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Preface

My primary reason for writing a second edition of this book is that both the field of cognitive-behavioral therapy (CBT) for chronic pain and my clinical skills have matured over the past decade. There are new clinical research findings to incorporate, and there are refined and adapted evidence-based techniques that can be employed in a structured CBT program. 

A further reason for this edition is that the health care system has begun to change, and we may soon see true behavioral health integration in treating chronic conditions such as chronic pain. Behavioral health providers can offer so much in helping patients self-manage chronic pain, but, until recently, such help has been sought out only for those patients with “emotional problems.” Additionally, as the United States struggles with an unprecedented opioid crisis, pain self-management techniques are needed now more than ever. Evidence-based cognitive-behavioral interventions, skillfully applied, can (and should) become a staple in the arsenal to fight chronic pain. 

If you are familiar with the first edition of this book, you will notice changes resulting from the maturation of psychosocial approaches for chronic pain. For example, I have placed a greater focus on common therapeutic factors known to enhance treatment success, such as therapeutic engagement through the incorporation of motivational enhancement techniques. Additionally, although the conceptual basis for the treatment program remains the stress–appraisal–coping model, the rationale for treatment given to patients involves presenting simplified information on how the brain processes pain. Information on the neurophysiology of pain, delivered in an understandable and usable manner, is arguably a key linchpin in getting patient buy-in to psychosocial treatment approaches. This edition leads the reader through the process of doing so. 

It also provides an explicit focus on the use of relaxation techniques, including diaphragmatic breathing, passive muscle relaxation, and mindfulness meditation. The incorporation of mindfulness meditation in Session 7 fits nicely into the cognitive model of pain and targets observing thoughts and feelings and letting them pass, rather than examining, challenging, and changing the thought content per se. 

One of the most requested adaptations to the original workbook has been to provide the treatment modules in such a way that they could be free-standing, meaning that each module vii 
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would have value/impact but not require attendance at the previous session in order to understand it. This flexible session formatting could allow patients to enter into an ongoing group at any point. This is particularly relevant for those rehabilitation centers or other private practices that admit patients in periodic cycles shorter than every 10 weeks (which is likely many of them). In the current edition, I have adapted the modules with this consideration in mind so that they are less dependent on each other. This edition also includes an introductory session that is meant to be given to any patient just starting out (i.e., before he or she joins an ongoing group). 

As in the first edition of the book, you are provided with therapist session outlines and client session outlines, worksheets, and handouts. The worksheets and handouts have undergone major formatting changes, becoming less linear and providing several key illustrations for clients. These materials are found at the back of each session. New to this edition are one- to two-page narrative summaries for clients (“patient guides”), relaxation scripts for therapists, and downloadable audios of the three relaxation techniques offered in the program. The worksheets, handouts, patient guides, assessment instruments (in the Appendices), and audio recordings of the three relaxation exercises offered in the program are all available for downloading from the Guilford Press website (see the box at the end of the   table of contents). 

Teaching this approach to other practitioners has been an interesting process over the years, especially teaching graduate students who are (usually) new to psychotherapy. Building from a 35-year history of practicing this approach, I have found it to be second nature. Teaching students and writing this book in a way that would be more than just an operations manual have required active reflection on all the components and steps of the approach as well as how they are integrated into a treatment gestalt. I hope the product will be useful to you and your patients in the quest for more appropriate and effective treatments for chronic pain. 

Intended Readers

This book is for providers who are already focusing on pain management, as well as for those who have more general practices but occasionally treat patients with pain. For those with more general practices, I envision two possible audiences. One group might have a health background (e.g., nurses, health educators) and have some knowledge of the medical aspects of pain but not be familiar with evidence-based psychosocial treatments for pain self-management. The other group might be behavioral health providers who have some familiarity with psychosocial treatments but not necessarily with pain management. Because I expect an audience with varied backgrounds, throughout the text I point to relevant additional sources for readers less familiar with certain topics (e.g., traditional CBT approaches for pain, the basics of cognitive therapy, the pathophysiology of pain). 

Terms of Reference

You will notice that I interchange the terms “patient” with “client” and “he” with “she” throughout the book. Because the active involvement of the recipient of treatment is so important and because the term “patient” often conveys that of a passive recipient of diagnosis and treatment, 
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I personally prefer to use the term “client.” Also, the term “patient” conveys an illness conceptualization that may not best serve the recipient of therapeutic services, even one with a chronic painful condition. At the same time, I acknowledge that the use of the term “patient” is most common in the health care field. Therefore, I have chosen to use both terms in this book. I have also chosen to use the terms “he” and “she” interchangeably when referring to both the practitioner and the recipient of services. 
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P A R T   I

Rationale, Theory, Research, 

and Assessment


C H A P T E R   1

Why Consider Cognitions 

When Treating Chronic Pain? 

Our thoughts, often automatic and not necessarily obvious in our immediate consciousness, have a profound impact on both our short-term reactions and long-term adjustment to pain. 

Cognitive therapy focuses specifically on helping people recognize their thinking patterns so that they can change their relationship to the thought or belief. This process may involve changing the content of the thought to bring it more in line with reality, but it may also involve letting the thought pass as “just a thought.” Cognitive therapy values and includes behavioral processes in its approach; the main difference between behavioral therapy and cognitive therapy is the conceptual rationale (and perhaps a more detailed focus on patient cognitions in cognitive therapy). Cognitive therapy is based on a cognitive model, which contends that our thoughts drive our emotions, our behavior, and, to some extent, our physical processes. 

Why Cognitive Approaches Are Important in Pain Management The interdisciplinary treatment of chronic pain has been the preferred method of treatment for several decades, with research to back its superiority over single- modality treatment (Dorflinger et al., 2014; Kamper et al., 2014; Turk et al., 2010). Historically, the first interdisciplinary pain clinics to include a psychological component in their treatment approach were based on the operant model of pain (Fordyce, 1976), and as such they were strongly behavioral. In a strict operant model, behavior is determined by reinforcement, and cognitions are less relevant to the prediction of behavior (Fordyce, Fowler, & DeLateur, 1968). Although the psychological treatment of chronic pain has since expanded to include the cognitive, its heritage is decidedly behavioral. Today’s psychologically based interventions are grounded within a cognitive-behavioral model (Turk, Meichenbaum, & Genest, 1983) and do consider cognitive factors, 3 
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including appraisals, beliefs, and expectations, as well as ongoing cognitive processes, such as automatic thoughts and self- statements. 

Although research has not yet identified the necessary and sufficient agents of change within cognitive- behavioral therapy (CBT), there is a wealth of research pointing to the importance of cognitions and adjustment to pain, in terms not only of perceived pain intensity, but also mood and functional ability (e.g., de Rooij et al., 2014). (See Chapter 3 for a more thorough discussion of the relevant research literature.)

For some patients, an unfortunate consequence of dealing with chronic pain may be that they come to develop a personal identity as “disabled chronic pain patients.” Such persons continue to seek diagnoses and may submit to increasingly invasive medical cures, often being referred to multiple medical professionals, to no avail. They also take on a “sick person” role, equating chronic pain with disability. The paradox is that patients who accept their pain as a chronic condition have  lower perceived pain levels,  less pain- related distress and depression, less avoidance of activities,  lower levels of disability, and  greater daily function (McCracken, Barker, & Chilcot, 2014). “Acceptance” here is defined as recognizing that one has a chronic condition that cannot necessarily be cured, letting go of fruitless attempts to completely rid oneself of the pain, working toward living a satisfying life despite the pain, and not equating chronic pain with disability. In fact, it has been suggested that one of the main aims of CBT should be to facilitate patients’ acceptance of their pain and, in doing so, to broaden their identity beyond that of a disabled chronic pain patient (Morley, Shapiro, & Biggs, 2004). 

This goal, however, requires starting with a patient who may have been caught on the 

“conveyor belt” of repeated invasive biomedical approaches (surgery, multiple medications); moving her toward being an active collaborator in pain self- management strategies (aimed not at completely eliminating the pain but rather at increasing appropriately paced activity and learning skills to regulate her thoughts, emotions, and behaviors); and facilitating the ultimate goal of adopting a new identity as a person with pain. Obviously, individuals will vary widely in terms of their level of motivation and commitment to take on a very new approach. The typical patient, though, has been well steeped in a biomedical- only approach to dealing with health-related problems and thus may enter into CBT with little understanding of what is involved— or may assume that such approaches are only for those without “real” pain. Thus, it is probably unrealistic to expect typical patients with pain to adopt behavioral self- management strategies without also helping them to better understand how pain works in the brain, as well as helping them explore their own thoughts, attitudes, and beliefs as they relate to pain and themselves as persons with a chronic painful condition. Helping clients to become aware of and examine the thoughts, beliefs, and cognitive schemas that are shaping their coping attempts is an important step in empowering them to take on a new set of strategies and, ultimately, a new self- identity. 

Such cognitive motivational techniques are the essence of this book. 

The father of operant treatment for chronic pain, Wilbert E. Fordyce, asserted that we must get patients with chronic pain to relinquish “ownership” of their pain, indicating that patients who “own” their pain have come to incorporate the pain/illness into their sense of personal identity (Fordyce, personal communication, October 22, 1999). This goal may be of immense therapeutic value because many sufferers  do experience chronic pain as “their pain.” 

Yet a key to successful treatment is the clinician’s understanding and acknowledgment of each patient’s pain experience. The challenge of cognitive therapy is to begin within the cognitive 
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and emotional framework of the patient and gradually invite the patient to enter into a different relationship with his pain. Regardless of the causes of the pain (and these causes are  always multifaceted), it is the person’s  experience of pain that is key to cognitive therapy. As we will see, there is clear evidence that the patient’s cognitive experience of pain is a better predictor of adjustment than any other variable. 

Bear in mind that a cognitive approach to pain does not imply that a person’s pain is not real. Many patients with chronic pain, upon being referred to a mental health practitioner, conclude that the physician believes their pain is psychogenic, functional, or psychologically based (in other words, not “real”). Indeed, when pain persists beyond the point at which an injury is declared to be healed, or when someone has pain but no biomedical etiology can be found, the patient is often assumed to be willfully exaggerating the pain, making it up to get out of something unpleasant or unconsciously “converting” a psychological issue into a physical one. Although some individuals knowingly fake their pain symptoms, persons characterized as malingerers or those with factitious disorder make up just a small percentage of the patients we are likely to see for pain management and cannot be reliably identified by any existing biomedical or psychological assessments (Fishbain, Cutler, Rosomoff, & Rosomoff, 1999; Howard, Kishino, Johnston, Worzer, & Gatchel, 2010). Nevertheless, for many individuals with chronic pain, these inferences only add insult to injury. An unfortunate related misconception is that patients willfully overreport the level of pain and distress they actually feel, and have more pain behaviors and greater dysfunction than are warranted by the physical evidence for the pain. 

There are many pejorative references made about “those kinds” of patients, such as “frequent flyers,” “known to the system,” “drug seekers,” or even “FOS”—the “full of **it” diagnosis. My personal archenemy terms are “pillbilly,” “houseplant,” and “attention whore.” As one might guess, being referred to by any of these labels is a recipe for promoting a combative rather than collaborative stance regarding managing the patient’s illness. 

When patients feel that the health care system has delegitimized their pain, they are less receptive to potential interventions by behavioral health practitioners. I have a favorite cartoon: a man sitting in a psychologist’s office, who exclaims, “Of course the pain is in my head. It’s a headache!” Pain is a perception, and like all perceptions, it is filtered through the brain. I tell my clients that, in a way, the pain  is in their heads—not in the way that others have implied but because all pain, even the pain of a broken leg, is processed in the brain. Pain is perceived as pain because the brain interprets the stimulus as pain. Since the brain is the organ that processes cognitions and emotions, the brain is responsible for integrating sensory, cognitive, and emotional information as part of the interpretive process involved in one’s overall experience of pain. The patient’s cognitive and emotional experience of his pain  is the reality. To really  do cognitive therapy, you must successfully “get into the patient’s head” as it relates to his pain. 

There is an exploding knowledge base regarding the plasticity of the brain and descending pain inhibitory mechanisms in the brain; this edition of the book uses the brain and what we currently know about it as its linchpin for treatment rationale. However, as you will see as we proceed, we offer this information to the patient in a way that is jargon- free, understandable, and immediately useful. In the next part of this chapter, I summarize what is known about pain perception, also linking this knowledge to movement from the biomedical model of pain to the biopsychosocial model. Treatment Module 1 shows you how to put this information in patient-friendly terms. 
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The Central Nervous System and Pain

Nociceptive Pain

The ability to recognize pain is critically important to the survival of the organism. Pain motivates us to withdraw from potentially life- threatening stimuli. People born with a congenital insensitivity to pain actually have a reduced life expectancy, owing to their inability to perceive pain- related stimuli. Pain sensations coming from skin, muscles, or internal organs are part of the somatosensory system. Pain receptors are called “nociceptors,” and instead of being special-ized sensory organs, they are free nerve endings. Free nerve endings are the receiving ends of nerve tissue in the skin, muscles, or viscera. Free nerve endings can be stimulated by a variety of means, including intense mechanical, thermal, or electrical stimulation. When tissues are damaged, free nerve endings are also chemically stimulated by the release of chemicals from injured cells. This chemical stimulation is a complex process, and the release of chemicals from injured cells in turn increases the sensitivity of free nerve endings to other chemicals (a process called “chemical sensitization”). Once free nerve endings are stimulated, the message travels to the spinal cord via transmission fibers— axons. Whereas the free nerve endings are at the receiving ends of neurons, the axon carries the message from one end of the neuron to the other. At the level of the spinal cord, the first neuron in the message chain communicates with a second neuron via an electrochemical process that releases neurotransmitters. From the spinal cord, pain messages travel to the brain via several different potential pathways, and neurons along the way serve as relay stations in the transmission process. 

Neuronal Plasticity

It is now clear that the morphology and physiology of the brain changes in response to the experience of pain itself. We call this phenomenon “neural plasticity”—the capacity of neurons to change their structure, their function, or even their chemical profile (Woolf & Salter, 2000). 

In the short term, brain- related pain processing can be altered (or “modulated”) in a way that increases the sensitivity of neurons to even mild pain signals. As an example of short-term modulation of brain processes involved in pain perception, tissue injury causes the release of chemicals from injured cells, which in turn creates an increased sensitivity of the free nerve endings to other chemicals, thus producing a change in the way the nerve endings process a pain stimulus. Once the tissue is healed, the hypersensitivity  usually returns to normal. Long-lasting alterations in neurons can also result from the experience of pain, and these changes are called “modifications.” Modifications of the nervous system are more long- lasting; they include such structural changes as an increase in the number of pain receptors in the spinal cord following tissue damage and inflammation, and a reduction in brain inhibitory processes following nerve injury, as well as relative reductions and increases in gray matter and cell connectivity (May, 2011; Woolf & Salter, 2000). Short- and long-term neural plasticity may lead to conditions that have previously gone unexplained. For example, “allodynia” is a condition in which nonpainful stimulation (e.g., light touch) produces pain; “hyperalgesia” is a situation in which a mildly painful stimulus produces intense pain; and “referred pain” is the perception of pain spread to noninjured tissue (Covington, 2000; Iadarola & Caudle, 1997). Often these processes persist after the damaged tissue has healed. In addition, “neuropathic pain,” or the sensation 
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of pain after injured nerve tissue has healed, is an illustration of the pathological alteration of the nervous system via the experience of pain. A good example of neuropathic pain is the long-lasting exquisite pain experienced by some people after a herpes zoster (“shingles”) outbreak. 

There is now good evidence that recurrent or chronic nociceptive input to the brain causes chemical and structural changes. Chronic pain is associated with  increases in cortical activity in brain areas associated with the area of the body where pain is experienced and a shift in how the brain maps or represents these areas. Furthermore, in a longitudinal study examining the trajectory of acute to chronic pain, as pain duration increased, the relative activation in cortical activity in regions of the brain associated with emotion became greater than the cortical activity in the somatosensory cortex, which the authors cleverly referred to as “shape- shifting” (Hashmi et al., 2013). Numerous studies have now reported that pain chronicity produces a specific pattern of  decreased gray matter in areas of the brain involved in the inhibition of pain (e.g., cingulate cortex, insula, temporal lobe, and frontal/prefrontal cortex; Apkarian et al., 2004; Kuchinad et al., 2007; Labus et al., 2014; May, 2011; Yang et al., 2013). It is important to note that this pattern of expansion and/or shrinkage is not randomly distributed, is linked to pain duration, and may represent neural changes due to the pain itself or changes due to the consequences of pain—but likely represent both changes (May, 2011). 

The Gate Control/Neuromatrix Model of Pain

In their now famous gate control theory of pain, Ronald Melzack and Patrick Wall (1965, 1983) hypothesized that a gating mechanism in the spinal cord (specifically, the substantia gelatinosa of dorsal horn, which houses small interneurons that receive pain signals coming from the periphery and sends them on to the brain) can modulate the pain signals that ultimately reach the somatosensory cortex. (The somatosensory cortex is what we think of as the final destina-tion of pain signals, where neurons are arranged into multiple maps of the body surface, each responding to a different kind of stimulation to a different part of the body [Holmes, 2016].) The revolutionary idea of the gate control model was that the central nervous system was not a mere receiver and transmitter of pain signals, but could decrease or increase the experience of pain by changing actual sensory input getting to the somatosensory cortex. Melzack and Wall also proposed that many areas of the central nervous system were involved in the experience of pain, rather than a single “pain center.” They specifically implicated brain- mediated cognitive and affective factors as part of the neural process of pain perception. Updated to incorporate more recent research findings regarding brain processes, including the interaction of ascending and descending systems, the neuromatrix model of pain was later proposed as an extension of the gate control theory (Melzack, 1993, 1999). 

The gate control theory opened the door for pain to be included within the biopsychosocial model of illness, and the integrated gate control/neuromatrix model provided an enhanced understanding of these processes (Melzack & Katz, 2013; Negm & MacIntyre, 2012). There is now strong evidence that a widespread network of neural loops involved in emotion and cognition (including such structures as the thalamus, limbic system, and various parts of the cerebral cortex) have connections to the somatosensory cortex, where pain is “mapped.” These networks also send descending signals to the spinal cord gating mechanism, thus allowing for the transmission of more, or fewer, pain signals. 
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To give just a few examples of how cognitions and emotions are intimately involved in brain activity and the experience of pain, here are three relevant studies. In a study using functional magnetic resonance imaging (fMRI), researchers demonstrated that distinct areas of the brain are involved in pain processing (electric shock) versus pain anticipation (a light indicating the electric shock may or may not be coming) (Ploghaus et al., 1999). More importantly, although the level of brain activation in the regions associated with sensory pain processing remained stable across time, the level of activation in the more cognitive- emotional pain anticipation regions  increased over time. In another experimental pain/fMRI study, when researchers manipulated the mood of pain-free participants, negative affect increased reports of pain intensity  and was associated with more activity in the cingulate cortex and amygdala— 

both part of the limbic system (Berna et al., 2010; Yoshino et al., 2010). Furthermore, a clinical fMRI study demonstrated the association of higher scores on a psychological measure of harm avoidance with greater activity in the amygdala— part of the limbic system (Ziv, Tomer, Defrin, 

& Hendler, 2010). 

Tissue Damage and Pain

As we now know, the experience of pain does not have a one-to-one correspondence with amount of tissue damage (which, importantly, does not mean the pain is not real). A wealth of research supports this fact. Many of the most common chronic pain problems (back pain, headache, fibromyalgia) reveal little physical pathology when assessed (Okifuji & Turk, 2015). A very important early research study comparing the spinal MRIs of patients  with back pain to those of people  without back pain reported that a large percentage of the people  without any back pain showed significant disc abnormalities (Jensen et al., 1994). This finding has been replicated multiple times in back, hip, and knee studies (Blankenbaker et al., 2008; Borenstein et al., 2001; Carragee, Alamin, Miller, & Carragee, 2005; Jarvik et al., 2005; Link et al., 2003). Although tissue injury (or tissue healing) is still treated as if it is the best predictor of pain relief, it is not. 

As just one example of multiple studies dispelling this myth, in a study of workers with low back injuries, researchers found that depression, fear avoidance, and fear of movement (i.e., cognitive and affective variables) predicted 85% of the variance in recovery 6 months later, while actual physical pathology was a very poor predictor (George & Beneciuk, 2015). 

Another common misconception is that acute injury  always produces pain. If you break your leg, everyone expects you to be in pain. The fracture can be seen on the X-ray; it is quanti-fiable; it is therefore considered “real,” and pain is seen as justified. Nevertheless, the relationship between acute injury and the experience of pain is not as automatic as you might think. For example, during World War II, many U.S. soldiers as well as local citizens were severely injured in a battle in Anzio, Italy. Frank Beecher, who was one of the medics there and later went on to become a pain researcher, observed that the meaning of the pain had a great deal to do with a person’s experience of pain. Injury to the soldiers meant that they were going home, and many, even those with traumatic amputation of a limb, did not need pain medication. In contrast, the citizens of Anzio had no means of escape; with similar injuries, they experienced fierce pain and required a great deal of analgesic medicine (Beecher, 1959). This example holds personal relevance for me because my father was in General George Patton’s artillery and, like many others, lost a limb at Anzio. Although he didn’t remember being interviewed by Beecher, he did remember thinking, “This is my ticket home!” 
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It is now clear that cognitions, emotions, and pain experiences can actually change the way the brain processes input from pain receptors. In Chapters 2 and 3, I link what we know about the neural processing of pain to CBT approaches and the treatment approach covered in this book in particular. 

