napping is needed, limit to 30 min and before 2 PM

Avoid detrimental behaviors and substances
Sleep Restriction 1T Sleep Compression

Set appropriate time in bed, based on Sleep Log
91 Determine average time asleep
i Settime in bed = average time asleep + 30 minutes (but never less than 4.5 hrs)
0 May do this immediately (sleep restriction) or gradually (sleep compression), based on
specific situation
0 Anchor schedule to desired wake time, i.e., get up at same time each day
1 No daytime naps

Adjust time in bed according to time asleep.
9 Iftime asleep > 90% of time in bed, then increase time in bed (~15 min) about once every 5
days
9 Iftime asleep < 80% of time in bed, then decrease time in bed (~15 min) about once every 5
days
1 Repeat procedure until participant can sleep for ~7 hrs or a reasonable desired amount of time

Set appropriate bed time and rise time based on target sleep time and lifestyle

Guidelines for treating nightmares
Options (use sleep log to monitor nightmares and sleep)

1. Imagery Rehearsal
1 Imagery education
o Imagery is often the last conscious activity before sleep
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o Imagery during the day may be a bridge to imagery at night
0 Practicing pleasant imagery before sleep may help decrease nightmares
1 Imagery training
0 Select one nightmare
0 Write down every element of the dream
o Change the nightmare any way you wish or, alternatively, change the end of the
nightmare
o Write new version down in detail
0 Rehearse the revised dream with imagery
1 Verbally describe old nightmare and new version
1 Practice new version imaginally
1 Rehearsethenewdream5-2 06 each day

2. Exposure

Writing down nightmares.

Reading the document aloud

Noting the theme (e.g., power, esteem, intimacy, safety, trust)
Changing the ending, writing a new script in accordance with the theme
Rehearsing the new ending aloud

Imagining the new ending

Too Too Too oo Too Too
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Appendix M: Weekly Headache Diary

DAY Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

DATE

Did you have a headache? For each day mark Y
for Yes or N for No

Rate your headache from 1 (very small) to 10 (very
big)

When did your headache start?

How long did your headache last?

Check the box if you had any of these symptoms
during your headache.

Nausea

Vomiting

Light hurt your eyes

Noises hurt your ears
Headache felt like throbbing

Headache felt like squeezing

Rate your ability to do work or other activities
0-normal, 1 mildly impaired, 2-moderately impaired,
3-severely impaired

Hours of sleep last night
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Weekly Headache Diaryd page 2

DAY Sunday | Monday Tuesday | Wednesday | Thursday | Friday Saturday
DATE
What may have triggered your
headache? (e.g., caffeine, sitting for too
long in front of a computer, muscle
strain, stress)
Treatment 1 (e.g., medication/dose;
nap; relaxation)
Treatment 1 effect (e.g., Pain
decreased, no effect)
Treatment 2, if any (e.g.,
medication/dose; nap; relaxation)
Treatment 2 effect (e.g., Pain
decreased, no effect)
Treatment 3, if any (e.qg.,
medication/dose; nap; relaxation)
Treatment 3 effect (e.g., Pain
decreased, no effect)
Other comments
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Appendix N: Sleep Log
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