Nomenclature Used for Defining, Diagnosing, and Treating Pain Disorders Taxonomies of pain, pain diagnoses, and pain treatment methods are not covered in depth in this book. However, I provide some brief information below, as well as references to other resources. 

Definitions of Pain

Consistent with the biopsychosocial model of pain, the International Association for the Study of Pain (IASP, 2014) defines “pain” as an unpleasant experience that accompanies both sensory and emotional modalities; may or may not be accompanied by identifiable tissue damage; and is influenced by multiple factors, including cognitive, affective, and environmental. Although the IASP does not provide definitions of “chronic pain,” “acute pain,” or “recurrent pain,” since these terms are frequently used clinically and in the research literature, brief descriptions of these and other relevant terms are included in Table 1.1. See Turk and Okifuji (2010) for a fuller discussion of pain taxonomy. 

TABLE 1.1.  Common Pain Terms

•   Pain: “An unpleasant sensory and emotional experience associated with actual or potential tissue damage, or described in terms of such damage” (IASP, 2012). 

•   Acute pain: Pain that is elicited by injury and activation of pain receptors (e.g., trauma, surgery, disease), usually lasts a short time, and remits when tissue is healed. Biomedical intervention is typically sought and often effective (Turk & Okifuji, 2010). 

•   Chronic pain: Pain that is often (but not always) elicited by an injury but worsened by factors removed from the original cause, usually lasts a long time, interferes with daily function, and is not explained by underlying pathology. Biomedical intervention is frequently sought and rarely effective (Turk & Okifuji, 2010). 

•   Chronic pain versus acute pain: A distinction commonly defined via arbitrary chronological demarcations (3 months, 6 months), or based on subjective notions of whether the pain extends beyond the expected healing period (Turk & Okifuji, 2010). 

•   Recurrent pain: Pain that is episodic (usually brief) but occurs across an extended time period, thereby sharing characteristics of both acute and chronic pain. Because the problems extend over a long period of time, social and behavioral factors may be more influential over illness behavior than over acute pain (Turk & Okifuji, 2010). 

•   Pain behaviors: Verbal or nonverbal actions that communicate discomfort (sighing, grimacing) or are used in an attempt to ameliorate pain (rubbing, using prosthetic devices; Prkachin & Craig, 1986). 

•   Disability: Restriction or loss of capacity to perform an activity in the normal manner (Turk & Okifuji, 2010). Note that  dysfunction, characterized by disuse or lack of performance of a behavior, but not inability to perform a behavior, can result in eventual disability. 
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Pain Diagnoses

Until October 2015, patients with pain could receive diagnoses in two ways: via the diagnostic system of the  International Classification of Diseases (ICD), which physicians use to classify physical health problems as well as mental disorders, or via the  Diagnostic and Statistical Manual of Mental Disorders (DSM), which psychiatrists and psychologists use to classify mental disorders. It was certainly possible for patients to receive ICD diagnoses of physical health problems as well as DSM diagnoses of mental disorders, and, clearly, comorbidity is not uncommon. Clinicians working with patients who have chronic pain can expect these individuals to carry either or both categories of diagnoses. In versions of the DSM prior to DSM-5, a diagnostic category of pain disorder was an option. DSM-5 does not have this category; the most closely related category would be somatic symptom disorder with predominant pain (American Psychiatric Association, 2013). The Health Insurance Portability and Accountability Act (HIPAA) has now mandated that ICD-10 (World Health Organization, 1992) be used for diagnostic coding of all services, which makes DSM-5 legally irrelevant (D. Bruns, personal communication, February 18, 2016). The ICD-10 diagnostic code for pain disorder with related psychological factors is F45.42. 

Procedural Codes for Treatment

Under the Current Procedural Terminology (CPT) coding system, which provides reimbursement codes for mental health practitioners, activities that have been most frequently reimbursed include clinical interviews; psychological assessments; and individual, couple, and group therapy for patients diagnosed with mental disorders. In January 2002, six additional procedure codes, called the Health and Behavior (H&B) Codes, were put in place, and they now provide the means for behavioral health practitioners to work with patients who have physical health TABLE 1.2.  Health and Behavior Assessment and Intervention Reimbursement Codes under the CPT Coding System

•  96150: Initial health and behavior assessment (e.g., clinical interview focusing on pain condition, associated distress, perceived disability; pain-specific questionnaires). 

•  96151: Reassessment of a previously assessed patient to determine the need for further treatment. May be conducted by a clinician other than the original assessor (e.g., interpretation of pain-related questionnaires and pain diaries, behavioral observations of patient–spouse or patient–partner interactions). 

•  96152: Individual intervention sessions (can be weekly) to modify psychological, behavioral, cognitive, and social factors affecting the patient’s physical health (e.g., individual cognitive therapy to modify the patient’s motivation to engage in pain self-management behaviors). 

•  96153: Group intervention sessions (two or more patients) to address biopsychosocial issues associated with physical health (e.g., group cognitive therapy to modify patient’s belief systems regarding the cause, appropriate treatment of, and ability to self-manage pain). 

•  96154: Intervention session with family and patient present (e.g., couple therapy to examine and change maladaptive interaction patterns promoting disability in the patient). 

•  96155: Intervention session with family of patient, without the patient present (e.g., cognitive therapy with family members of patient during an invasive procedure). 
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problems but may not have mental illness diagnoses. These codes provide for assessment and intervention activities, including cognitive, behavioral, social, and psychophysiological procedures used for preventing, treating, or managing health problems. Table 1.2 provides a list of the H&B Codes. Medicare, Medicaid, and most private insurers now reimburse for H&B Codes, although at a lower rate per hour than with psychiatric codes. There is statewide as well as private insurer variability in the type of professional who is eligible to bill under the H&B 

Codes. For a detailed discussion of the H&B Codes, as well as excellent coverage of financially sustainable models of the practice of psychology in a medical setting, see Bruns, Kessler, and Van Dorsten (2014). 

The Stress–Appraisal–Coping Model

The biopsychosocial model underscores the important interactions among biological, psychological, and social variables regarding illness and pain. Although it provides an important general reference point, it does not focus on cognitive mechanisms in sufficient detail to be used as an organizational guide for cognitive therapy. Cognitive therapy starts with conceptualizing the client’s problems via the cognitive model. The cognitive model (Beck, 1976) is based on the understanding that patients’ cognitions have an impact on other thoughts, emotions, behaviors, and even physiological processes. Lazarus and Folkman’s (1984) transactional model of stress provides a good organizational framework for this cognitive treatment approach. 

There is a huge literature regarding the impact of stress on the expression and course of many disorders, including chronic pain. In a nutshell, the stress– appraisal– coping model as applied to chronic pain suggests that patients’ cognitions have a direct impact on their adjustment to chronic pain through their appraisal of the pain and related stressors, their beliefs about their ability to exert control over the pain situation, and their choice of coping options. 

Treatment Rationale

Although the stress– appraisal– coping model provides a good conceptual/organizational structure for the treatment, I no longer use it as the main treatment  rationale given to patients at the initiation of treatment. I now provide a greatly simplified version of the gate control/neuromatrix model as a rationale for treatment, and clients’ responses have been overwhelmingly positive. For example, in a qualitative analysis of posttreatment interviews following group CBT 

compared to group education, participants in both conditions noted that learning about the gate control model was particularly useful to them as a way of helping them understand their pain experience (Day, Thorn, & Kapoor, 2011). Providing some educational context for why we will be focusing on thoughts and emotions, and tying it to what we know about brain processing of pain, simply makes sense to patients. They also wonder why they have never before been provided with this information! I expand on both the conceptual/organizational model (stress– 

coping model) and the treatment rationale in coming chapters. 
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Overview of This Book

Following this first chapter, Chapter 2 presents the stress– coping model as a conceptual/organizational model for the treatment and describes the gate control/neuromatrix model as the treatment rationale. Chapter 3 summarizes the research supporting the importance of cognitions in the experience of pain and provides the justification for targeting cognitive variables in our treatment methods. Chapter 4 provides guidance for the psychosocial assessment of chronic pain and underscores its relevance to the cognitive treatment approach. Some of the suggested assessment instruments are included in the Appendices. For others, the reader is guided to online resources. Part II of the book presents a 10-module manualized treatment approach for the application of cognitive therapy techniques for chronic pain. The treatment modules are preceded by an introductory chapter, which considers general therapeutic issues regarding the process of implementing cognitive therapy for pain management. Each treatment module includes case vignettes and excerpts of session transcripts to illustrate the actual therapeutic issues that arise and to help bring to life the therapeutic techniques used to deal with them. 

Each module also includes session outlines for therapist and client, a narrative summary of the session for the client, and worksheets/handouts, which can be reproduced and given to clients for their use. 

Chapter Summary

In this chapter, I have introduced the rationale for providing a book focused on cognitive interventions for pain management. The neurophysiology of pain, and how it relates to the importance of thoughts and emotions, has been reviewed and linked to the biopsychosocial model. Current definitional, diagnostic, and treatment procedure nomenclature has also been reviewed. The organizational framework for the treatment approach covered in this book, the stress– appraisal– coping model of pain, has been introduced, and the treatment rationale, based on the gate control/neuromatrix model of pain, is noted as an important addition for the patient. 

Chapter 2 provides more details of the stress– coping model and the treatment rationale. 

C H A P T E R   2

Conceptual/Organizational Model 

and Treatment Rationale

 Cognitive Therapy for Chronic Pain

Cognitive therapy is based on a rich theoretical tradition. The theory in this area is continually evolving and being sharpened, and at the same time, it provides a solid foundation for the research and clinical work that draws from it. However, in order to fruitfully apply cognitive theory and therapy to pain- related issues, clinicians need an evidence- based understanding of the interface between cognition and chronic pain. This chapter introduces a stress– coping model of pain, which can provide this understanding in a clinically useful way. It also provides the organizational structure for the book. 

I begin with Lazarus and Folkman’s (1984) transactional model of stress, considering the elements of their model and developing them as they apply to pain. The model is represented in Figure 2.1. I use their model as an organizational base for several reasons: 1.  It is multidimensional, incorporating temperament, biological factors, social considerations, thoughts, and behavior; it is also reciprocal, recognizing that one dimension can affect the other, and vice versa. 

2.  It considers cognitions at several levels, including immediate reactions to environmental changes, thought processes developed to sort and choose coping options, and deeper beliefs developed over time. 

3.  It is a model of stress, and chronic pain is clearly stress- related. 

In this chapter, I take a transactional stress model and develop each construct as it relates to the psychosocial pain literature, focusing on cognitions. Research findings since publication of the first edition of the book have been integrated to elaborate on aspects of the model that we now know more about. 

According to the transactional model of stress (Lazarus & Folkman, 1984), dispositional variables such as personality, stable social roles, and/or biological parameters can affect a 13 
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Individual

Characteristics:

biological processes; 

social/environmental

contexts; personality

Secondary

Primary Appraisals:

Appraisals:

Coping:

threat; harm/loss; 

automatic thoughts; 

cognitive; behavioral

challenge

intermediate beliefs; 

core beliefs 

Adjustment:

physical; social; 

psychological

functioning

FIGURE 2.1. The stress– appraisal– coping model of pain. 

person’s interaction with a stressor. In addition, people engage in a series of dynamic appraisal processes that influence their response to the stressor, including whether coping responses will be attempted and, if so, which ones. Appraisal processes are thoughts (cognitions), and they involve cognitive interpretations of events or stimuli. “Primary appraisals” are those relating to judgments about whether a potential stressor is irrelevant, benign/positive, or stressful. Beliefs about coping options, and their possible effectiveness, are called “secondary appraisals” in the transactional model of stress. Deeper beliefs about the self, referred to in cognitive therapy as 

“core beliefs,” also have a profound influence on one’s appraisal processes, emotions, and coping behavior. Coping behavior, which involves both cognitive and behavioral efforts to manage stress, ultimately influence important adaptational outcomes such as occupational and social functioning, morale, and somatic health. 

Clearly, the various components of the transactional model of stress are reciprocally related to each other. Furthermore, although the components of the transactional model are discussed separately for organizational purposes, it is important to understand that they are not orthogo-nal. For example, the construct of fear of pain could be considered a primary appraisal but could also be considered under the “emotions” category of individual differences. Furthermore, catastrophic thinking about pain has been variously considered as a primary appraisal process, a secondary appraisal process, and a coping process (Sullivan, Thorn, et al., 2001). It is clear that the demands of a stressor do not remain static but are constantly changing. As the demands change, appraisals change, and coping responses are subsequently altered. We all must constantly adapt to the changing demands of our stressors. Unfortunately, for people with chronic pain, the episodes of interaction between appraisal and coping efforts often reflect a downward 
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spiraling of adaptation and functioning— ultimately leading to a syndrome of disability. This outcome is what we are hoping to prevent with our psychosocial treatments. 

Individual Characteristics

A cognitive perspective of pain does not negate the importance of individual variables, such as biological processes, temperament, and social issues. Such factors are important in understanding the whole person and in formulating an appropriate case conceptualization. However, a cognitive conceptualization of pain suggests that cognitions interact with these variables in an important way and that cognitive therapy can influence cognitive processes, which in turn can influence biological, social, and personality issues. 

Biological Factors

As we continue to learn more about the interaction of body and brain (and of course, the brain is part of the body), learning about pain neurophysiology becomes paramount, as does teaching our patients what we know. Pain neurophysiology was covered in Chapter 1 and is mentioned again in this section. I also provide a brief introduction to biomedical interventions for pain, both invasive and pharmacological. 

 Tissue Damage and Pain

In Chapter 1, I covered the evidence that the perception of pain is not necessarily predicted by the extent of tissue damage. It is important to emphasize that the biopsychosocial model of pain does not negate the importance of appropriately assessing and treating damaged tissue— 

especially if it poses a life- threatening situation (e.g., headache associated with brain tumor or stroke), or if there is a probability that the damaged tissue, if not repaired, will cause further structural damage and functional disruption (e.g., back pain associated with disc herniation pressing on the spinal cord). Yet, the conceptualization that  all pain is associated with tissue damage that must be (and can be) located and repaired has led to a misunderstanding that “hurt 

= harm” and that “real pain” is discoverable via a biomedical marker and curable via the right biomedical intervention. 

In practice, biomedical approaches still trump psychosocial approaches in our current health care system, and an integrated system of care is still aspirational. This assertion is, in part, based on the steady decline of interdisciplinary pain treatment programs and the continued rise in invasive interventional approaches to pain management. One example is the increase in spinal fusions with laminectomy for patients with spinal stenosis, with an associated surgical cost of well over $100,000 (Lad, Babu, Ugiliweneza, Patil, & Boakye, 2014). In 2012, laminectomies were the third most common surgery performed during inpatient hospital stays (Fingar, Stocks, Weiss, & Steiner, 2006). Since the rate of spinal fusion “failures” is as high at 40% (Chan 

& Peng, 2011) and since one’s chances of having pain relief with surgery decreases with each subsequent surgery (Nachemson, 1993), these are rather distressing statistics. Fortunately, in at least some states, there is some indication that the tide is moving back toward treating the multidimensional pain experience rather than focusing solely on a single (biomedical) aspect. 

16 

R AT ION A L E, T HEOR Y, RESE A RCH, A ND ASSESSMEN T 

For example, a 1992 Colorado workers’ compensation law (the so- called biopsychosocial law) mandated the use of a biopsychosocial model of care for injured workers (Bruns, Mueller, & Warren, 2010). A comparison of national data to Colorado data showed that Colorado inflation of costs were one-third that of national inflation of costs over 15 years since implementation of the law (Bruns, Mueller, & Warren, 2012). Furthermore, using Medicare reimbursement rates and comparing the cost of a typical lumbar fusion to a standardized 10-session group CBT 

approach, the authors calculated that the surgical costs alone were 168 times greater than the CBT costs (Bruns et al., 2012). 

Given that the biomedical conceptualization of pain as tissue pathophysiology is tenacious in health care as well as in society, it is not surprising that those with persistent pain use biomedical findings as “proof” that their pain is “real,” and feel angry and confused when no tissue pathology is found. It is important to note that the converse belief is just as harmful: When well- meaning clinicians inaccurately conclude that pain is completely independent of tissue pathology because it is a perceptual experience filtered through the brain, we can do the patient a great disservice. Biomedicine continues to develop and utilize increasingly sophisticated tools in an effort to identify potential tissue pathology, including blood profiles, X-rays, CT scans, and MRIs, and these tools are an important resource in the biopsychosocial consideration of patients with pain. 

 The Brain

The brain is a crucial determinant of one’s cognitive, affective, and behavioral state, since it governs all other processes. The brain is the organ that is responsible for the perception of pain, and, as discussed in Chapter 1, there is good evidence that recurrent or chronic nociceptive input to the brain causes chemical and structural changes. Chronic pain is associated with increases in cortical activity in brain areas linked with the area of the body where pain is experienced and a shift in how the brain maps or represents these areas. Furthermore, numerous studies have now reported a specific pattern of decreased gray matter associated with pain chronicity (May, 2011). The cognitive perspective suggests that the thoughts and feelings associated with one’s physical state can have a profound impact on brain physiology itself. Fortunately, evidence is now emerging that psychological approaches such as cognitive- behavioral therapy may reverse some of the neural changes associated with chronic pain. In one study of patients treated with an 11-week CBT program compared to healthy controls, pre- to posttreatment comparisons of the CBT- treated patients showed increases in the prefrontal and posterior parietal cortex, with reductions in the somatosensory cortex (Seminowicz et al., 2013). The researchers propose that the increased volume in the prefrontal and posterior parietal lobes reflects the reappraisal of pain and greater sense of control (mechanisms proposed in the gate control/neuromatrix theory to exert inhibition of pain signals at the spinal cord gating mechanism; see Chapter 1). Furthermore, a decrease in the somatosensory cortex may reflect reductions in the perception of pain severity. A follow- up randomized controlled study of patients treated with CBT (compared to an active education control condition) showed reductions in connectivity between the limbic system (emotions) and other areas of the brain, as well as increases in connectivity between prefrontal cortices (cognition) and other regions of the brain (Shpaner et al., 2014). Although it is too early to make definitive conclusions, these studies may herald the beginning of our understanding of the neural mechanisms of psychosocial treatments (Okifuji & Turk, 2015). 
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 Comorbid Disease States

Many biomedical diseases include pain as a concern, and indeed, pain is one of the most common reasons why people seek medical care (IOM, 2011). Particular disease states are important to consider when treating chronic pain. Some diseases associated with pain (e.g., sickle cell ane-mia, lupus) may have widespread and devastating physiological consequences, which are often degenerative. Other disorders (e.g., fibromyalgia), although recognized as disease states per se, are poorly understood in terms of pathophysiology or course of illness. Extensive knowledge regarding pathophysiology and disease states is the purview of physicians, which means that part of any health care provider’s comprehensive understanding of a patient with pain will come via communication with one or more physicians involved in the patient’s care. This communication will include information regarding physical assessment procedures, diagnostic information, and physical interventions such as surgery and medication. One common anecdotal complaint made by physicians is that mental health providers are a “black hole” of communication. We are working toward change in this regard with the advent of integrated care, but behavioral health practitioners would do well to correct the perceived communication problem. 

 Biomedical Interventions for Chronic Pain

A variety of biomedical interventions are used to treat patients for chronic pain. Generally speaking, biomedical interventions are invasive (e.g., surgery) or noninvasive (e.g., medication). 

Biomedical interventions, like biomedical assessments, are an important tool in the biopsychosocial treatment arsenal. 

INVASIVE MEDICAL PROCEDURES

Invasive medical procedures include surgical options meant to repair or replace structurally damaged tissue, approaches meant to interrupt (or destroy) the pain signal at the level of the peripheral nerve conducting the signal to the brain, or methods used to deliver analgesic medication either to the target organ or to the brain via cerebrospinal fluid. Table 2.1 provides a summary of common invasive medical procedures. 

PAIN MEDICATIONS

Pain medications, particularly opioid medications, may currently be the most controversial and polarizing topic within the area of pain management. Both sides of the opioid use argument are vehement in their rationales, arguments, and practices. The controversy has left patients squeezed in the middle, often with few options and escalating desperation. 

Opioid therapy for chronic pain has skyrocketed in the past two decades, with an increase in prescriptions ranging wildly from 200% for morphine to almost 900% for hydrocodone (Manchikanti, Helm, Janata, Vidyasagar, & Grider, 2012). A systematic review and meta- analysis of the literature concluded that opioids are better than placebo for pain relief and ability to function, but compared to other analgesic drugs, opioids show only a small edge over non- opioids in pain relief and no greater advantage to function (Furlan, Sandoval, Mailis- Gagnon, & Tunks, 2006). In a recent review, Okifuji and Turk (2015) concluded that opioids provide pain relief 
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TABLE 2.1.  Invasive Medical Procedures for Chronic Pain

•   Surgery: Usually offered if there is structural damage that can be repaired (e.g., discectomy followed by spinal fusion) or replaced (e.g., total knee replacement). 

•   Nerve blocks: Injection of local anesthetic, epinephrine, corticosteroids, and/or opioids into the nerve or group of nerves associated with pain report. 

•   Epidural injections: Injection of corticosteroids and/or local anesthetics into the epidural space around the spinal cord (and associated peripheral nerves). 

•   Facet joint injections: Injection of corticosteroids and/or local anesthetics into one or more of the joints located between each set of vertebrae. 

•   Spinal cord stimulation: Surgical implantation of electrodes into the epidural space around the spinal cord, with a connected pulse generator implanted elsewhere and a remote control available to the patient. 

•   Ablation: Surgical removal via radiofrequency heat of specific peripheral nerves associated with the pain report. 

•   Intrathecal pump: Surgical implantation of a device that delivers analgesic medications directly into spinal fluid. 

•   Trigger-point injections: Injection of corticosteroids and/or local anesthetics into the muscle group associated with pain report. 

•   OnabotulinumtoxinA (Botox) injections: Injection of botulinum toxin into muscle groups to block the release of acetylcholine, reducing muscle contractions. 



 Note. Adapted from Murphy et al. (2014). Public domain. 

comparable to CBT-based approaches but poorer improvements in function. Certainly, part of the concern regarding opioids in particular is their ability to produce tolerance, abuse, physical dependence, the practice of diversion (selling their drugs to others) by some patients, and (increasingly common) death by overdose (Dart et al., 2015). 

Researchers are continually trying to formulate more and more specifically acting opioids that produce analgesia but reduce abuse potential. For example, buprenorphine (Suboxone, Subutex) is a partial opioid agonist (meaning that it binds to the opiate receptor more weakly and is thus less potent than full opioid agonists like oxycodone or heroin), and naloxone (an opioid antagonist) is added to reduce abuse potential via crushing and snorting or liquefying and injecting the drug. The skeptical public and research community recall spectacular failures in regard to formulating “nonaddictive” opioids, such as oxycodone (Oxycontin), which though formulated to be a continuous release opioid, was easily reduced to powder or liquid and snorted or injected for a full (over)dose effect. Thus, many are understandably dubious about newly formulated opioid products until appropriate scientific research trials are conducted. A related concern regarding medications may have to do with a recent population- based movement that rails against “Big Pharma,” their profit margin, and cases of outright criminal fraud in advertis-ing or the withholding of data regarding risks. Another (controversial) effort to stem the tide of opiate overdoses involves providing patients who are prescribed opiates with ready access to naloxone (Narcan, Envizio), which quickly reverses the respiratory depression responsible for many drug overdose deaths. 

A recent study examined the prescription patterns of physicians for antidepressants, anx-iolytics, seizure medication, antinausea drugs and analgesic prescriptions in the 17 states with medical marijuana laws in place by 2013. For prescriptions filled by Medicare Part D enrollees from 2010, all of the above categories of prescriptions decreased, and the average number of 
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analgesic prescriptions fell by 1,826 doses in a given year,  per prescriber (Bradford & Bradford, 2016). 

In the traditional biomedical care system, patients are either offered medications (or surgeries) or they are not, but they are rarely offered comprehensive behavioral skills training to help them self- manage their chronic condition, along with biomedical approaches. The reality is that patients with pain are often prescribed a variety of analgesic medications, which can be a legitimate and appropriate part of their care. Since the need for these medications often changes over time, it is important to establish and maintain a collaborative relationship with each patient’s primary care provider. Table 2.2 provides a list of common pain medications. 

PSYCHOTROPIC MEDICATIONS

Chronic pain disorders often co-occur with psychological disorders, particularly anxiety and depression. It is quite common for patients with pain to be prescribed psychotropic medications in addition to pain medications. Since cognitive therapy has been shown to be an evidence-based treatment for mood disorders, the interventions detailed in this book may have the added benefit of helping with clients’ depression, anxiety, and anger. However, at times it may also be important to have a patient evaluated for a trial of psychotropic medication in conjunction with therapy. Particularly when we consider the long-term efficacy of combination pharmacotherapy and psychotherapy for major depressive disorder (Craighead & Dunlop, 2014), combined treatments may frequently have merit. 

Social and Environmental Contexts

Although pain experts recognize that the experience of pain is influenced by biological, psychological, and  social factors, the social context of pain has received less attention than the biological and psychological components. Since social context has an important influence on the way we all behave, it makes sense that it would merit consideration in potentially disabling conditions, such as chronic pain. When it comes to social and environmental contexts, the behavior of others toward the individual is just as important to consider as the behavior of the person herself. These interconnected factors include demographic characteristics that affect both one’s roles and assumptions/behavioral reactions by others (e.g., sex, age, race, socioeconomic status 

[SES]), social environment (e.g., psychosocial framework of family and peers), workplace factors (e.g., organizational structure for dealing with pain and injury, interpersonal workplace support), and health care environment (e.g., type of care environment, access to interdisciplinary treatment options, potential biases of health care workers). There is little evidence that social or environmental context causes chronic pain, but clearly these factors influence subsequent recovery or spiraling disability. 

Here are just a few examples of the wide- ranging impact of the social environment when it comes to pain and its treatment. In a laboratory study including a participant and her acquaintance, threat information presented only to the acquaintance resulted in less encouragement of the partner to ignore the stimulus, divert her attention, or reinterpret sensations in an effort to tolerate the pain (Jackson, Huang, Chen, & Phillips, 2009). In another study examining the impact of physicians’ attitudes toward pain on their treatment recommendations, those who had higher scores on the Fear Avoidance Beliefs Questionnaire were more likely to recommend 
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TABLE 2.2.  Common Pain Medications

Category

Generic name(s)

Brand name(s)

Nonsteroidal anti-inflammatory 

aspirin, acetylsalicylic acid (i.e., ASA)

Bayer Aspirin

drugs (NSAIDs)

celecoxib

Celebrex

etodolac

Lodine

ibuprofen

Advil; Motrin

meloxicam

Mobic

naproxen

Aleve; Naprosyn

piroxicam

Feldene

salsalate

Analgesic and antipyretic

acetaminophen (i.e., APAP)

Tylenol

Opioid analgesics

codeine

codeine + acetaminophen

Tylenol #3

duragesic

Fentanyl patch

hydrocodone + acetaminophen

Vicodin; Norco; Lortab; Lorcet

hydromorphone

Dilaudid

methadone

morphine

MS Contin

oxycodone

Oxycontin

oxycodone + acetaminophen

Percocet

oxymorphone

Opana

Partial opioid agonist/antagonist

buprenorphine + naloxone

Suboxone; Subutex

Opioid antagonist (opioid 

naloxone

Narcan; Envizio

overdose medication)

Opioid and antidepressant

tramadol

Ultram

Muscle relaxants

baclofen

cyclobenzaprine

Flexeril

methocarbamol

Robaxin

tizanidine

Zanaflex

Topical analgesics

capsaicin cream/patch

diclofenac gel

Voltaren

lidocaine gel/cream/ointment/patch

Lidoderm

menthol-methylsalicylate cream

Adjuvant analgesics: 

carbamazepine

Tegretol

Anticonvulsants

gabapentin

Neurontin

pregablin

Lyrica

topiramate

Topamax

lamotrigine

Lamictal

Adjuvant analgesics:  

amitriptyline

Elavil

Antidepressants

duloxetine

Cymbalta

nortriptyline

Pamelor

venlafaxine

Effexor

Headache analgesics

butalbital + acetaminophen + caffeine

Fioricet

rizatritpan

Maxalt

sumatriptan

Imitrex

zolmitriptan

Zomig

 Note.   Adapted from Murphy et al. (2014). Public domain. 
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bed rest, less likely to advise maintaining physical activity, and more likely to prescribe sick leave for workers with acute low back pain or pain flare-ups1 in patients with chronic low back pain (Coudeyre et al., 2006). These beliefs are not simply personally formed— culture and context are tremendously influential in the shaping of beliefs. Culturally shared beliefs can be erroneous as well as maladaptive, but since these beliefs are reinforced by the setting in which the individual operates, they are more difficult to change. For example, a large survey study in Belgium found that many people— whether or not they had low back pain— believed that such pain is a direct result of injury, that movement is likely to exacerbate the condition, and that rest and pain medications are the best treatment options (Szpalski, Nordin, Skovron, Melot, & Cukier, 1995). 

 Demographic Characteristics

Women, racial and ethnic minorities, the elderly, and those with low SES are disproportionately represented when it comes to chronic pain. Furthermore, treatment disparities in these populations (as well as in children) are well documented (IOM, 2002, 2011). For example, blacks are far less likely to be prescribed pain medications than whites (Green & Hart- Johnson, 2010). A landmark study regarding the differential treatment of minorities was one in which Hispanic patients presenting to the emergency department with verified long-bone fracture were much less likely to be prescribed opioids than were non- Hispanic whites, despite identical injuries (Todd, Samaroo, & Hoffman, 1993). Although differences in this study may have been partially mediated by language barriers and/or cultural norms regarding pain expression, it is likely that provider opinions regarding potential for analgesic medication misuse were also at play (see Health Care Environment section below). 

Other important demographic characteristics include sex and age. It is well known that women have a higher prevalence of pain and pain- related disorders (Croft, Blyth, & van der Windt, 2010). Clinical and experimental studies indicate that women have a biological vulnerability to pain and differential responsivity to medications that may be related to sex hormones and other related factors (Picavet, 2010). In addition to the above-noted differences, however, gender roles and gender bias are certainly factors in the well- documented disparities in pain treatment for women (Fillingim, King, Ribeiro- Dasilva, Rahim- Williams, & Riley, 2009). While acute pain is more common in children than adults, the prevalence of severe chronic pain that interferes with daily functioning increases with aging, and older adults have a higher prevalence. As with racial/ethnic minorities and women, inequalities exist in the treatment of pain in both children and older adults (IOM, 2011). 

Low SES creates a multiple disparity for many of the demographic groups mentioned above. The lower one’s income and educational attainment, the higher the prevalence of pain disorders. For example, people without a high school degree or a general equivalency degree are significantly more likely to experience disabling headaches and back pain than people with some college education. Furthermore, pain is significantly more prevalent in those below the poverty level than in those above it (IOM, 2011). These SES differences likely account for some 1 By “pain flare-up,” I am referring to an episode of pain exacerbation, which is usually the most difficult for a client to deal with. Patients with chronic pain may or may not have constant, unremitting pain; some will have intermittent pain. However, all such patients deal with episodes of pain, which are often called “pain flare-ups.” 
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of the differences in pain prevalence, as well as unequal pain management of racial and ethnic minorities compared to majority populations. 

 Social Environment

Especially among family members, chronic pain takes a tremendous toll. Family and work roles are often disrupted, requiring a reorganization of the family system and causing secondary stress. On one hand, withdrawal from family members is a common response of the patient experiencing chronic pain, with a subsequent negative response of family members. On the other hand, feeling supported by family members is related to less reported pain intensity, more physical activity, and consumption of less pain medication (Jamison & Virts, 1990). Numerous research studies have examined the perceptions of patients regarding their spouse’s response to them when they are in pain. In general, the literature has found that those who perceive their spouses as solicitous (i.e., spouses are perceived as anxious and concerned about the patient’s health) exhibit more pain behavior and those who feel punished also report greater depression. 

When patients perceive their pain behaviors to be ignored by spouses (and ideally, well behaviors are attended to), they report lower pain and depression, and exhibit fewer pain behaviors. 

However, more recently explored factors, such as spouse empathy and congruence in perceptions between partners, have demonstrated that these relationships are more complex than a simple operant conditioning model (Hadjistavropoulos et al., 2011). Furthermore, variables such as marital satisfaction and duration of pain also moderate these relations (Cano, Mayo, & Ventimiglia, 2006; Leonard, Cano, & Johansen, 2006). More generally, social support from friends and social groups has been associated with more rapid recovery from pain- related injuries (Steenstra, Verbeek, Heymans, & Bongers, 2005) and positively impact psychological adjustment to chronic pain (Campbell, Wynne-Jones, & Dunn, 2011). 

 Workplace Factors

A serious secondary cost of chronic pain is loss of work productivity and income as well as disability. Thus, it is important to consider workplace factors associated with recovery, return to work, and other relevant issues (Shaw, Campbell, Nelson, Main, & Linton, 2013). It is well known that in work situations where productivity demands are high and employee control is low, personal strain, illnesses, and work absence are elevated (Dalgard et al., 2009; Wood et al., 2011). In a meta- analysis of the literature, work- related support (broadly defined) was generally found to be a good predictor of recovery and return to work (Campbell, Wynne-Jones, Muller, & Dunn, 2012). Related studies have shown that the extent to which employees with nonspecific back pain have proactive contact with employers predicts subsequent recovery (Helmhout et al., 2010), and those reporting more support from coworkers following a back injury demonstrated higher recovery rates than those with poorer perceived support (Mielenz, Garrett, & Carey, 2008). 

 Health Care Environment

The health care system plays a critical role in the adjustment of patients with chronic pain. 

Physician empathy, support, education, and promotion of appropriate physical activity are all 
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critical roles that can be played in patient- centered care, especially in terms of preventing chronicity (Guzman et al., 2007). In general, however, patients with pain report perceiving distrust and disrespect on the part of their health care providers and frequently feel that practitioners see them as drug seeking and quite burdensome (Upshur, Bacigalupe, & Luckmann, 2010). 

Indeed, primary care physicians and other generalists report negative attitudes about patients with chronic pain (Eccleston, Williams, & Rogers, 1997; Hahn, 2001; Leclere, Beaulieu, Bordage, Sindon, & Couillard, 1990), ranking them very low on the type of patients they would prefer to see (Klein, Najman, Kohrman, & Munro, 1982). 

Because pain is a subjective experience, rather than one that can be measured using biomedical technology, health care judgments regarding a patient’s pain are particularly susceptible to social biases, including stereotypes. Patients who are seeking disability, even with cor-roborating medical evidence, are reliably judged by clinicians to have less pain than they are reporting. Similarly, health care providers discount the pain reports of patients reporting higher pain intensities or those with more chronicity (independent of disability status or medical findings) in proportion to their level of pain or chronicity (Chibnall & Tait, 2009). Of the many examples of how social biases manifest themselves is a series of studies by Todd and colleagues demonstrating that medical providers rate racial and ethnic minorities as being in less pain and requiring less medication than nonminorities, and prescribe opioid medication less frequently to African Americans and Hispanics based on the belief that misuse of opioids is higher in minority populations (Todd et al., 1993; Todd, Deaton, D’Adamo, & Goe, 2000; Todd, Lee, & Hoffman, 1994). However, current available data argue otherwise. In a report issued by the Centers for Disease Control and Prevention (CDC) in 2013, prescription drugs have replaced illicit drugs as the leading cause of death from overdose, and non- Hispanic whites have a much higher rate of drug- induced deaths than blacks or Hispanics. This is a change from the 1990s, when most drug- related deaths were due to illicit drug use and blacks had a higher incidence of mortality from this cause. Regrettably, social biases often occur independent of data. 

With the advent of patient- centered care and behavioral integration into primary care, some of the serious concerns described above may change. There are numerous ways that behavioral health providers can help to foster a more positive and healing experience for patients with pain, although even psychotherapists (including psychologists) report low perceived competency and a high need for more education when dealing with patients with pain (Darnall et al., 2016). Furthermore, using the power of patient interaction via shared medical visits or group treatment has been reported to increase the efficacy of education treatments (Penttinen et al., 2002). In a qualitative analysis of posttreatment interviews, patients acknowledged that group interactions were an important factor in their overall treatment gain (Day et al., 2011). 

Personality Factors

Personality is generally thought to reflect consistent patterns of experience and actions evident across a variety of situations. A tendency toward certain styles of thinking and more deeply ingrained belief systems are especially important aspects of personality belonging in a cognitive conceptualization of pain adaptation. In a diathesis– stress model of chronic pain, Turk and Okifuji (2002) proposed that certain predispositional factors, including temperamental tendencies toward negative affectivity, increase one’s risk for becoming disabled following exposure to physical trauma. This is not to say that those with a personality tending toward negative affect 
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TABLE 2.3.  Individual Characteristics Associated with Adjustment to Pain

•   Biological factors: Biological factors do not predict dysfunction or disability but they do provide a context for understanding the patient in the context of the biopsychosocial model. Important biological factors include the psychophysiology of pain (i.e., brain mechanisms), disease state(s) of the individual, and medication (both analgesic and psychotropic). 

•   Social and environmental contexts: These interconnected factors include demographic characteristics that affect both one’s roles and assumptions/behavioral reactions by others (e.g., sex, age, race, SES), social environment (e.g., psychosocial framework of family and peers), workplace factors (e.g., organizational structure for dealing with pain and injury, interpersonal workplace support), and the health care environment (e.g., type of care environment, access to interdisciplinary treatment options, potential biases of health care workers). 

•   Personality factors: Temperamental characteristics such as neuroticism, negative affectivity, and emotional vulnerability increase the risk of disability. However, personality traits are neither immutable nor mostly genetic. Personality traits change over one’s lifetime and with insight-oriented manipulations. 



are  causing their own pain condition; rather, negative affectivity and related personality characteristics are risk factors for poorer adjustment. There is a body of research evidence demonstrating an association among personality characteristics such as neuroticism and negative affect (Martel, Dolman, Edwards, Jamison, & Wasan, 2014; Suso Ribera, Jornet- Gibert, Camacho Guerrero, Ribera Canudas, & Gallardo- Pujol, 2014; Thorn et al., 2004; Wilner, Vranceanu, & Blashill, 2014; Wong et al., 2014) and the experience of pain as well as pain- related sequelae. 

Not surprisingly, the reported severity of physical symptoms reflects an interaction between personality traits (e.g., negative affectivity, neuroticism) and a person’s history of illness and other life events (McAndrew, Mora, Quigley, Leventhal, & Leventhal, 2014). 

These dispositional tendencies are seen as less changeable than cognitive processes such as automatic thoughts or mood states such as anxiety.2 However, personality characteristics (including patterns of thinking and belief systems) are neither immutable nor totally explained by genetics; the highest estimates of genetic contributions to personality are 40–50%, meaning that many other factors (including environmental experiences) are also important contributors (Turkheimer, 2000). Furthermore, there is ample evidence that personality traits change over the course of life (Roberts, Walton, & Viechtbauer, 2006) and that even relatively minor insight-oriented manipulations can result in personality changes. 

Table 2.3 summarizes our discussion regarding individual characteristics and associated adjustment to pain. 

Primary Appraisals

In a transactional model of stress, “stress” is not an event or stimulus. Rather, it is the judgment that an event or stimulus taxes or exceeds one’s resources, thereby endangering one’s well-being. 

According to this conceptualization, something not appraised as stressful is not considered a 2 This is not to say that patients with chronic pain have a personality disorder. It is important not to equate personality tendencies with the strongly pejorative label of “personality disorder.” Personality disorders are specific diagnostic entities characterized by, among other things, long- standing and notable relationship difficulties. 
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stressor. In terms of pain, then, in the absolute sense neither the pain stimulus nor the biological response to the stimulus is considered “stress.”3 The cognitive process that translates the stimulus and response into “threatening” and “unmanageable” is the root of stress. Pain, then, would only be considered a stressor when and if a person judges the perceptual experience as taxing or exceeding his ability to manage it. In some ways, this assertion can appear rather ludicrous. Pain is an early warning system specifically evolved to alert the organism of a threat and to minimize tissue damage to increase survival chances; so how could pain  not be stressful? 

As we learn more about the brain’s influence on the pain system, we come to appreciate the importance of this perceptual filter. The brain activity that influences selective attention toward (or away from) pain and pain- related stimuli is organized and discussed under the category of primary appraisals. 

The transactional model of stress (Lazarus & Folkman, 1984) identified three types of primary appraisals of an event or stimulus: threat (the perception of impending danger or harm), loss (the perception that one is deprived or bereft), and challenge (the perception that one is being called upon to expend mental and physical effort to manage a situation). Appraisals regarding potential future damage or harm (threat appraisals) are associated with negative emotions such as fear and anxiety, whereas appraisals regarding damage already incurred from pain (harm appraisals) are related to grief, sadness, depressive emotions, and anger. The theoretical background and context for the three types of primary appraisal processes as they relate to pain follow. 

Threat Appraisals

If a pain stimulus is appraised as threatening, it engenders a particular type of cognitive processing— that is, a focus of attention toward the stimulus— as well as giving rise to certain emotional responses. Patients with chronic pain frequently complain of poor memory and inability to concentrate. In the field of cognitive psychology, the divided- attention theory suggests that people have a limited capacity for attention (Kahneman, 1973). If a person is over-focused on one stimulus, he has less attention available for other stimuli or cognitive tasks. 

Eccleston and Crombez (1999) have noted that attentional mechanisms may favor attention to pain over other stimuli (for survival reasons), and thus chronic pain could be characterized as a chronic attentional interruption. They also note that attentional disruption is more pronounced when pain is appraised as a threat. Thus, a hypervigilant focus on pain stimuli (or  anticipated pain stimuli) may be a culprit in reducing a patient’s ability to concentrate and attend to other tasks, as well as remembering important information. 

In addition to reducing one’s available attention for other tasks, threat appraisals are associated with emotional responses (e.g., anxiety, worry, fear of pain or reinjury) and behavioral responses (e.g., passive coping strategies, such as discontinuance or avoidance of activities that may be associated with pain; Jackson, Wang, & Fan, 2014). Fear of pain may further increase the 3 The sensory stimuli associated with pain usually elicit some type of withdrawal or aversive response but may not do so under certain conditions. The most dramatic example may be the cultural hook- hanging ceremony still practiced in some societies today, where a “celebrant” is chosen to represent the gods and bless the children and crops. Steel hooks are embedded in the man’s back, from which he swings freely at the climax of the ceremony. Rather than eliciting “pain” or “stress,” these nociceptive stimuli elicit euphoria (Kosambi, 1967). 
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patient’s focus of attention on pain- related stimuli (Martin, Halket, Asmundson, Flora, & Katz, 2010) and increase reluctance to engage in activities that might produce discomfort. Avoidant behaviors, of course, add to the physical deconditioning of the patient, thus compounding the disability associated with the pain condition. Another serious concern is that fear and anxiety can elicit escape behaviors, including taking medication to remove or reduce the pain. Thus, medication- taking behaviors become a negatively reinforcing behavior, which increases their likelihood of continued use (Okifuji & Turk, 2014). Unfortunate and escalating consequences in recent years have been overmedication and unintentional (or intentional) overdose (CDC, 2013). 

Loss Appraisals

The perception of the pain stimulus itself is not the only aspect of chronic pain that is experienced as stressful. Patients rarely maintain the level of activity they enjoyed previous to the chronic pain condition, often do not work, usually experience a significant loss of income and economic quality of life, and frequently exhibit associated relationship difficulties. Whereas the pain stimulus itself is likely to elicit a threat appraisal, the environmental challenges associated with chronic pain are likely to bring forth a primary appraisal of loss. In one study, patients reported significant losses in friendship, occupation, and leisure activities with chronic pain; after controlling for demographic differences in patients, a sense of loss predicted the level of depressive symptoms (Harris, Morley, & Barton, 2003). An increasing body of qualitative research has verified that patients with chronic pain often experience a sense of loss surrounding their circumstances (Walker, Sofaer, & Holloway, 2006). In addition, interviews with patients often reflect a perception of loss—for example, “I did a lot of hiking. I did a lot of camping. I did a lot of wrestling with the kids. And when the back injury happened, a lot of that was taken away” (Rhodes, McPhillips- Tangum, Markham, & Klenk, 1999). Depressed affect, a perceived sense of helplessness, and a reduced likelihood of engaging in adaptive coping behaviors are likely to be related to this sense of loss. Furthermore, anger over goal frustration due to pain (as well as other pain- related triggers for anger) is common in patients with chronic pain (Trost, Vangronsveld, Linton, Quartana, & Sullivan, 2012). Thus, the primary appraisal of loss is also associated with affective and behavioral responses that interfere with ongoing adjustment to chronic pain, or any chronic illness for that matter. Each of these losses may contribute to the stress of a person with chronic pain, and each is thus an appropriate target for cognitively based pain therapy. 

Challenge Appraisals

As it turns out, patients with chronic pain don’t seem to make much use of challenge appraisals in appraising the stress associated with their pain. In a telephone survey of individuals experiencing troubling pain in the past 2 weeks, only 14% of the sample appraised their most recently experienced pain as a challenge, even to a slight degree. By far, this sample appraised recent pain experiences as a threat to their well-being (Unruh & Ritchie, 1998). In general, less research has been done on challenge appraisals and pain than on threat or loss appraisals. However, in those studies that are available, it is apparent that challenge appraisals are considerably more adaptive than threat or loss appraisals and are likely related to greater self- efficacy and 
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internal locus of control (see the next section). Thus, if there are ways we can help our clients look at their pain- related stressors as challenges, rather than as threats or loss, this will contribute to positive adaptation. Furthermore, the effect is likely bidirectional: when the approach used generates a sense of empowerment to cope, one’s appraisal of pain (and related sequelae) may well change. 

Table 2.4 summarizes this discussion of primary appraisal processes and their pain- related sequelae. 

Secondary Appraisals

Secondary appraisals, like primary appraisals, are considered cognitive processes that can elicit emotions and influence one’s choice of coping options. Automatic thoughts that arise in anticipation of or in response to the pain, and acquired beliefs about the pain condition are considered secondary cognitive appraisal processes. Automatic thoughts are cognitions that arise somewhat mechanistically in response to a circumstance. Automatic thoughts can be likened to a running stream of semiconscious thought processes associated with the experience of pain or anticipated pain. A belief is a mental appraisal (cognition) regarding a situation, another person, or oneself. Beliefs can range from global reflections of one’s philosophy about the world or the self to highly specific appraisals of a particular circumstance (Lazarus & Folkman, 1984). 

Certainly, automatic thoughts and beliefs interact and mutually influence each other, and both TABLE 2.4.  Three Kinds of Primary Appraisals and Their Sequelae

•   Threat: The perception that danger outweighs coping ability. 

|

|  Cognition: Narrows and fixates focus of attention toward pain or potential pain stimulus—thus lessening ability to shift attention to other stimuli, distorting a more realistic appraisal, and resulting in poor concentration and memory. 

|

|  Emotion: Produces negative emotions such as fear and anxiety, which can be psychologically debilitating. 

|

|  Behaviors: Reduces engagement in activities that might increase discomfort and increases avoidance behaviors—leading to physical deconditioning and thus exacerbating the disability. 

•   Harm/loss: The perception that damage has occurred/resulted from the stressor. 

|

|  Cognition: Increases thoughts of loss and helplessness—thus reducing the chances of a more realistic appraisal of the stressful situation. Self-identification of “useless” or “damaged goods.” 

|

|  Emotion: Produces grief, sadness, and depressive emotions—all associated with psychological dysfunction. 

|

|  Behaviors: Increases passivity and reduces physical activity and other activities of daily living—leading to loss of work, income, and economic quality of life, as well as relationship difficulties. 

•   Challenge: The perception that ability to cope is not outweighed by potential danger. 

|

|  Cognition: Leads to greater self-efficacy—the belief that one can engage in certain coping responses—

and greater outcome expectancy—the belief that one’s coping responses can have an impact on pain-related stressors. More likely to self-identify as a “well person with pain” rather than “a chronic pain patient.” 

|

|  Emotion: Produces feelings of commitment or conviction and in certain situations even eagerness or excitement. 

|

|  Behaviors: Increases likelihood of pain self-management, as well as engagement in independent activities of daily living—leading to lessened disability. 
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influence coping and adaptation. Since a cognitive conceptualization of chronic pain assumes that patients’ cognitive activity is central to their adjustment and recovery, it is important to be able to access and work with the patients’ thoughts, both general and specific. 

For the purposes of this book, the term “automatic thoughts” is used to refer to cognitions that arise at a somewhat preconscious level in response to a particular event, and the term 

“belief” is used to reflect relatively more strongly held assumptions about the self, the world, or a situation. Per Aaron Beck’s (1976) conceptualization, intermediate beliefs are “rules” one develops over time about how one “should,” “ought,” or “must” be; core beliefs are seen as underlying worldviews about the self, and an interaction between one’s temperament and life events. 

Automatic Thoughts

In the cognitive therapy literature, automatic thoughts are considered to be the easiest to identify. They are so named because they happen without effort and occur almost reflexively, making them seem preprogrammed. As such, individuals may not be consciously aware of their automatic thoughts. Automatic thoughts seem to occur with great frequency, taking place as an ongoing dialogue of thought processes associated with a specific environmental event or circumstance. Automatic thoughts, like core beliefs and intermediate beliefs, may or may not be factual, but their veracity is not really the issue. When automatic thoughts are very negative, they lead to negative emotional states and maladaptive behaviors. For those dealing with chronic pain, robust research evidence has been presented showing that the greater the tendency to endorse negative automatic thoughts, the greater a patient’s report of pain, dysfunction, depression, and overall maladjustment to the pain condition (see Chapter 3). 

 Pain Catastrophizing

Without question, the cognitive thought process labeled “catastrophizing” has been studied more than any other cognitive variable thought to influence pain perception and adjustment to pain. 

Pain researchers first using the term agreed that the construct involves negative pain- related cognitions, but they differed in their descriptions of the various kinds of negative thoughts they observed. For example, Spanos, Radtke- Bodorik, Ferguson, and Jones (1979) interviewed participants about their pain experience following an experimental cold- pressor task (ice-water immersion of the hand). Individuals who reported thought content reflecting  worry, fear, and the inability to divert attention away from pain were classified as “catastrophizers” (e.g., “I kept thinking, ‘I can’t stand this much longer; I want to get out’ ”). In a later study (Chaves & Brown, 1987), researchers asked persons undergoing a stressful dental procedure to report the thoughts and images they experienced, or the strategies they engaged in, during the procedure. 

Participants characterized as catastrophizers were described as individuals who had a tendency to  magnify or exaggerate the threat value or seriousness of the pain sensations (e.g., “I wonder whether something serious may happen”). In developing the Coping Strategies Questionnaire, Keefe included a Catastrophizing subscale in the measure. The items on the Catastrophizing subscale reflected elements of  helplessness and pessimism in relation to one’s ability to deal with the pain experience (e.g., “It’s terrible and it’s never going to get any better”; Rosenstiel & Keefe, 1983). The Pain Catastrophizing Scale (PCS; Sullivan, Bishop, & Pivik, 1995) was constructed 
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to measure “an exaggerated negative orientation to noxious stimuli” (p. 524) with 13 items that assess three highly correlated facets: (1) a heightened attention to pain and preoccupation with pain- related thoughts (Rumination), (2) an exaggeration of threat due to pain (Magnification), and (3) feelings of helplessness toward coping with pain (Helpessness). Since publication of the PCS, pain catastrophizing research has grown rapidly, and other aspects of catastrophic thinking have been added, including attempts to assess “worst-case scenario” thinking as it relates to pain (Thorn, Ward, & Clements, 2017). What is important from our perspective as practitioners is that this construct we refer to as pain- related catastrophizing is most definitely a cognitive process associated with maladaptive thinking. 

The conceptualization of catastrophizing as it is used in the pain literature denotes a much broader range of concepts than the term in traditional cognitive therapy literature. In conven-tional cognitive therapy, the term has been used to denote specific cognitive errors —that is, making negative predictions about future outcomes that may not be realistic (Beck, 1976) or focusing on and exaggerating the negative aspects of a particular experience (Burns, 1999). In contrast, in the pain literature, catastrophizing refers to a variety of negative automatic thoughts. 

Although I have chosen to introduce the concept of catastrophizing under the category of secondary appraisals (specifically, automatic thoughts), catastrophic thoughts can occur as part of the primary appraisal process, automatic thoughts, or acquired belief systems. Furthermore, catastrophizing (or the behaviors associated with the thought process) has also been described in terms of a coping strategy aimed at garnering social proximity and support (Sullivan, 2012). 

In the treatment modules of this book, I introduce techniques that target catastrophic thought processes (or any maladaptive thoughts, for that matter) as they occur in primary appraisal as well as in secondary appraisal (automatic thoughts, intermediate beliefs) and coping processes. 

 Other Negative Cognitive Processes

Patients with chronic painful conditions have other types of negative thoughts in addition to catastrophizing, even when the concept of catastrophizing is broadly defined, as above. To point out just a few other categories, people have apprehension about impending pain and develop pessimistic thoughts as pain continues (Unruh & Ritchie, 1998). People also have anxious thoughts and confusion related to pain (McCracken, Zafert, & Gross, 1992). Clearly, people also have depressive thoughts related to pain (Gil, Williams, Keefe, & Beckham, 1990). It is important to be aware that unremitting daily pain is a risk factor for the many types of negative thoughts, and these negative automatic thoughts make it even more difficult for a patient to cope. 

Acquired (Intermediate) Beliefs

People experiencing chronic pain develop a set of beliefs about their pain and their ability to cope with the pain. Perhaps in order to help make sense of their condition, they formulate ideas about the cause of the pain and the way it should be treated (e.g., “Medication is the best treatment for chronic pain”). They acquire certain viewpoints about appropriate and inappropriate responses to their pain (e.g., “I should rest and avoid reinjury”; “Others should be solicitous of my pain”). They also hold beliefs about how much control they have over their condition, whether they can execute certain coping responses, and whether particular coping responses will have any impact on their pain (e.g., “The amount of pain I feel is out of my control”). Beliefs 
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about pain roughly correspond to the cognitive therapy terminology of “intermediate beliefs.” 

Intermediate beliefs often have an underlying “should” or “must” message behind them. 

 Beliefs about Pain

Patients with chronic pain hold numerous beliefs about the cause, meaning, and appropriate treatment of their pain. Such beliefs undoubtedly influence the type of treatment they will seek, as well as their willingness to engage in treatment approaches that are counterintuitive to their beliefs. In addition, since people without pain conditions hold their own beliefs, the significant others of people with pain are likely to influence the beliefs of the pain sufferer. 

 Beliefs about One’s Control over Pain

The concepts of “locus of control” (LOC), “self- efficacy,” and “outcome expectancy” were derived from social learning theory (Bandura, 1986), which states that on the basis of their history of reinforcement, individuals develop patterns of expectancies and beliefs about the level of control they have over their environment. It is not really known whether the concepts of LOC 

and self- efficacy are different from each other. Some researchers have suggested that these concepts have a great deal in common and may be markers of some higher- order construct, such as neuroticism or self- esteem (Judge, Erez, Bono, & Thoresen, 2002). I conceptualize self- efficacy (as well as locus of control and outcome expectancy) to be key overarching constructs that this treatment program seeks to enhance. 

LOC refers to beliefs about whether certain outcomes in life are the results of one’s efforts (internal) or the results of luck, fate, or the actions of others (external). Patients endorsing high internal LOC report lower pain intensities and less frequent pain than those endorsing low internal LOC; they also gain more from multidisciplinary pain treatment, learn their exercises better, and perform the exercises more frequently following treatment (Härkäpää, 1991; Härkäpää, Järvikoski, Mellin, Hurri, & Luoma, 1991). In addition, successful multidisciplinary treatment is associated with large decreases in patients’ attribution of pain control to luck, fate, or the actions of others, and moderate increases in their sense of personal control over their pain (Lipchik, Milles, & Covington, 1993). 

Self- efficacy is the belief that one can actually perform a certain behavior, and outcome expectancies are judgments regarding the consequences of such behavior. It is clear from numerous research studies that perceived self- efficacy operates as an important cognitive factor in adaptation to chronic painful states. Low self- efficacy is related to greater reported pain intensity, poorer psychological function, and more pain- related disability in patients with a variety of chronic pain conditions (Benyon, Hill, Zadurian, & Mallen, 2010; Buckelew, Murray, Hewett, Johnson, & Huyser, 1995; Chong, Cogan, Randolph, & Racz, 2001; Jackson et al., 2014; Sardá, Nicholas, Asghari, & Pimenta, 2009; Stewart & Knight, 1991). 

Core Beliefs

Belief systems (also known as “core beliefs” or “schemas”; Beck, 1976) are also an important (but often overlooked) aspect of one’s personality (Dweck, 2008). In the cognitive therapy literature, core beliefs are seen as the most deeply held processes— underlying “worldviews” about the 
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self. Negative core beliefs and negative schemas are not necessarily activated unless negative life events trigger them. However, they are thought to create a cognitive vulnerability that interacts with negative life events, leading to a variety of emotional disorders, dysfunction, and disability (Haaga, Dyck, & Ernst, 1991; Henriques & Leitenberg, 2002). Since clients assuredly interpret chronic pain and associated stressors as negative life events, it is reasonable to expect that they will activate negative core beliefs. In addition to general core beliefs, patients with pain develop beliefs about themselves as persons in pain (e.g., “disabled,” “pain patient”). These deeply held pain- related beliefs can also have an impact on a person’s ultimate adaptation and therefore must be considered in therapy. 

Table 2.5 summarizes the preceding discussion of secondary appraisal processes and associated adjustment to pain. 

Coping

Coping responses include both cognitive and behavioral efforts to lessen perceived stress (Lazarus & Folkman, 1984). On the one hand, “cognitive” coping are techniques that might influence one’s pain, or the impact of stressors related to pain, via one’s thoughts. “Behavioral” coping techniques, on the other hand, modify overt behavior in an effort to alleviate pain or pain-related stressors. Although coping strategies are often categorized as “behavioral” or “cognitive,” the lines drawn between the two categories of coping are not rigid, and they should be considered relative rather than fixed categories. As you will see in this book, although the material has a cognitive conceptualization, both cognitive and behavioral skills are taught and utilized throughout. 

TABLE 2.5.  Categories of Secondary Appraisals and Associated Implications

•   Automatic thoughts: Frequently occurring, situation-driven thoughts that can occur without conscious awareness and that influence ultimate selection of the coping strategy. 

|

|  Catastrophizing: A negatively slanted orientation to pain or anticipated pain. A robust predictor of perceived pain levels, disability, and adaptation to chronic pain conditions. 

|

|  Other negative cognitions: Pain anxiety, fear of pain and re-injury, negative sense of self, negative interpretation of interaction with others, and self-blame. All are associated with greater distress and dysfunction. 

•   Intermediate beliefs: Acquired attitudes arising from personal, cultural, and environmental factors, often characterized by “should,” “must,” and “ought.” 

|

|  Beliefs about pain: Attitudes about the nature of pain, the cause of pain, and/or the appropriate treatment for pain; these influence both distress and disability. 

|

|  Beliefs about one’s control over pain: Attitudes based on sense of self-efficacy (belief in ability to carry out a relevant task) and locus of control (LOC: self—internal, or others—external); these influence willingness to engage in pain self-management. 

•   Core beliefs: Deeply held beliefs about the self as a person in pain may evolve over the course of illness but are grounded in early formulations of the self (introduced in Personality Factors section)

|

|  Beliefs about self as a person in pain: for example, a disabled chronic pain patient versus a well person with pain
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For people with chronic pain, the pain stimulus itself is not the only thing they must cope with. As I have noted earlier, chronic pain has a number of associated stressors, and each requires (possibly different) coping efforts. Coping with chronic pain encompasses all of the efforts made to deal with the multiple physical, emotional, and behavioral ramifications of a chronic pain condition, and each stressor may require a different kind of coping effort. 

Coping is not necessarily linked with mastery or with adaptive outcome. For example, even if relaxation exercises do not result in pain reduction (or some other anticipated outcome), they are still considered coping attempts because they are efforts to reduce the impact of a chronic painful condition (Keefe et al., 1999). On a related note, some coping efforts (such as expressive pain behaviors to solicit emotional support) may actually be maladaptive or unhelpful, but if they are employed in an attempt to manage demands that are judged to tax or exceed the resources of the person, they are nonetheless considered under the category of coping (Sullivan, 2012). 

Within a cognitive conceptualization of pain, it is assumed that patients’ thought processes play a major role in their propensity to engage in any sort of adaptive coping (behavioral or cognitive). For example, if a patient views your treatment goal of increased exercise as having great potential for exacerbating his pain condition (primary appraisal— threat), and he believes the best treatment for his back pain is inactivity (secondary appraisal— intermediate belief about pain), prescribing physical activity without taking his appraisals into account is less likely to be successful. Or if another patient believes her fibromyalgia has taken her away from the activities that previously brought her satisfaction (primary appraisal— loss), she may also be less likely to believe that she can have an impact on her pain or even successfully carry out the treatment tasks expected of her (secondary appraisal— intermediate belief about control over pain). She may also be less likely to begin to engage in pleasurable activities without therapeutic attention to her appraisals. Thus, patients’ primary and secondary appraisals interact with their selection and implementation of potential coping responses, and this is why the cognitive therapy techniques presented in this book focus on these appraisal processes. 

Table 2.6 presents a summary of the concept of coping as it relates to chronic pain. 

Adjustment

The last component of the stress– appraisal– coping model of pain is adjustment. The concept of 

“adjustment” is multidimensional and should not be equated with the unidimensional notion of reduced or eliminated pain as  the measure of success. Successful adjustment is measured along a TABLE 2.6.  Summary of Coping and Its Relation 

to Chronic Pain

•  Includes behavioral and cognitive efforts. 

•  Represents attempts to reduce pain  or stress related to pain. 

•  May represent attempts to gain social proximity or support, whether or not pain is reduced. 

•  May  or may not be related to mastery or adaptive outcome. 
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variety of domains, including, among others, affective, behavioral, and perceptual. Lazarus and Folkman (1984) conceptualize adjustment along three dimensions: social functioning, morale, and somatic health. Particularly for patients with chronic pain, positive adjustment does not simply refer to psychological well-being but also encompasses physical and social functioning. The aspects of adjustment most relevant to these patients include pain severity, interference in daily activities due to pain, and quality of life. Other factors important to adjustment include, but are not limited to, activity level, mobility, medication use, health services utilization, employment status, and affective variables such as depression and anxiety. These variables have been discussed as three separate components of adjustment to chronic pain: activity level, psychological functioning, and utilization of medication/professional services (Jensen & Karoly, 1991). 

Table 2.7 presents a summary of the concept of adjustment as it relates to chronic pain. 

So far in this chapter, I have proposed a stress- appraisal– coping model of pain. The final part of this chapter provides an overview of the cognitive treatment program for chronic pain presented in this book, including more specifics regarding the treatment rationale mentioned in Chapter 1. As shown in Table 2.8 (p. 37), this treatment program integrates standard cognitive techniques and behavioral skills training into a cognitive conceptual framework for chronic pain management. 

What Is Cognitive Therapy as Applied to Pain Management? 

Early in his formulation of the cognitive model, Aaron Beck (1976) theorized that at the core of various mental disorders (particularly anxiety and depression) is a disorder in thinking. He posited that this thinking disorder involves an idiosyncratic but systematic bias in information processing, recall, and interpretation of events and experiences. I am not proposing that chronic pain is caused by a disorder in thinking. Rather, as shown in this chapter and detailed in the next chapter, there is evidence that chronic pain is often associated with particular information-processing styles and characteristic themes regarding interpretation of events and experiences. 

Furthermore, thoughts associated with pain and its sequelae are often laden with negative TABLE 2.7.  Summary of Adjustment and Its Relation to Chronic Pain

•  Involves more than discovering the source of the pain and reducing or eliminating the sensory components. 

•  Is multidimensional, involving physical, social, and psychological functioning. 

•  Is often quantified using these measures:

|

| Perceived pain (usually measured as pain intensity but also can be distinguished from pain unpleasantness). 

|

| Perceived interference (often measured by scales of interference in daily activities, disability, and physical function). 

|

| Psychological function (especially distress, depression, and quality of life). 

|

| Activity level (behavioral engagement in physical activity, including work and recreational activity). 

|

| Medication intake. 

|

| Health care utilization (number of physician contacts, number of hospitalizations and/or emergency department visits, or number of surgeries). 
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emotions. The extra baggage of negative thoughts and emotions causes additional suffering to the person already dealing with persistent pain. 

The stress– appraisal– coping model of pain asserts that patients’ cognitions impact their adjustment to chronic pain through a variety of mechanisms, including appraisal of the pain and related stressors; thoughts and beliefs about pain and about the self as a person in pain; and the coping options they ultimately choose. Thus, understanding patients’ pain requires understanding their appraisals, thoughts, and beliefs about the pain. We can help our patients recognize the importance of their thoughts and emotions, and give them techniques to use cognitions (and emotions) to their advantage rather than to their disadvantage. The most emblematic cognitive therapy technique is cognitive restructuring, which is used to help clients evaluate, challenge, and construct alternative thoughts and beliefs. This procedure receives significant attention in this book. 

I believe, however, the power of cognitive restructuring lies not in changing thought content per se but in changing a client’s relationship to their thoughts. Once we become aware of our thoughts, we can evaluate them and change them, but we can also learn to observe them as just a thought rather than “the truth.” Changing the thought content and/or changing the way we relate to our thoughts can reduce the emotional hold these thoughts have over us and ultimately facilitate more adaptive coping behaviors. Other techniques included in this treatment approach work with thoughts and emotions in different ways: mindfulness exercises help the patient recognize and accept thoughts and emotions as they occur in the present moment, without clinging to the thought or avoiding it; emotional disclosure techniques (i.e., expressive writing/speaking) help patients articulate and process their (often unstated) thoughts and emotions instead of suppressing them. Additional techniques covered in this treatment approach are more characteristically behavioral and thus give patients direction in terms of coping options. 

These techniques include, for example, brief relaxation exercises used in each session, a longer passive relaxation exercise, and assertiveness training. Regardless of the strategy, all approaches are based on a cognitive conceptualization of pain. 

Treatment Rationale

In the current edition of this book, I introduce patients to a simplified version of the gate control/neuromatrix model of pain as a rationale for the cognitive treatment approach. In order to buy in to any self- management approach, and particularly to a cognitive therapy approach, patients need a justification that makes sense to them. The gate control/neuromatrix model (introduced in Chapter 1) provides what I believe is an ideal foundation. Contrary to what is typically understood, pain is not a sensation but a perceptual experience in the brain that involves many neural filters associated with prior encounters, memories, cognitions, and emotions. Neural activation (or, conversely, quieting) in areas of the brain that process cognitions and emotions most definitely alter the perception of pain. For the past 10 years, I have used this approach as a treatment rationale. From the gate control/neuromatrix model as the treatment rationale, the cognitive model follows naturally as a conceptual basis within which we can organize our treatment. See Chapter 3 for the research evidence on providing this type of information to patients. 

 

 Conceptual/Organizational Model and Treatment Rationale 35

Organization of Treatment Modules

Based on the treatment rationale described above, it will not surprise you to learn that in Treatment Module 1, we begin by presenting the gate control/neuromatrix model as a rationale for working with thoughts and feelings. During this session, we also introduce clients to the general format of the treatment modules and the patient materials (session summaries, outlines, and handouts), as well as help clients understand the concept of confidentiality. To help lead clients toward a self- management approach, we integrate a motivational enhancement exercise that helps clarify the clients’ goals for treatment. 

In Treatment Module 2, the connection between stress and pain is introduced, with particular attention to cognitive interpretation (appraisal) of potentially stressful events. Patients are introduced to the concept of pain as a stress- related disorder— pain as real but nonetheless stress- related. This module also introduces clients to the concept of appraisals of stressors associated with pain. Exercises helping clients see the importance of their initial judgments regarding pain and associated stressors underscore the importance of cognitions as they relate to pain. A brief relaxation technique (diaphragmatic breathing) is also presented as a tool for coping with stress; this relaxation exercise is carried into the beginning of each subsequent session. 

Treatment Modules 3 and 4 introduce the concept of automatic thoughts and teach participants how to begin identifying such thoughts as they occur in response to stressful events (Treatment Module 3) and how to examine automatic thoughts and replace the negative ones with more realistic (and more positive) thoughts (Treatment Module 4). The technique of cognitive restructuring is used to help clients recognize their thoughts and beliefs; examine their validity; and, if their cognitions are slanted in the negative direction, construct more realistic alternative thoughts. Whereas automatic thoughts are considered to be reflexive and initially not consciously available to clients, helping them to recognize these cognitions as they occur and to evaluate their authenticity allows the client to gain more control over these thought processes. In addition, constructing alternative adaptive responses, though initially effortful, becomes more automatic as the client continues to practice the technique of cognitive restructuring. 

Treatment Module 5 introduces a longer relaxation exercise and the concept of coping self-statements. Passive muscle relaxation guides clients to focus their attention on sequential muscles and body regions, eventually progressing through the entire body. Coping self- statements are also introduced as shortcuts to a positive cognitive process that can be used in a variety of situations to facilitate adaptive coping responses. Broader than the alternative responses clients learned to create in Treatment Module 4, coping self- statements are the emotional “cheerleaders” of the coping repertoire. 

Treatment Module 6 introduces the concept of intermediate and core beliefs. Intermediate beliefs (described as “should beliefs” in the book) are generally held attitudes, assumptions, and rules and often express themselves in terms of a “should,” a “must,” or an “ought to.” Core beliefs are considered to reflect one’s most central beliefs about the self and the world. Environmental stressors (like chronic pain) are likely triggers for negatively biased beliefs. In this module, clients learn that even deeply held beliefs are thoughts, not necessarily facts; thus, like any thought, they can be examined and modified. 
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Treatment Module 7 incorporates mindfulness into this cognitive therapy treatment program. Using mindfulness, we teach clients to notice and accept their thoughts and emotions at the moment they are occurring and gently let them pass. Mindfulness does not teach clients to examine the validity of the thought, as is done in cognitive restructuring. In both cognitive restructuring and mindfulness, the goal is to help patients develop a different relationship to their thoughts. In both approaches, rather than being swept away by the internal dialogue, emotions, and (sometimes) reflexive reactions that can occur in response to being “hooked” by a powerful thought, we are giving clients tools to work with their thoughts. 

In Treatment Module 8, clients are taught an emotional disclosure exercise— expressive writing— which has been found to promote a variety of cognitive benefits, especially in dealing with unresolved stressful or traumatic experiences. Chronic pain by its very nature is an unresolved stressful experience. Furthermore, one’s pain may stem directly from a trauma (e.g., a motor vehicle accident) and/or may be affected by unresolved emotions regarding any number of stressors or traumas experienced throughout one’s life. Although emotional disclosure is not a cognitive therapy exercise per se, one’s thoughts and emotions are clearly associated, as are subsequent behaviors. Emotional disclosure exercises help patients to process their strong emotions related to stress and trauma, which in turn affects the way they think and act. 

Treatment Module 9 teaches assertiveness skills. Assertive communication exercises are not specific to cognitive therapy but are frequently part of a CBT program for stress- related illnesses. Many people have difficulty with assertiveness, often vacillating between either not asking directly for what they want or demanding what they want. People with chronic pain (and/or other chronic illnesses) may need to ask for help from loved ones as well as health care providers, and thus assertiveness skills become even more crucial. Assertiveness skills provide the avenue for people to ask for what they want, or to say no to a request from others, in a clear and unapologetic way without attacking the other person in the process. 

The final treatment session (Treatment Module 10) reviews the important concepts presented during the treatment sessions. The session is also used to get feedback from group members about the aspects of treatment they found particularly useful and those they found less helpful or more difficult. Finally, since clients will now be on their own to implement what they have learned, troubleshooting potential roadblocks to practice, as well as planning for inevitable pain flare-ups, are also discussed. 

Table 2.8 presents an integration of the elements of the stress– appraisal– coping model of pain with the associated cognitive techniques offered in this book. 

Chapter Summary

In this chapter, I posit that chronic pain is a stress- related disorder, and I use a transactional stress approach to organize the various concepts presented. Each component of the model (individual differences, primary appraisals, secondary appraisals, and coping) is part of the interactive process that shapes a person’s ultimate adaptation to a chronic painful condition. This model is a clinically useful structure for organizing both the research and treatment of cognition-related chronic pain mechanisms. The overarching treatment rationale used is a “user- friendly” 

version of the gate control/neuromatrix model, which provides clients with a scientific rationale for focusing on thoughts and emotions when learning to cope with pain. 
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TABLE 2.8.  Integration of the Elements of the Stress–Appraisal—Coping Model of Pain with Associated Techniques Offered in This Book

•   Individual variables: Biological factors, social/environmental context, personality factors

|

|  Intervention: Simplified gate control/neuromatrix model of pain as treatment rationale (Treatment Module 1)

|

|  Intervention: Emotional expression (Treatment Module 8), Assertive communication training (Treatment Module 9)

•   Primary appraisals: Initial judgments regarding pain or potential pain and related environmental demands. Usually categorized as threat, loss, or challenge appraisals. These shape secondary appraisals and selection of potential coping options. 

|

|  Intervention: The stress–judging–coping connection (Treatment Module 2)

•   Secondary appraisals: Automatic thoughts; acquired intermediate beliefs regarding pain, anticipated pain, and related environmental demands; core beliefs about self as a person in pain, lovability, and worth. 

|

|  Automatic thoughts: Frequently occurring cognitions in reaction to various environmental demands. 

|

�  Intervention: Identifying automatic thoughts (Treatment Module 3)

|

�  Intervention: Evaluating automatic thoughts and constructing alternatives (Treatment Module 4)

|

|  Intermediate beliefs: Acquired attitudes toward how the world “ought” to be and toward one’s chronic pain condition. 

|

|  Core beliefs: Acquired, deep-seated belief systems about the self, developed in part during childhood. Negative core beliefs can be triggered by negative life events (such as chronic pain). 

|

�  Intervention: Identifying and changing deeper beliefs (Treatment Module 6)

|

|  Other interventions useful for dealing with secondary appraisals: Mindfulness (Treatment Module 7); emotional expression (Treatment Module 8)

|

|  Coping: Cognitive, affective, and behavioral attempts to manage pain and associated environmental demands. Cognitive coping involves techniques used in an attempt to mitigate the stress (including emotional distress) associated with chronic pain. 

|

�  Intervention: Diaphragmatic breathing (introduced in Treatment Module 2 and carried forward into subsequent sessions)

|

�  Intervention: Passive muscle relaxation (Treatment Module 5)

|

�  Intervention: Constructing coping self-statements (Treatment Module 5)

|

�  Intervention: Learning and using assertive communication (Treatment Module 9) The next chapter reviews the research supporting the relative importance of cognitive interventions for chronic pain and also provides specific information supporting the treatment approach detailed in this book. Certainly, clinicians want to be convinced that there is an empirical basis for the treatment they are offering. In addition, managed care panels and quality assurance boards may require evidence of a scientific basis for treatment programs they are being requested to fund. Chapter 3 provides the research literature necessary to demonstrate the evidence basis for this treatment. 

C H A P T E R   3

The Research Foundation  

for Cognitive Treatment of Pain

Although CBT has become a widely accepted treatment for chronic pain, researchers have not yet clearly specified the active ingredients of successful treatment. Indeed, this is the state of all the evidence- based psychosocial treatments for pain: we know they work, but we do not yet know why they work (Burns et al., 2016). The first section of the chapter reviews available information on treatment comparisons and what we know (and don’t know) about active treatment mechanisms. The second section of this chapter reviews the research evaluating the overall importance of cognitive variables in treatment success. The final section covers the literature on the specific components of the treatment program suggested in this book, tying each to cognitive theory as well as the transactional model of stress. 

Cognitive therapy is most generally thought of in terms of cognitive restructuring— a treatment aimed at changing maladaptive thought content— and cognitive coping training— teaching adaptive cognitive skills. Clearly, the research establishes that successfully changing patients’ 

maladaptive thinking results in reduced pain reports as well as associated distress, which provides support for cognitive restructuring and cognitive coping skills techniques. As the book progresses, however, I will develop the argument that cognitive therapy is much more than a technique that teaches people to change maladaptive thought content into adaptive thought content. I believe that cognitive therapy also changes people’s relationship with their thoughts, which is more related to the process of thinking rather than just the content of thinking. In any case, cognitive therapy has its conceptual/theoretical grounding in the assertion that thoughts are important drivers of emotions and behaviors. Thus, the techniques covered are based on this conceptual framework. 

Comparing Psychosocial Treatments for Pain

Quite a few studies compare active psychosocial treatments to wait-list or medical treatment as usual conditions; included in these studies are behavior therapy, cognitive therapy, CBT, 38 
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mindfulness- based therapies, and acceptance and commitment therapy. Although these treatments differ in conceptualization and approach, all have been shown to reduce pain, distress, and disability, and all are associated with reductions in health care utilization. Compared to medical treatment as usual or “wait-list” controls, the effect sizes for these interventions are usually medium to large (Cramer, Haller, Lauche, & Dobos, 2012; Hoffman, Papas, Chatkoff, & Kerns, 2007; Veehof, Oskam, Schreurs, & Bohlmeijer, 2011). 

Broadly defined, CBT is the common standard of psychosocial intervention for pain (Morley, 2011; Morley, Eccleston, & Williams, 1999; Morley, Williams, & Hussain, 2008; Palermo, Eccleston, Lewandowski, Williams, & Morley, 2010). Treatment outcome studies of patients with pain have shown that cognitive- behavioral interventions not only reduce pain but also increase adaptive coping responses, self- efficacy, and physical functioning, and decrease maladaptive cognitions (Gil et al., 1996; James, Thorn, & Williams, 1993; Johansson, Dahl, Jannert, Melin, & Andersson, 1998; Kropp, Gerber, Keinath- Specht, Kopal, & Niederberger, 1997; Turner & Clancy, 1986; Turner & Jensen, 1993). Furthermore, CBT is cost effective relative to medication and/or hospitalization (Turk, 2001, 2002) and is associated with returning previously disabled patients to work (Cutler et al., 1994). An important caveat here is that although CBT research involves standardized treatment protocols, there are many different interventions employed under the general rubric of CBT (such as the ones listed in the paragraph above). 

Furthermore, treatment protocols are refined as research findings help shape the modification of our protocols, making evaluative comparisons of psyschosocial treatments across studies difficult, with the danger of inaccurate conclusions about treatment superiority. 

Individual studies comparing one psychosocial treatment approach to another are uncommon, but a handful of them exist. In these studies, differences in outcome are small, thus unlikely to be clinically meaningful (Cherkin et al., 2016; Dowd et al., 2015; Ersek, Turner, Cain, & Kemp, 2008; Schmidt et al., 2011; Thorn & Burns, 2011; Turner, Mancl, & Aaron, 2006). A limitation is that most of these studies have relatively small numbers of participants per comparison group, which might mask actual treatment differences.1 A notable exception is the Cherkin and colleagues (2016) study, which compared mindfulness- based stress reduction, CBT, and usual care in approximately 300 people with chronic low back pain and found no meaningful differences on primary outcomes between the mindfulness- based stress reduction and CBT conditions. To get at the problem of low numbers of participants in most individual studies, systematic reviews combining studies have shown similar results. One such meta- analysis reviewed studies that compared acceptance and commitment therapy with CBT, relaxation therapy, mindfulness- based stress reduction, or multidisciplinary treatment. These treatment approaches produced reasonably equivalent improvements on the primary outcomes of pain and function (Veehof, Trompetter, Bohlmeijer, & Schreurs, 2016). This finding is not unique to psychosocial treatments for pain. Meta- analyses of treatments for a variety of psychological disorders, including depression, posttraumatic stress disorder (PTSD), panic disorder, and obsessive– compulsive disorder, also report that psychosocial treatments produce very similar outcomes when compared with each other (Benish, Imel, & Wampold, 2008; Cuijpers, Brännmark, & van Straten, 2008; Ougrin, 2011). This finding was also reported in a similar review of mixed psychological conditions (Wampold et al., 1997). Furthermore, another meta- analysis 1 According to Cohen (1992), in order to have adequate power to detect medium- sized group differences ( d = 0.50), cell sizes per condition would need to be ≥ 64. 
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comparing physically based approaches for chronic pain (e.g., aerobic exercise, strength training) with psychosocial therapies (e.g., CBT, mindfulness- based stress reduction) concluded that both types of interventions produced similar benefits as to pain and function, despite having decidedly different approaches (O’Keeffe et al., 2016). 

Given the state of the current research findings, one might conclude that all of the above approaches work equally well in terms of pain- related outcomes usually considered of primary importance. Although at this point in the research it appears that different psychosocial approaches (and possibly conservative physical exercise- based approaches) produce similar mag-nitudes of efficacy, keep in mind that other aspects of different therapeutic approaches need to be considered when evaluating “superiority” in treatments. For example, specific treatments may not be available or realistic to provide in certain settings (feasibility); some treatments may be more palatable to patients than others (acceptability); associated costs of the treatments might dictate what is considered superior; and/or practitioner training and expertise may dictate what one can ethically offer. And of course, the purpose of this book is to provide you with guidance for skillfully conducting an evidence- based, cognitively conceptualized psychosocial treatment. 

If you are familiar with the first edition of this book, you will notice changes linked with the maturation of psychosocial approaches for chronic pain. To give just two examples here, Treatment Module 1 incorporates simplified information on the gate control/neuromatrix model to provide participants with necessary information on how the brain processes pain, as well as to offer a treatment rationale, and Treatment Module 7 incorporates mindfulness instruction into the treatment protocol (which targets observing thoughts and feelings and letting them pass, rather than examining, challenging, and changing the thought content per se). 

The various psychosocial treatment approaches we have mentioned (e.g., cognitive therapy, behavior therapy, CBT, mindfulness- based therapies, and acceptance and commitment therapy) have different methods, and they are employed in a strategic manner to get at the hypothesized mechanism of change. For example, behavioral therapy focuses on increasing function by manipulating behavioral contingencies (reinforcers) because behavior change is hypothesized to be a key mechanism of positive outcome. Acceptance and commitment therapy focuses on increasing psychological flexibility, and mindfulness approaches target enhancing awareness of the present moment without getting caught up in associated judgments (commonly conceptualized as “mindfulness”). Cognitive therapy targets thoughts, attitudes, and beliefs because cognitions are considered of primary importance as a treatment mechanism (cognitive theory). These psychosocial approaches differ in their conceptualization and strategic focus but likely share at least some mechanisms of therapeutic change. 

Identifying Key Components of Psychosocial Treatments for Pain Effective pain management approaches may engage several categories of mechanisms: altering cognitive content (or  what a person thinks), altering cognitive processes (or  how a person attends to and interprets his or her sensations and emotions), and altering behavior (or what a person  does to manage pain and associated stressors) (Day, Jensen, Ehde, & Thorn, 2014; Day 

& Thorn, 2014; Jensen, 2011; Thorn & Burns, 2011). Obviously, these constructs overlap and are meant to organize rather than serve as strict or exclusive categories of mechanisms. These organizational categories of mechanisms are targeted across ostensibly different interventions 
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and could therefore underlie the efficacy of many treatments. Given the apparent similarity of treatment outcomes in psychosocial treatments for chronic pain, and given the hypothetical importance of cognitive content, cognitive process, and behavioral change, let us examine the available research supporting these mechanisms. The organizational framework of the rest of the chapter is structured around the techniques covered in this book. 

Common Therapeutic Factors

A general collection of attitudes, beliefs, and cognitions often overlooked in the pain research literature is referred to as common therapeutic factors; it includes patient perceptions of their therapeutic relationship with the therapist, client treatment expectancy, and, in the case of group treatments, treatment group affiliation or cohesion (Castonguay, Constantino, & Holtforth, 2006). A well- established body of theoretical and empirical work in the psychotherapy literature makes an excellent argument that any type of psychosocial intervention must capitalize on enhancing these factors (Goldfried & Davila, 2005). In the health psychology literature, a few studies have reported a positive association between therapeutic alliance and positive chronic pain outcomes (Burns, Higdon, Mullen, Lansky, & Wei, 1999; Hall, Ferreira, Maher, Latimer, 

& Ferreira, 2010) and with other medical patients (Burns & Evon, 2007). Other researchers have argued that therapeutic alliance may account for a large and clinically meaningful part of the positive treatment effects in pain management that have been (mis)attributed to specific treatment components (Brien, Lachance, Prescott, McDermott, & Lewith, 2011; Burns, Nielson, et al., 2015; Martin, Garske, & Davis, 2000). As in any treatment approach, skilled therapeutic delivery that enhances the common factors shown to be important in outcome is a necessary component of this cognitive therapy program. Suggestions for bolstering these common therapeutic factors are specifically addressed in the treatment modules within this book, especially in Treatment Module 1. 

Knowledge about Pain

One’s knowledge of how pain is processed in the brain is of increasing importance in biopsychosocial treatment approaches. A relatively small but growing research literature is examining the effect of pain neurophysiology education for patients with chronic pain. Lorimer Moseley, an Australian researcher and physical therapist, has been at the forefront of this approach. He argues that the health care field (and society in general) seems to be stuck on the notion that pain = the strength of the  stimulus upon  pain receptors that activate  pain pathways in the brain (Moseley, 2012). At the same time, however, our understanding of other perceptual experiences (e.g., vision, audition) is nuanced, and there is almost universal rejection of a one-to-one correspondence between, for example, visual stimuli and the perceptual experience of vision. 

In a number of studies (some randomized controlled trials), Moseley and his colleagues have reported that a single 90-minute pain neurophysiology education session explaining pain processing to patients results in changes in pain- related appraisals— especially catastrophic thinking about pain (Meeus, Nijs, Van Oosterwijck, Van Alsenoy, & Truijen, 2010; Moseley, Nicholas, 

& Hodges, 2004), as well as an increased pain threshold during movement (Moseley, 2004; Nijs, Paul van Wilgen, Van Oosterwijck, van Ittersum, & Meeus, 2011). A 2008 Cochrane systematic review of pain education for individuals with subacute low back pain confirmed that intensive 
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(at least 90-minute) single sessions resulted in significantly higher return- to-work rates than no treatment, although this review did not observe differences based on type of education (Engers et al., 2008). Two more recent systematic reviews have shown differing levels of support for the 

“neuroeducation” approach, although both support the rationale for explaining the perceptual experience of pain processing in the brain when working with clients (Clarke, Ryan, & Martin, 2011; Louw, Diener, Butler, & Puentedura, 2011). Importantly, the Clarke review noted that multisession CBT preceded by pain neurophysiology education resulted in significant longer-term outcomes compared to neurophysiology education alone (Clarke et al., 2011). Jensen and colleagues’ findings lend support to this assertion: In their clinical trial of CBT, treatment- based reductions in “pain as damage” conceptualizations were associated with reductions in perceived disability, pain behaviors and depression at follow- up (Jensen, Romano, Turner, Good, & Wald, 1999). 






The research cited above is one reason why I have chosen to incorporate a simplified explanation of the gate control/neuromatrix model of pain at the beginning of my treatment approach in this book. As mentioned earlier, I now use this model as the rationale for the entire CT program offered in my clinical research (and this book); I have been doing so for the past 10 years and have received many comments from patients that learning about “closing the gate” during the treatment program was a key turning point in their ability to change their attitudes and beliefs, and to take on pain self- management. Treatment Module 1 covers this topic in detail. I do not use Moseley’s  Explain Pain or  Painful Yarns educational approaches per se because I find them more detailed in terms of pain physiology than I believe necessary in most instances and possibly a bit specific to the authors’ Australian culture. However, both of these books provide interesting reading and a few belly laughs from their inventive examples (Butler & Moseley, 2013; Moseley & Moseley, 2007). 

Primary Appraisals

The conceptual basis for primary appraisals as part of the transactional model of stress was covered in Chapter 2. You will recall that the transactional model of stress categorizes primary appraisals into three general types: threat, loss, and challenge (Lazarus & Folkman, 1984). 

Using a measure constructed to separately assess each of these primary appraisal categories for patients with chronic pain (Ramírez- Maestre, Esteve, & López, 2005), researchers subsequently found that threat or loss appraisal predicted passive coping (associated with low levels of daily functioning and high levels of perceived pain intensity and impairment), while challenge appraisals predicted active coping (associated with high levels of functioning; Ramírez- Maestre, Esteve, & López, 2008). The research literature generally either combines threat and loss into one category or simply compares threat appraisals (pain as a source of potential damage) to challenge appraisals (pain as an opportunity), and findings are fairly consistent across studies: Threat appraisals associated with pain have been correlated with use of passive coping strategies and worse adaptive outcomes, whereas appraisals interpreting pain as a challenge are associated with active coping strategies and better outcomes (Jackson et al., 2014). Active coping strategies generally reflect indications of direct attempts to function despite the pain and otherwise manage it, as opposed to behaviors that indicate avoidance (e.g., lack of movement), escape (e.g., overuse of medications), and lack of function in daily life (e.g., relying on others to perform 
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the activities of daily living). A meta- analysis of 22 experimental pain studies found that elevated threat appraisals of laboratory- induced pain were related to higher levels of reported pain intensity, lower pain tolerance, and more passive coping strategies. Higher challenge appraisals were correlated with higher pain tolerance and less passive coping but not lower pain intensity ratings (Jackson et al., 2014). This finding is important because it means that even at higher levels of perceived pain intensity, participants who appraised the pain stimulus as a challenge were still likely to tolerate it longer and use active strategies to cope rather than slip into passivity. In the same meta- analysis, 59 studies with noncancer chronic pain clearly demonstrated the association of challenge appraisals with lower pain intensity ratings, less perceived impairment, lower levels of affective distress, and greater use of active coping strategies. Not surprisingly, appraisals of pain as a source of potential damage (threat appraisals) mostly showed the converse associations (Jackson et al., 2014). Interestingly, in both experimental and clinical studies, threat appraisals showed a stronger relationship to passive coping in men than in women. This finding may be related to an earlier hypothesis that men generally do not judge pain to be a threat, but when they do, they focus more narrowly on passive coping strategies than do women (Tamres, Janicki, & Helgeson, 2002). Based on these research findings, it makes sense to adopt treatment approaches that may help patients to include some challenge judgments and thereby broaden their pain appraisals. In Treatment Module 2, we work with patients’ primary appraisals of stressful situations, including pain- related stress. 

Secondary Appraisals

As discussed in Chapter 2, secondary appraisals include the cognitive constructs of automatic thoughts, intermediate beliefs, and core beliefs. Like primary appraisals, secondary appraisals are considered to be cognitive factors that can elicit emotions and influence one’s choice of coping behaviors. Numerous studies demonstrate that changes in pain- related thoughts and beliefs are associated with effective treatment. The pain literature does not typically subcategorize secondary appraisal processes beyond “thoughts” and “beliefs” (and of course, both of these categories constitute cognitive variables). However, some distinctions have been made between thought content and thought process, both as somewhat distinct from beliefs. 

 Automatic Thoughts

The most robust demonstrated associations are between reduced catastrophizing and positive outcome (Jensen, Bergström, Ljungquist, Bodin, & Nygren, 2001; Spinhoven et al., 2004; Thorn 

& Burns, 2011; Thorn et al., 2007; Turner, Holtzman, & Mancl, 2007). However, other cognitive changes associated with adaptive outcome involve reduction in perceived pain helplessness (Burns et al., 1999). The above outcomes might be considered under the “thought content” category of putative mechanisms. In Treatment Modules 3 and 4, we work with patients’ thought content and introduce cognitive restructuring skills. Other psychological variables that might be more aligned with the “thought process” category of mechanisms include increased psychological flexibility (Vowles & McCracken, 2008; Vowles, Sowden, & Ashworth, 2014) and increases in mindfulness (Schmidt et al., 2011), which have also been shown to be associated with positive pain outcomes. In Treatment Module 7, mindfulness skills are introduced. 
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It is now clearly established that changes in specific cognitive factors after psychosocial pain treatment (e.g., pain- related catastrophizing, psychological flexibility), regardless of the conceptual/theoretical model or the strategic focus of methods, are associated with positive outcome (e.g., reduced disability, lessened pain severity, improved mood). However, the vast majority of the available treatment outcome research is correlational, and one could rightfully argue that the converse is true: that positive changes in outcome (e.g., fewer pain episodes, lower perceived pain intensity, less disability) cause decreases in maladaptive thought content and process. 

In order to support the idea that cognitive change is responsible for positive outcome, we must be able to show that changes in cognitive content and/or process occur  before changes in outcome. To this end, investigators have constructed research designs that allow them to determine the correlation between early- treatment changes in thoughts and later- treatment changes in outcome. Two relatively recent studies showed mixed results. In one study, early treatment changes in pain catastrophizing were significantly related to pre- to posttreatment changes in disability (Bergbom, Boersma, & Linton, 2012), while another study did not find that early- treatment changes in catastrophizing and other thought processes predicted later-treatment changes in outcome, except that early early- treatment changes in pain catastrophizing predicted return to work (Wideman, Adams, & Sullivan, 2009). An even more sophisticated design involves a second step testing the reverse correlations— early- treatment changes in outcome and later- treatment changes in cognitions— and comparing the two (a “cross- lagged panel” design). In two longitudinal studies of interdisciplinary chronic pain programs featuring CBT-based therapy, results confirmed that early- treatment reductions in pain helplessness and pain catastrophizing predicted later- treatment changes in pain intensity and interference— 

and not the reverse (Burns, Glenn, Bruehl, Harden, & Lofland, 2003; Burns, Kubilus, Bruehl, Harden, & Lofland, 2003). Although the type of research design does not provide absolute proof that the key therapeutic element is cognitive, results from cross- lagged panel designs provide a stronger test of the model than simple correlational designs. 

Another way to look at whether thought content and process are important change- related variables is to examine the results of studies comparing different types of treatment and to determine whether these cognitive variables predict treatment outcome in a variety of psychosocial treatments with different strategic foci. Smeets and colleagues examined the predictors of pain severity and disability following CBT, exercise treatment (aerobic and strength training), CBT 

plus exercise, and a wait-list control and found that changes in pain catastrophizing predicted pre- to post- changes in disability and pain severity equally across the three conditions (Smeets, Vlaeyen, Kester, & Knottnerus, 2006). In multidisciplinary pain management programs featuring acceptance and commitment therapy, significant changes from pre- to posttreatment in measures of both pain acceptance and pain catastrophizing occurred, and both of these putative mechanisms predicted unique variance in pre- to posttreatment outcome changes (Baranoff, Hanrahan, Kapur, & Connor, 2013; Vowles, McCracken, & Eccleston, 2007). In other studies comparing an active psychosocial treatment to group pain education, changes in pain catastrophizing predicted pre- to posttreatment outcomes (Burns, Day, & Thorn, 2012) and changes in mindfulness were significantly correlated with outcome in both mindfulness- based stress reduction and pain education groups (Schmidt et al., 2011). 
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Based on the available literature, above and beyond simple correlational studies, there is empirical support for the importance of cognitions (both content and process) when it comes to patient adaptation to chronic pain. 

 Intermediate Beliefs

BELIEFS ABOUT THE CAUSE OF AND AN APPROPRIATE TREATMENT FOR PAIN

Other secondary appraisal processes generally categorized as intermediate beliefs have been shown to be associated with adaptation to chronic pain. Regardless of distinct differences in physical pathology, one’s belief about the cause or appropriate treatment of pain affects the treatment approach taken by physicians and can make the pain more (or less) difficult to cope with. 

In a study of patients with heterogeneous chronic pain, patients associating the onset of pain with trauma reported higher pain severity and showed more emotional distress and greater life interference than patients reporting a more ambiguous onset. However, there were no objective differences in physical pathology between the patients who attributed the onset of their pain to a specific trauma and those who did not. Also, patients reporting a traumatic onset to pain were more likely to be prescribed opioid medication, nerve blocks, and transcu-taneous electrical nerve stimulation than those patients who did not report a traumatic onset (Turk & Okifuji, 1996; Turk, Okifuji, Starz, & Sinclair, 1996). Furthermore, physicians’ own fear- avoidance beliefs associated with low back pain influence what kind of advice they give patients; the higher the physician’s fear- avoidance beliefs, the more likely they were to advise bed rest and sick leave, and the less likely they were to advise maintaining physical activities for their patients with low back pain (Coudeyre et al., 2006). 

LOCUS OF CONTROL AND SELF-EFFICACY BELIEFS

LOC and self- efficacy beliefs have also been shown to influence pain outcomes, and I view them as somewhere in between intermediate beliefs and core beliefs. Patients endorsing high internal LOC report lower pain intensities and less frequent pain than those endorsing low internal LOC; they also gain more from multidisciplinary pain treatment, learn their exercises better, and perform the exercises more frequently following treatment (Beinart, Goodchild, Weinman, Ayis, & Godfrey, 2013). In addition, successful multidisciplinary treatment is associated with large decreases in patients’ attribution of pain control to luck, fate, or the actions of others, and moderate increases in their sense of personal control over their pain (Lipchik et al., 1993). Other beliefs associated with positive treatment outcome include increases in perceptions of pain control (Jensen et al., 2001; Spinhoven et al., 2004; Turner et al., 2007) and decreases in biomedical pain beliefs, along with increases in pain self- management beliefs (Jensen et al., 2001; Keefe et al., 1991, 1996). As numerous research studies show, perceived self- efficacy operates as an important cognitive factor in adaptation to chronic painful states. In a study of inpatients with chronic pain, patients’ beliefs about their ability to carry out a particular therapeutic activity were strongly related to their efforts to cope, although patients’ beliefs about the consequences of their coping efforts (outcome expectancy) were generally unrelated to their coping efforts (Jensen, Turner, & Romano, 1991). As another example, self- efficacy predicts return to work 
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in patients with chronic pain (Richard, Dionne, & Nouwen, 2011). Thus, patients’ beliefs about what they can do in an effort to cope may be more important than their beliefs about whether or not these coping efforts actually work! Why might this be the case? Perhaps it doesn’t matter too much whether I believe that a certain coping strategy will work if I don’t believe that I can carry out the therapeutic activity in the first place. At the very least, if I know that I can carry out certain coping options, there is at least a chance that  something will work. 

Some researchers have gone as far as to say that improvement following multidisciplinary pain treatment is more strongly related to changes in what patients  think about their pain than to changes in what they actually  do about it. For example, Jensen and Karoly (1991) evaluated a large sample of patients with heterogeneous pain who participated in multidisciplinary treatment to determine which psychosocial variables predicted favorable outcome. Changes in thoughts, attributions, and beliefs were strongly associated with improved function and decreased health care use following treatment, but posttreatment improvements were only weakly associated with changes in behavioral coping strategy use. A similar conclusion was reached by Holroyd and colleagues (1984), who examined the mechanisms associated with electromyographic (EMG) biofeedback treatment success in patients with headache. Ironically, the actual change in EMG level was not associated with treatment success. However, patients’ 

 belief in the success of the training, and subsequent increases in patient self- efficacy and internal locus of control  were associated with pain reduction. 

 Core Beliefs

Although plentiful research has been done on the importance of beliefs about the cause and appropriate treatment of chronic pain (what I am categorizing as intermediate beliefs), as well as on the importance of LOC and self- efficacy beliefs, no specific research is apparently available on the impact of one’s core beliefs regarding pain adaptation, nor on the association of changes in core beliefs following successful psychosocial treatment. Winterowd, Beck, and Gruener (2003) offer a useful chapter on identifying intermediate and core beliefs as they relate to pain, including a list of possible negative core beliefs related to inadequacy and unlovabilty. And a chapter first written in 1991 (Miller, 1991) and reprinted in 2013 (Vallis, Howes, & Miller, 2013) briefly discusses the importance of core beliefs when working with patients in pain. Although the authors state that it may be warranted to examine core beliefs when standard cognitive therapy fails, I believe this is an important component of the overall treatment, and for this reason I include it for  all clients in the module working with deeper beliefs. In Treatment Module 6, we work with patients’ deeper beliefs (beliefs about their LOC and self- efficacy, as well as other intermediate beliefs, and core beliefs about themselves as persons). 

We next turn to the research support for other techniques included in this book that are not traditionally considered within classic cognitive therapy (Beck, 1976; J. S. Beck, 2011). Recall from Chapter 2 that cognitive therapy values and includes other techniques in its approach. The main difference between cognitive therapy and other approaches is the conceptual rationale (and perhaps a more detailed focus on patient cognitions in cognitive therapy). Thus, it makes sense to include other specific techniques in the program that (1) have empirical support and (2) are strongly associated with cognitions, emotions, and behavior as they relate to pain management. Next, we cover relaxation techniques, emotional processing, and assertive communication training. 
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Relaxation Techniques

The stress response involves the central nervous system, the autonomic nervous system, and the endocrine system. Short-term stressors elicit what is commonly known as the “fight-or-flight” response via the hypothalamic– pituitary– adrenal (HPA) axis, which begins when the hypothalamus in the brain activates the sympathetic nervous system, causing a cascade of short-term reactions, including increased heart rate, blood pressure, respiration, and muscle tension. 

Blood flow is diverted away from the digestive system and toward the extremities and brain. 

The hypothalamus also activates the pituitary gland (master endocrine organ), which in turn activates the adrenal glands to release epinephrine, norepinephrine, and cortisol— hormones related to high arousal. Cognitive changes associated with acute stress include focused attention and concentration on the potential stressor, thus enhancing chances of survival in short-term life- threatening situations (McEwen, 2007). 

Chronic or repeated unresolved stressors prolong the above physiological response patterns, producing widespread negative effects, including increased blood pressure, blood sugar dysregulation, increased abdominal fat, hormone imbalances, and chronic inflammation. Cognitive changes associated with chronic stress include a reduced ability to focus attention and concentrate on things other than the stressor; Affective responses to chronic stress include increased feelings of helplessness and depressed affect. When activated for long periods of time, the stress response network causes lasting changes in the brain (McEwen, 2013), a compromised immune system, and damage to many organ systems in the body. It is not surprising then that chronic stress has been linked to a wide range of health conditions, including heart attack, stroke, respiratory disease, autoimmune conditions, and depression (McEwen, 2007). Persistent pain both elicits and prolongs the stress response and so can be viewed as a chronic stressor. 

The relaxation response, also triggered by the hypothalamus, stimulates the parasympathetic nervous system to decrease heart rate, blood pressure, muscle tension, and respiration, also promoting digestion and body temperature regulation. Additionally, microbial changes in the body and neurophysiological changes are associated with the relaxation response. These biological processes in turn reduce the negative effects of stress by inducing a recuperative process and helping restore bodily homeostasis (Benson, Greenwood, & Klemchuk, 1975; Stefano, Fricchione, & Esch, 2006). Associated cognitive and affective changes include reduced cortical arousal and self- reported feelings of positive affect (Benson et al., 1975). The relaxation response is not the absence of stress but instead serves as a balancing system that produces a characteristic relaxed state. Although Benson implied that changes in the body cause changes in cognition and affect by suggesting that when the body relaxes, the mind follows, the effect is almost certainly bidirectional. That is, when the mind changes, the body follows. 

We cover the stress response in Treatment Module 2 and emphasize that one’s reactions to stressors are biological, cognitive, affective, and behavioral. Also in Treatment Module 2, we introduce the first relaxation exercise (diaphragmatic breathing). 

Therapeutic relaxation techniques are defined by the National Institutes of Health (1995) as a specific set of behavioral interventions that share two main components: (1) repetitive focus on a word, phrase, prayer, sound, bodily sensation, or muscular activity; and (2) adoption of a passive attitude toward any arising thought and a return to the object of focus. It is generally accepted that therapeutic relaxation techniques activate the physiological pathway involved in the relaxation response, thereby reducing the strength and/or duration of the stress response. 

48 

R AT ION A L E, T HEOR Y, RESE A RCH, A ND ASSESSMEN T 

Restoration of the homeostatic balance between sympathetic and parasympathetic nervous system reactivity leads to reductions in symptoms associated with a variety of stress- related physical and psychological disorders (Astin, 2004; Esch, Fricchione, & Stefano, 2003; Stefano et al., 2006). There are many options for relaxation instruction, including progressive muscle relaxation, autogenic relaxation, imagery relaxation, meditation, and hypnotic relaxation. 

Relaxation strategies can be organized or categorized in a variety of ways. One such conceptualization is the cognitive versus somatic schema (Freeman, 2008). In terms of therapeutic technique employed, somatic relaxation strategies are said to focus primarily on relaxing the body (e.g., progressive muscle relaxation [PMR]), while cognitive strategies focus mainly on relaxing the mind (e.g., meditation). Although the focus of the technique may be different, the biopsychosocial model would argue that both “mind” and “body” are involved simultaneously (Engel, 1977). Since I include three different relaxation techniques in this edition of the book (diaphragmatic breathing, PMR, and mindfulness), each is briefly reviewed next. 

Diaphragmatic Breathing

Therapists wishing to teach relaxation strategies to their patients will often begin with a breathing technique prior to more in-depth relaxation training, which is usually brief and often results in immediate reductions in autonomic arousal and skeletal muscle tension (Smith, 2005). Breathing techniques teach clients how to slow and deepen the breath by engaging the diaphragm, thus drawing more air into the entire lung (Fried, 1993). There is robust research documenting that diaphragmatic breathing produces parasympathetic nervous system activity, thus eliciting the relaxation response (Busch et al., 2012; Pal & Velkumary, 2004). Diaphragmatic breathing skills have been shown to reduce the severity of a variety of stress- related conditions, including hypertension (Mourya, Mahajan, Singh, & Jain, 2009) and pain perception (Busch et al., 2012). 

The Diaphragmatic (Belly) Breathing script is included as Therapist Tool 2.2 in Treatment Module 2; see the box at the end of the table of contents for the audiolink. 

Progressive Muscle Relaxation

In the original version of PMR, Edmund Jacobson asserted that, in order for a patient to master the differentiation of muscular tension versus relaxation (and produce muscular relaxation voli-tionally), over 100 therapeutic instruction sessions were needed. Joseph Wolpe (1958) adapted this approach to a more streamlined one in which patients were given relaxation training via focusing on groups of muscles; instruction included therapeutic suggestion of tension and relaxation. This more abbreviated technique has been subsequently adapted and utilized in multiple forms with various protocols since the late 1950s to produce rapid, reliable relaxation skills. 

Evidence for the efficacy of PMR can be found in a wide range of health conditions, including chronic migraine and tension headache, tinnitus, cancer chemotherapy symptoms, hypertension, depression, chronic pain, and other stress- related conditions (Bernstein, Carlson, & Schmidt, 2007; Emery, France, Harris, Norman, & VanArsdalen, 2008; McCallie, Blum, & Hood, 2006). 

Although the evidence for PMR is strong, there is no evidence that the tension– relaxation component is necessary to elicit the relaxation response. Since some patients report difficulty releas-ing their muscles after contraction, and since patients with chronic pain may have generalized muscle sensitivity, I have provided an adaptation that I have utilized successfully over the past 
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20 years, called passive muscle relaxation (Thorn et al., 2007, 2011). Passive muscle relaxation is a technique whereby the patient is guided to focus his attention on sequential muscles and body regions, eventually progressing through the entire body; thus, this technique is similar in heritage to PMR but avoids the tension component. In Treatment Module 5, we teach participants the version of relaxation called passive muscle relaxation. The script is included as Therapist Tool 5.2 in Treatment Module 5; see the box at the end of the table of contents for the audiolink. 

Mindfulness

Although mindfulness instruction does not target relaxation as a key goal of practice, the relaxation response is often a beneficial side effect. For organizational purposes in this chapter, I am therefore including it under the relaxation approaches introduced in this book. However, as you will see in Treatment Module 7, I introduce this exercise as a way of creating a different relationship with thoughts as they pass through the mind. Mindfulness is not a cognitive restructuring exercise, but it is certainly a cognitive (and cognitive- behavioral) technique. Although the historical tradition of meditation arose in eastern religious practices, mindfulness meditation, as offered in this (and most) cognitive- behavioral programs, is secular and should be described as such. I have experienced very good receptivity to describing what we teach as a brain- training strategy that has a research backing. Currently, the most commonly employed (and researched) mindfulness program is the 8-week, group-based, mindfulness- based stress reduction approach (Kabat-Zinn, 1990). Practitioners wishing to be certified in this standardized protocol can visit the Center for Mindfulness website ( www.umassmed.edu/cfm). 

Mindfulness- based skills training is currently being infused into a variety of CBT protocols rather than only being offered as a stand-alone treatment. Mindfulness approaches typically begin by teaching the patient to focus her attention on the breath as it enters and leaves the body. Other foci of attention are also included in various exercises, such as attention to physical sensations using a body scan, attention to sounds, and eventually, the arising and passing away of thoughts. The premise of mindfulness meditation is simply to notice whatever arises without reacting with attachment or aversion. When the mind wanders away from the object of focus, participants are instructed to notice where it went (“thinking” . . . “planning”) and then, nonjudgmentally, return to the focal object. The premise of mindfulness is that, with practice, one can retrain the attentional process and cultivate an ability to respond with choice rather than react automatically (Kabat-Zinn, 1990). It is not clear whether the benefits of mindfulness are from meditation- specific cognitive effects (Chiesa & Serretti, 2010; Jha, Krompinger, & Baime, 2007) or from the elicitation of the relaxation response. However, ample evidence exists that mindfulness meditation elicits the relaxation response (Benson et al., 1975; Mohan, Sharma, 

& Bijlani, 2011). Research evidence is mounting for the efficacy of mindfulness- based stress reduction for stress- related disorders (Chiesa & Serretti, 2009), a variety of medical diagnoses (Shigaki, Glass, & Schopp, 2006), comorbid medical and psychological diagnoses (Bair, Robinson, Katon, & Kroenke, 2003; Grossman, Niemann, Schmidt, & Walach, 2004), and a variety of psychological diagnoses (Bohlmeijer, Prenger, Taal, & Cuijpers, 2010; Keng, Smoski, & Robins, 2011). In a few recent studies, mindfulness- based stress reduction has been shown to be as efficacious as other evidence- based CBT strategies (Cash et al., 2014; Cherkin et al., 2016; Garland et al., 2014) In Treatment Module 7, we teach patients a basic mindfulness meditation exercise, focusing not only on learning relaxation skills but also on nonjudgmentally observing and letting 
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go of thoughts, emotions, and sensations as they arise. Therapist Tool 7.2 provides the script; see the box at the end of the table of contents for the audiolink. 

As mentioned earlier, I included coverage on mindfulness training under the relaxation skills category, although I noted that mindfulness meditation serves other purposes and goals as well, including recognizing strong emotions and thoughts without trying to avoid them and at the same time not getting carried away by them. On one hand, some clinical researchers have conceptualized psychological interventions on a continuum of emotional experience and processing, with skills such as relaxation, cognitive reappraisal, and pleasant activity engagement as techniques that either downregulate, minimize, or avoid negative emotions (Lumley, Sklar, & Carty, 2012). On the other hand, techniques that facilitate awareness, expression, or processing of emotions are said to include exposure techniques, emotional disclosure, and assertiveness training (Lumley et al., 2012). My sense of mindfulness training is that it both downregulates the stress response (including negative emotions associated with the stress response)   and provides an opportunity for experiencing and processing emotions without avoidance. Emotional disclosure skills training is another way to facilitate the awareness and expression of emotions. 

Emotional Disclosure Techniques

Long-term efforts to suppress intense emotions may lead to increases in perceived stress over time, with associated disruptions in a variety of self- regulatory processes, including immune response function (Pennebaker & Beall, 1986; Schwartz & Kline, 1995). Furthermore, the discharge of emotions may be important to promote optimal psychological and physical adaptation to long-term stress (Schwartz & Kline, 1995). Since the various challenges of coping with chronic pain can easily be viewed as long-term stressors, it is likely useful to provide some mechanism for the appropriate expression of intense emotions. 

The effect of emotional disclosure techniques (usually in the form of written emotional disclosure exercises in which patients write about their emotions regarding trauma, loss, or illness) have been examined and validated as therapeutic in a variety of populations. These populations include, but are not limited to, healthy adults, survivors of trauma (Pennebaker & Smyth, 2016), patients with cancer (Stanton et al., 2002), people with a variety of immune- related disorders, including HIV (Petrie, Fontanilla, Thomas, Booth, & Pennebaker, 2004), and populations with chronic pain (Lumley et al., 2012). In most of the research, participants engage in written emotional disclosure either in a controlled laboratory setting or in the privacy of their homes, so the format of written disclosure in this book is different in this regard. Some research suggests that participants who expect to turn in their writings gain more benefit from the exercise than those who know that they will be keeping the writing to themselves (Radcliffe, Lumley, Kendall, Stevenson, & Beltran, 2010), which may have clinical implications. Furthermore, research has typically indicated a transient increase in negative affect immediately after emotional disclosure (Smyth, 1998), and the benefits usually accrue in a somewhat delayed fashion, sometimes a month or more (Gillis, Lumley, Mosley- Williams, Leisen, & Roehrs, 2006). Short-term reductions in mood and delayed benefits also have clinical implications. Obviously, disclosing strong emotions, particularly negative ones, is likely to be helpful in some situations but may exacerbate problems in others (Linton, Flink, Schrooten, & Wiksell, 2016). These issues are discussed 
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further in Treatment Module 8, where we introduce written emotional disclosure (sometimes called expressive writing). 

Emotional disclosure is probably more beneficial for some patients than for others, although the same could be said for any of the techniques employed in this treatment program. Regarding the potential important moderators of emotional disclosure, Lumley, Tojek, and Macklem (2002) have suggested that patients most likely to benefit have unresolved life stressors, are high in negative affect, and avoid talking about their emotions. 

Two very interesting studies in the pain literature relate to expressive writing and catastrophizing, and they both found that expressive writing was more beneficial for patients who endorsed more catastrophic pain- related thoughts than for patients who did not score high on the measure of catastrophizing. One study reported that emotional processing via expressive writing was useful in reducing dental anxiety and pain reports in patients undergoing a scaling and root- planing procedure (Sullivan & Neish, 1999). The patients who were categorized as 

“catastrophizers” (i.e., scoring above the median on the Pain Catastrophizing Scale [PCS]; Sullivan et al., 1995) were asked to write about the thoughts and feelings they typically experienced during dental treatment, focusing on the aspects they found most distressing. Their control counterparts were simply asked to write about their activities from the previous day. Providing the catastrophizers with a single 5-minute opportunity to disclose their emotions reduced their pain and distress levels to those of the noncatastrophizers. Interestingly, patients scoring high on the PCS did not become “noncatastrophizers” as a result of this single exercise; they still endorsed high levels of catastrophic thinking and dental anxiety even after the treatment. 

Nevertheless, the expressive writing exercise helped them cope with the aversive dental experience much better than their control counterparts. In another study, women with chronic pelvic pain were given instruction regarding writing about the stress associated with their pain for 3 

days, compared to controls, who were told to write about positive events in their lives unrelated to the pain. Expressive writing resulted in lower overall affective ratings of pain compared to the control condition. Furthermore, for patients with higher scores on catastrophizing, negative affect, and/or ambivalence over emotional expression, expressive writing led to less perceived disability and increased positive affect than for patients who did not have high scores on these measures (Norman, Lumley, Dooley, & Diamond, 2004). 

Although it appears that emotional expression has positive effects on health in a variety of populations, the mechanism behind the effect is not known. One study of early-stage breast cancer survivors examined self- affirmation, cognitive processing, and discovery of meaning as potential mediators of reductions in physical symptoms at 3-month follow- up. Writing content associated with self- affirmations explained the health effects, while benefit- finding and cognitive processing did not serve as mediators (Low, Stanton, Bower, & Gyllenhammer, 2010). At least in this study, then, self- affirmation associated with written emotional expression is one mechanism by which such techniques may have their effect. 

Another interesting study focused specifically on emotional disclosure of anger in chronic pain patients (Graham, Lobel, Glass, & Lokshina, 2008). Research has verified the clinical observation that anger is common in patients with pain, and whether it is suppressed, expressed inappropriately, or repressed has implications for pain outcomes (Burns, Bruehl, & Quartana, 2006; Burns, Quartana, & Bruehl, 2008). In the Graham study (2008), patients with chronic pain were either instructed to write about their goals in an objective fashion or to express their anger “constructively” in the format of an unsent letter. Prior to writing, participants in the 
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anger condition were guided in a brief exercise to focus their attention on anger associated with their pain experience. Constructive anger expression was then facilitated by asking patients to describe (in their writing) the situation that made them angry and how they felt about it, to attempt to explain their anger (instead of just venting), and to state what they would like to have done to help them feel less anger. In both conditions, participants engaged in two writing sessions. After 9 weeks, patients in the anger expression condition reported greater improvement in control over pain, lower depressed mood, and a trend toward lower pain ratings than the control group. Because the researchers coded the content of the letters for degree of expressed anger and meaning- making, they were able to examine potential mediators of the writing exercise. 

While degree of meaning- making content in their writing mediated the effect of the emotional disclosure exercise on depression, the level of anger expressed mediated the improvements in perceived control over pain (the more anger expressed, the more perceived control over pain; Graham et al., 2008). This study is particularly interesting to me because it seems to combine expressive writing with training in assertive communication via their specific instructions for the unsent letter. Further research specifically examining potential mechanisms of action in emotional disclosure, as well as the active treatment mechanisms of other psychosocial techniques, will hopefully clarify the key components of efficacy for better pain management. 

The final area of research reviewed in this chapter examines the use of communication skills training for patients with chronic pain. As discussed in Chapter 2, the social environment of the person with pain (including family, friends, colleagues, and health care professionals) greatly influences her adjustment to chronicity. Clearly, one of the associated costs of chronic illness (including chronic pain) is that relationships suffer. Offering group participants a skill to express their emotions and make requests in a direct manner is a way to help them with the challenges of communication both within the family and with health care providers. 

Assertive Communication Techniques

The point of teaching assertive communication techniques is to empower your clients to express their emotions appropriately in response to interpersonal situations and to make simple, direct requests or responses without apology, justification, or hostility. The client is only one part of a communication dyad and certainly does not have control over how the other person will respond to her. However, since interpersonal dynamics are reciprocal, a change in one person’s communication pattern will likewise alter the communication dynamic in the dyad. By providing clients with the skills to communicate effectively, the aim is to improve their social environment and thus contribute to positive pain adaptation. 

Although assertiveness training has a long therapeutic heritage, and although it is often included as part of the treatment regimen for patients with chronic pain (Marhold, Linton, & Melin, 2001), surprisingly few studies have examined its specific efficacy with this population. 

This can be explained in part because it is uncommon for interventions using bona fide patients to contain only one or two specific interventions for comparison; far more typically, the treatment includes multiple interventions. For example, in a description of a structured treatment program offered to veterans experiencing chronic pain, Fedoravicius and Klein (1986) included assertiveness training as part of a multimodule treatment package aimed at improving social skills, but they did not examine the relative efficacy of the specific modules. One study that 
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did examine the differential efficacy of assertiveness training, progressive muscle relaxation, social reinforcement, and functional pain behavioral analysis found that relaxation and social reinforcement of increased activity had the most impact on pain intensity and “up time,” while functional pain behavior analysis and assertiveness training had minimal impact (Sanders, 1983). However, the total number of participants in this study was 4, which limits meaningful conclusions. 

In another study of patients with duodenal ulcers, anxiety management training components and assertiveness training components were given to 11 patients, while 11 comparatively similar patients served as attention placebo controls. At a 60-day follow- up, patients receiving the active treatment experienced less ulcer- related pain, reported less severe ulcer symptoms, and consumed less antacid medication. The most impressive aspect of this study was that it also included an extended follow- up period, and after 3½ years, the treatment group was found to have significantly lower rates of ulcer recurrence (Brooks & Richardson, 1980). In an unpublished dissertation (Kaplan, 1984), 68 patients undergoing intensive 4- to 8-week multidisciplinary pain treatment were randomized to receive four to eight modules of either assertiveness training or supportive psychotherapy (control), in addition to two other psychotherapy sessions per week. Each condition was composed of roughly equal proportions of males and females. 

Independent psychologist ratings of patient overall psychological function at the end of the treatment program showed a differential effect for females in the assertiveness training condition, such that this subgroup was rated higher than males in either condition or females in the control condition. Furthermore, at 18 months posttreatment follow- up, females in the assertiveness training condition reported higher scores on social activity satisfaction and general life satisfaction as compared to females in the control condition or to males in either condition. There were no statistically significant differences in self- reported assertive behavior, although actual behavioral observations were not conducted. 

Research over the past 10 years still has not adequately examined the efficacy of communication skills training per se, but topics relevant to communication and pain have received research attention. In general, progress has been made on the issue of spousal/intimate partner communication, and with the advent of patient- centered medicine, the topic of patient– provider communication has received burgeoning interest. 

Couple Communication

As mentioned in Chapter 2, feeling supported by family members is related to less patient-reported pain intensity, more physical activity, and consumption of less pain medication (Jamison 

& Virts, 1990). Much of the research literature prior to 2005 involved examining the perceptions of patients regarding their spouse’s response to them when they were in pain, and these perceptions were categorized as solicitous (i.e., spouses were perceived as anxious and concerned about the patient’s health), punitive, or ignoring. The literature has been fairly consistent in reporting that, on the one hand, patients who perceive their spouses as solicitous to their pain exhibit more pain behavior, and those who feel punished have more pain behaviors  and higher depression. On the other hand, when patients perceive their pain behaviors to be ignored by spouses, the reported association has been toward lower pain ratings, less depression, and fewer pain behaviors. These associations were interpreted based on an operant conditioning model and don’t seem to fit with the assertion that perceived support from partners is associated with 
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positive outcomes. Furthermore, Newton- John has pointed out that operant models would not predict that negative or punishing responses would be associated with increased pain (Newton-John & Williams, 2006). Later research using the Spouse Response Inventory (Romano et al., 1992) has shown that patient perception of spouse encouragement of well behaviors is associated with lower levels of patient- reported pain behaviors, whereas perceived negative response to well behavior is associated with greater patient physical dysfunction, which is consistent with an operant model (Pence, Thorn, Jensen, & Romano, 2008; Raichle, Romano, & Jensen, 2011). 

Recent research has explored patients’ sense of validation of their pain by their partners via empathic responses, which extends the examination of spousal communication beyond an operant model of reinforcement (Hadjistavropoulos et al., 2011). Cano and colleagues have argued that verbal communication about pain- related distress, if empathy and validating responses follow, can actually enhance intimacy and regulation of healthy emotion (Cano & Williams, 2010), thus enhancing overall coping. 

In a related, but different line of research, osteoarthritis patients were asked to rate their perceived self- efficacy for pain communication versus holding back from discussing pain and arthritis- related concerns with their partners. Consistent with research showing that suppression of negative emotions is associated with poorer outcomes (Pennebaker & Beall, 1986; Schwartz & Kline, 1995), patients reporting higher levels of holding back were found to have higher levels of perceived psychological disability and more catastrophizing, while  partners who perceived themselves as holding back reported higher levels of partner strain and perceptions that their spouse (the patient) was more psychologically disabled and had higher levels of catastrophizing (Porter, Keefe, Wellington, & de Williams, 2008). 

These data indicate that intervention at the patient level— appropriately communicating pain and emotional distress, and requesting assistance or change— will likely have ramifications for both how a partner responds (e.g., more validating and empathic, less punitive) and how the partner is perceived by the patient. Again, a change in one person’s communication pattern will likely alter the communication dynamic in the dyad and, in the case of assertive communication, can be expected to alter the communication dynamic in a positive fashion. 

Patient–Provider Communication

The advent of the notion of patient- centered care and joint patient– provider decision making has highlighted the need to attend to patient– provider communication. Only a few decades ago, the physicians’ role in patient care was decidedly paternalistic, with communication patterns reflecting that adopted role. Since that time, collaborative treatment and shared decision making have been endorsed as the appropriate approach by the IOM, the American College of Physicians, and the American Pain Society (Dorflinger et al., 2014). Particularly with patients who have chronic illness (which by its very nature necessitates the adoption of ongoing self-care) patient– provider communication becomes even more important (Farin, Schmidt, & Gramm, 2014). 

Clearly, the patient, as well as the provider, has a need for communication skills during treatment, and a series of studies have demonstrated that patient communication skills positively influence the patient’s communicative behavior as well as patient outcomes (Farin, Gramm, & Schmidt, 2013; Griffin et al., 2004; Kaplan, Greenfield, Gandek, Rogers, & Ware, 1996). In the research on patient communication skills, participatory patients are considered 
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those who engage in active information seeking, appropriate disclosure and information provision, a willingness to express concerns, and an assertive communication style. In an early study on this topic, physicians were rated on the extent of patient partnership building. Roughly one-third of the variance in physician behavior in this regard was accounted for by active patient participation (Street, Krupat, Bell, Kravitz, & Haidet, 2003). In a related study, physicians provided a greater amount of information in response to patient questions and also volunteered more information with patients who were rated as high participatory versus low participatory (Cegala, Street & Clinch, 2007). A study with a different participant sample found that physicians engaged in more conversation and exploration of the patient’s illness with those patients rated as high participators versus those rated as low participators (Cegala & Post, 2009). Furthermore, higher patient participation scores were related to greater patient satisfaction, and while one-third of patients rated as low participatory changed physicians within the following year, only 15% of high- participatory patients did so. These findings regarding level of physician discourse and information giving were replicated when examining parents’ level of participation in a pediatric surgery context (Cegala, Chisolm, & Nwomeh, 2012). 

Patients with chronic pain arguably have the highest need for communication skills with their physicians, since often pathophysiological findings are ambiguous and patients feel stigmatized and distrusted (see Chapter 2). In one study, when health care providers were rated on their quality of communication, two significant (and troubling) relationships emerged. First, the quality of communication regarding MRI results was inversely related to pain duration. 

Second, poor communication quality was also related to the patient’s age (the older the patient, the worse the quality of communication exhibited by the practitioner) (Gulbrandsen, Madsen, Benth, & Lærum, 2010). In an article that summarized potential guidelines for better communication with patients, Dorflinger and colleagues (2014) noted that, although physicians may be capable of acquiring the appropriate communication competencies, increasing demands in their schedules leave them little time to do so. 

The patient’s assertiveness skills allow her to ask for what she wants and needs in an efficient and socially appropriate manner. It is also clear that patients’ level of participation, including engaging in active information seeking, appropriately disclosing relevant information, being willing to express concerns, and having an assertive communication style, is associated with greater levels of physician communication. Thus, again, the communication skills of one member of the dyad (in this case, the patient) can have a salutatory impact on the other member of the dyad (in this case, the health care practitioner). 

Summary of Research Findings

The research reviewed in this chapter makes a compelling argument that reductions in threat appraisals, increases in challenge appraisals, and changes in secondary appraisal processes drive subsequent decreases in perceived pain and increases in function. Furthermore, increases in psychological flexibility (which often includes constructs such as pain acceptance and mindfulness) are associated with positive pain adaptation. It follows, then, that focusing our interventions on decreasing maladaptive cognitive factors and increasing adaptive processes will likely have a powerful impact on positive adaptation to chronic pain states. The treatment techniques incorporated into the subsequent treatment manual capitalize on what we know about 
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enhancing such factors. In each individual treatment module, I offer more details on the rationale and research behind the particular module. I have used aspects of this treatment approach in my clinical research with a mixed group of patients with chronic pain (Johnson & Thorn, 1989); in a specific- treatment- component analysis study of patients with headache (James et al., 1993); in a clinical trial for patients with headache (Thorn et al., 2007); in a trial of mindfulness-based cognitive therapy for patients with headache (Day et al., 2014); and in clinical trials of literacy- adapted group therapy for multiply disadvantaged patients with chronic pain at feder-ally subsidized health centers (Eyer & Thorn, 2015; Thorn et al., 2011). These studies have been funded by the National Institutes of Health, the Marchionne Foundation, the National Headache Foundation, and, most recently, the Patient Centered Outcomes Research Institute. 

Each of these clinical research studies has provided an opportunity for me to revise and refine the treatment manual, so that it will be easier to use and understandable to practitioners who may be less familiar with a structured psychosocial treatment program with a cognitive conceptualization and approach. 

Chapter Summary

In this chapter, I have reviewed the literature comparing active psychosocial treatments for chronic pain, including behavior therapy, cognitive therapy, CBT, mindfulness- based therapies, and acceptance and commitment therapy. I provide relevant available research showing that attitudes, beliefs, and cognitions are an important mechanism as it relates to positive outcome with these psychosocial treatments. Furthermore, research exploring cognitive processes such as pain acceptance and mindfulness suggests that enhancing psychological flexibility is also an important therapeutic mechanism. Finally, I sequentially reviewed the research support for each module topic offered in this book and provided an accompanying rationale. 

The next chapter provides an update on two influential initiatives in the area of psychosocial assessment of health conditions: the Initiative on Methods, Measurement, and Pain Assessment in Clinical Trials (Turk et al., 2003) and the National Institutes of Health Patient- Reported Outcomes Measurement Information System Roadmap Initiative (Cella et al., 2007). I will use their assessment framework for most of Chapter 4. I also suggest assessment domains not addressed by these initiatives that could be considered as part of a comprehensive biopsychosocial pain assessment, and I provide either the actual instrument in the Appendices or information on how/where to retrieve the instrument and scoring/interpretation details. 

C H A P T E R   4

Clinical Assessment of Pain 

from a Biopsychosocial Perspective

The fact that pain is a subjective experience does not make it any less real, but it does make it difficult to measure. The problem of measuring pain has been the source of much controversy and probably some patient mismanagement. Asking a patient about her pain (patient self- report) has been regarded with suspicion, and pain researchers continually strive to come up with a better measurement mechanism. Try as we might, we cannot express pain in terms of centimeters or types of cells or markers in the blood. There are people with terminal cancer who are debilitated and suffering terribly because of pain, and there are people with the same type of malignancy, same progression of disease, and so forth, who experience little, if any, discomfort because of pain. Thus, our assessment of pain relies heavily on self- report measures. 

Furthermore, the assessment of pain must include dimensions beyond one’s level of discomfort in a specific part of the body, since the perception of pain involves cognitive, affective, and social factors that are represented in the brain and filter the ultimate experience of pain. 

Indeed, competent pain assessment always includes factors beyond pain intensity. 

In this chapter, I focus on the assessment of the pain experience from a biopsychosocial perspective. The psychosocial instruments most relevant to a cognitive therapeutic approach are those assessing patients’ beliefs, attitudes, cognitions, and cognitive coping, but they are inextricably interrelated with pathophysiological, affective, and behavioral factors. Thus, I cover key assessment domains important to the overall assessment of pain. 

A Historical View of Pain and Its Assessment

While it is now well accepted that pain is a multifaceted, complex, biopsychosocial experience, pain intensity and tissue pathology was the primary (and often the only) aspect of pain assessed well into the 1960s. “Real” pain was thought to reflect the intensity of the pain stimulus; thus, if the level of pain reported was discordant with what was expected given the significance of the tissue injury, the pain was often judged to be psychogenic in origin. Furthermore, if pain 57 
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lasted beyond the expected healing time of an injury, or if no apparent pathophysiology could be linked as a triggering agent, pain was again thought to be psychogenic. This dualistic notion of pain ( either organic  or psychogenic) stems from the biomedical model and has been discussed in Chapter 1 of this book. Unfortunately, the biomedical model still greatly dictates pain assessment, and the majority of consumers and health care providers still seek the identification of organic pathology to explain and treat chronic pain. Although the appropriate assessment of possible tissue pathology is an important component of chronic pain assessment and treatment planning, it is insufficient to explain (or treat) chronic pain. Unfortunately, the persistent assumption that “physical” measures are somehow superior or more valid predictors of pain than self- report measures is a common misassumption in the health care field (Gatchel, 2005; Kapoor, White, Thorn, & Block, 2016). The most recent pain biomarker debate focuses on the suggestion that brain biomarkers (via neuroimaging) could one day replace self- report to characterize a patient’s experience of pain (Apkarian, Hashmi, & Baliki, 2011). Researchers who have compared the ability to discriminate between patients with chronic pain and control patients with brain images versus. self- report have argued that self- report outperforms the brain biomarker (Robinson, Boissoneault, Sevel, Letzen, & Staud, 2016; Robinson, Staud, & Price, 2013; Robinson et al., 2015). Thus, while self- report is not the only aspect that should be assessed, it is certainly one that should be explored. 

A useful biopsychosocial pain assessment ought to highlight specific problem areas unique to the individual and should also provide a road map for intervention. Furthermore, instruments used in psychosocial assessments should be reliable and valid and possess some prog-nostic value (e.g., identifying individuals who are at risk for progressing from acute to chronic pain condition, offering guidance regarding treatment that matches patient profiles). In the ideal world, psychosocial pain assessments would provide a means for tracking the treatment progress of patients, with clear indicators of clinically meaningful changes in important pain-related outcomes. 

So what’s the historical reality? Although psychosocial assessment may be a standard part of any multidimensional treatment program and is usually covered by medical insurance, the assessments traditionally conducted by psychologists may or may not be particularly useful in treatment planning. Often, once an assessment is completed, the diagnosis made, and the report written, those materials are filed away, and clinicians rarely refer to them again. Why might this be? 

When psychologists first began engaging in pain research, their assessments focused almost exclusively on the evaluation of traditional psychopathology, particularly depressive disorders. 

In many cases, psychologists and other clinicians continue to rely on standard measures of psychopathology (e.g., the Minnesota Multiphasic Personality Inventory–2-RF [MMPI-2-RF; Ben-Porath & Tellegen, 2008]) or measures of pathological mood state (e.g., the Beck Depression Inventory– II [BDI-II; Beck, Steer, & Brown, 1996]). There are good reasons for doing so: Many of us are quite familiar with the traditional psychological assessment tools because these are the ones we may have learned the most about in our training. These traditional assessment tools have strong empirical support and a long history of use. They also provide accessible manuals for interpreting results and often make computerized interpretive reports available to the clinician, saving valuable time during the assessment phase. However, the general personality and psychopathology assessment tools were designed for psychiatric patients, not patients with pain. 

Understandably, pain clients often react negatively to receiving such measures, complaining 
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that they are the physician’s way of confirming that the pain is “all in their head.” Furthermore, the most commonly administered personality test, the MMPI-2-RF, consists of 338 items. 

While considerably shorter than the 567 items comprising the MMPI-2 (Hathaway, McKinley, & MMPI Restandardization Committee, 1989), this represents a considerable time investment for patients. In addition, the MMPI-2 has been noted to overpathologize patients with pain. Also, MMPI-2 profiles have not been consistent in predicting treatment outcome (Vendrig, 2000). 

Certainly, questions regarding a patient’s personality structure or general psychopathology are relevant, and in some cases a formal assessment of these issues is merited. If a personality evaluation is considered important for a particular patient, referral to a psychologist comfortable with these diagnostic procedures and subsequent communication with the psychologist can enhance the physician’s general understanding of the patient. However, a personality evaluation should not be used to determine the cause of the pain or to establish the supposed underlying personality pathology “explaining” the pain. 

Present- day pain assessment has been shifting away from the traditional measures of personality and psychopathology and toward pain- specific psychosocial measures. When clinicians treating patients with pain search for pain- specific psychosocial instruments to include in their assessment battery, they will find a surplus of options; unfortunately, many of them are too lengthy to be practical in the clinical setting, too restricted in focus, and not readily interpreta-ble. The plethora of psychosocial pain instruments now available has been a cause for confusion rather than clarity: Do they measure separate or overlapping constructs? Which are the most important pre- and posttreatment outcome measures? Is it really necessary to use a 60-item instrument, or will an abbreviated version adequately measure the issue of interest? 

As a researcher, I have gotten caught up in the desire to design the “perfect” scale that fully captures whatever domain I am most interested in—one that demonstrates excellent internal consistency and validity, as well as predictive ability. In doing so, I am likely to restrict the focus of my scale and make it fairly long in an effort to make it psychometrically robust. Certainly, these scales have advanced our conceptual understanding of the psychosocial importance of pain, but the proliferation of psychosocial pain scales may be bewildering and not particularly useful to the clinician. As a clinician, I want a manageable number of items, presented in a user-friendly manner, that cover the important concepts and help me plan and evaluate treatment. 

Moving Forward:  

Domain-Specific and Efficient Biopsychosocial Pain Assessment In the past decade, there have been growing efforts to identify the crucial domains of pain assessment and standardization of the assessment process, both to enhance the quality and comparability of clinical research trials and to provide practicing clinicians with meaningful tools to conduct competent assessments. The two most productive efforts have been conducted by the Initiative on Methods, Measurement, and Pain Assessment in Clinical Trials (IMMPACT; Turk et al., 2003) and the National Institutes of Health Patient- Reported Outcomes Measurement Information System Roadmap Initiative (PROMIS; Cella et al., 2007). 

The IMMPACT group is pain- specific and has been on task since its inception in 2002. 

Focusing mainly on improving the quality and comparability of clinical research trials, IMMPACT has recommended the assessment of six core outcome domains: (1) pain intensity, 
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(2) physical functioning, (3) emotional functioning, (4) participant ratings of global improvement and satisfaction with treatment, (5) symptoms and adverse events, and (6) participant disposition (Turk et al., 2003). In later work, the IMMPACT workgroup identified psychometrically sound measures as possibilities for each domain (Dworkin et al., 2005). Most recently, guidelines for what constitutes a clinically important change in pain outcomes have been established (Dworkin et al., 2008). 

The PROMIS initiative, established in late 2004, has made significant inroads in comprehensive pain assessment as well as other important chronic illness domains. This initiative was undertaken to improve the measurement of patient- oriented chronic disease outcomes, particularly key symptom clusters (e.g., pain) and health concepts (e.g., emotional distress) applicable to many chronic health conditions. In addition to improving the efficiency and generalizability of clinical trials, the PROMIS initiative was undertaken to help clinicians assess and interpret patients’ response to interventions and modify treatment protocols according to outcomes important to the patient. Working groups were established in five selected PROMIS domains (physical functioning, fatigue, pain, emotional distress, and social role participation); these groups were charged with identifying a large pool of possible items, casting as wide a net as possible. Thereafter, statisticians conducted item response analyses, comparing short versions of the measures with the overall bank of items as well as widely used and psychometrically valid 

“legacy” measures. The ultimate goal was to provide standardized measures that would use the minimal number of items without sacrificing reliability or validity. Another goal was to provide measures for adults, children, and proxy respondents. The result was short forms of important health- related constructs with good reliability and initial validity, demonstrated by moderate to strong correlations with the previously established measures (Cella et al., 2010). 

Currently, there are five pain- specific PROMIS item banks: pain intensity, pain behaviors (Revicki et al., 2009), pain interference (Amtmann et al., 2010), and nociceptive and neuropathic pain quality scales (Askew et al., 2016). Two other pain- specific scales are in development: a pain catastrophizing scale and a pain- related self- efficacy scale (Amntmann, Jensen, et al., 2016). The PROMIS item banks are in the public domain and can be accessed at  www.assessmentcenter. 

 net free of charge. It is simple to sign up as a new user, and you can request PDFs of the item banks of interest (as well as subsets of the item banks, presented as short forms) and scoring/

interpretation manuals for each construct. Researchers and clinicians can use the assessment center directly to collect data online. There is also an option for using a computer- adaptive testing (CAT) format, which automatically adjusts the number of items within the item banks based on the patient’s response to the previous question. Initial clinical research has been conducted using the computer- adaptive PROMIS- format (PROMIS– CAT) for the pain intensity, interference, and physical functioning items in patients with osteoarthritis. Test– retest reliability across a 4-week assessment period was very good for all categories, and correlations between the PROMIS- CAT pain scores and daily scores on the fixed format was also high (Broderick, Schneider, Junghaenel, Schwartz, & Stone, 2013). Thus, in terms of efficiency and minimizing irrelevant items for the client, the PROMIS- CAT option may be of great clinical utility without sacrificing psychometric rigor. Alternatively, you can select and use the various short forms of the item banks (scoring and interpretation guidance is also provided in the manuals for the short forms of each construct). 

Given the considerable advances by the IMMPACT and PROMIS workgroups over the past decade in providing organization, guidance, and efficient measures for psychosocial 
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assessment of pain, I use their framework for most of the chapter. I also suggest assessment domains not addressed by IMMPACT or PROMIS that could be considered as part of a comprehensive pain assessment. For further details regarding suggestions/comparisons between the IMMPACT recommendations and the PROMIS items, see the review article by Dixon and Thorn (2015). You can also refer to one of many excellent chapters on assessment of pain by Okifuji and Turk (2014). 

Biological State

Part of the initial assessment of a person presenting for pain management includes gathering information about the individual’s physiological condition. Information regarding the results of diagnostic testing, past or ongoing medical interventions (i.e., medication, surgeries), and pre-sumed etiology, as well as progression of the problem, provides important material for understanding the individual presenting for treatment. Some of this information can be obtained through client interviews, and other background, from the patient’s primary physician. It is generally very helpful to establish a line of communication with the patient’s primary physician and to make brief follow- up contacts with the physician regarding a treatment plan, as well as outcome. Obtaining pertinent health information from the patient’s other health care providers (and, when necessary, exchanging information regarding the chronic pain patient) is vital. 

Pain Conceptualization

Individuals’ knowledge and conceptualizations about pain affect how they cope with and respond to treatment recommendations (Edwards, Pearce, Turner- Stokes, & Jones, 1992; Walsh 

& Radcliffe, 2002; Williams, Robinson, & Geisser, 1994). A unidimensional (biomedical model) conceptualization of pain, such as “pain is equal to the amount of tissue damage,” is associated with poor adjustment, decreased functional ability, and poor treatment outcome (Edwards et al., 1992; Meeus et al., 2010). Recently, educating patients about pain has received increased attention as a way to improve pain self- management (Ainpradub, Sitthipornvorakul, Janwantanakul, 

& van der Beek, 2016), and clinical researchers have pointed out the importance of educating individuals about the biopsychosocial model, which includes understanding the neurophysiology of pain (Gatchel, Peng, Peters, Fuchs, & Turk, 2007; King, Robinson, Ryan, & Martin, 2016; Moseley, 2003; Thorn, 2004). As mentioned in Chapter 3, the pain neurophysiology education approach has been used to help individuals develop a better understanding of how the nervous system interprets information and how pain is processed in the brain (Moseley, 2003). The hypothesized mechanism of pain neurophysiology education is in the reconceptualization of pain beyond a simple “pain = tissue damage” understanding (Moseley, 2007). 

Individuals’ knowledge of pain neurobiology and physiology has been primarily assessed through the Neurophysiology of Pain Questionnaire (NPQ), which was simplified and revised in 2013 (Catley, O’Connell, & Moseley, 2013). One drawback of this measure is its inclusion of more detailed pain neurophysiology than is necessary or understandable to the typical layper-son (e.g., “Nerves adapt by making ion channels stay open longer” and “Descending neurons are always inhibitory”; Catley et al., 2013). Another concern is that the measure’s true–false response format may lead to guessing when someone is not sure of a response, thus misleading the clinician regarding the patient’s actual understanding of the pain process. For these reasons, 
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as well as to fashion a pain conceptualization assessment tool that accords with what I teach in the program presented in this book, my lab team and I are currently developing the Pain Conceptualization Questionnaire (PCQ). Construction of the initial version of the measure was informed by Moseley’s NPQ (Catley et al., 2013) and earlier related measures of one’s conceptualization of pain as “organic” or “psychological” (Edwards et al., 1992). We sought to make the questionnaire less difficult by using simplified biopsychosocial, gate control/neuromatrix language, and more than two response options to reduce forced guessing when people were unsure of their response. The measure is being examined for its psychometric properties, as well as its concurrent validity with pain- related variables, in an undergraduate sample of 200 young adults (with and without pain) and in a sample of approximately 300 patients with pain from my most recent clinical trial (Eyer & Thorn, 2015). 

Since the measure is still being tested, it will likely change somewhat as further analyses are conducted (e.g., shortened, reworded). If you are interested in seeing a current version of the measure, e-mail me at Bthorn@ua.edu. Given my concerns regarding the NPQ and the preliminary nature of the PCQ, I don’t recommend using either of them at this point, although I believe the construct of pain conceptualization is a very important avenue to continue to explore. 

Clinical Interview

A clinical interview should accompany any psychological evaluation, including pain assessment. 

Using the biopsychosocial model to organize the interview, the interviewer should focus on factors that might contribute to pain, suffering, and dysfunction. Some suggested categories include (1) description of symptoms (and I would include a body map in this section, which you can use from the Brief Pain Inventory— Short Form [BPI-SF; Cleeland & Ryan, 1994]) in Appendix A; (2) prior treatments; (3) compensation/litigation status; (4) patient and significant others’ response to symptoms; (5) coping efforts; (6) educational/vocational history; (7) social history; (8) alcohol and substance use; (9) psychological dysfunction; and (10) concerns/expectations regarding pain and treatment (Turk, Monarch, & Williams, 2004). As you can see, the suggested structure of the clinical interview provides multiple opportunities for insights into the patient’s social environment, which, as noted in Chapter 2, is an important domain to consider. 

Of particular clinical interest as it relates to cognitive therapy is the identification of specific thought processes, beliefs, attitudes, and coping strategies, both adaptive and maladaptive, that are employed. You can listen to the patient’s responses to your questions with that in mind, helping you to get an initial sense of the patient’s cognitive style. 

During the initial intake session, I ask clients to bring in all the medications (pain and otherwise) they are taking on a daily or as- needed basis and in their original prescription bottles if possible. My assistant’s sole duty during the intake session is to write down all of the client’s medications, together with the dose, the date of the prescription, and the name of the prescribing physician. She then makes a chart of the patient’s medications, and I ask the patient for permission to share the medication chart with all of the physicians caring for him. Up to this point, I have only had one person refuse permission, and I have received calls from several surprised and grateful physicians. I do not screen for possible opioid misuse/abuse, partly because my treatment program is not specifically targeted to helping people get off opioids, and partly because I want to do everything I can to establish and maintain a working alliance with 
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patients. I find that patients are extremely sensitive and defensive about being questioned about their medications, and I believe this reaction is becoming more intense, judging from the controversy regarding opioid pain management discussed in Chapter 2. It is perfectly appropriate to screen for opioid misuse, and if you choose to do so, the instrument that I would suggest is the Current Opioid Misuse Measure (COMM), a 17-item screener for medication- related aberrant behaviors. It asks the patient to indicate whether over the past 30 days he engaged in specific behaviors, in a 0 (never) to 4 (very often) response format. A sample item is as follows: “In the past 30 days, how often have you taken more of your medication than prescribed?” A 2009 

comparative review of the instruments available at the time included a similar but longer instrument, the Screener and Opioid Assessment for Patients with Pain (SOAPP), intended to detect future aberrant use of opioids by patients being considered for opioid therapy. The COMM was not available at the time of the review, but the SOAPP was found to be the most accurate of the available instruments, when used along with a clinical interview (Moore, Jones, Browder, Daffron, & Passik, 2009). You can download the SOAPP or the COMM at  www.painedu.org/

 index.asp. 

Pain Intensity

Although clearly not sufficient in and of itself, an important component of pain assessment involves asking patients about their perceived pain intensity. In our clinical research trials, we have used the pain intensity items from the BPI-SF (Cleeland & Ryan, 1994). The BPI uses a numeric rating scale with the anchors “no pain” at 0 and “pain as bad as you can imagine” at 10. Its four pain intensity items ask about “worst pain,” “least pain,” “average pain,” and “pain right now” over the past 24 hours (or the past 7 days, depending on the assessor’s needs). These items are typically averaged to produce an overall intensity score. The simplest version of the BPI is a modified short form, which asks about “average pain,” “worst pain” and “pain now,” and has demonstrated initial reliability and validity (Mendoza, Mayne, Rublee, & Cleeland, 2006). 

In our research trials with patients who have lower educational attainment, we have found that some patients have difficulty with the concept of “least,” “worst,” and “average,” and are therefore intrigued with the idea of removing the “least” pain option; however, Cleeland (personal communication, June 30, 2016) suggests using the unmodified BPI-SF because much more is known about the validity of the unmodified version. 

The BPI-SF is included in Appendix A. Those using the BPI should also refer to the User’s Guide, available at  www.mdanderson.org/content/dam/mdanderson/documents/Departments-and- Divisions/Symptom- Research/BPI_UserGuide.pdf. The PROMIS item bank for pain intensity includes two items assessing the level of pain intensity over the past week (“at its worst” and 

“average pain”) and one item assessing the pain intensity “right now” on a scale of 1 (“no pain”) to 5 (“very severe pain”). 

Thus, the differences between the PROMIS items and the BPI-SF are scaling (PROMIS 

being on a 5-point scale and the BPI being on a 10-point scale), the verbal anchor at the extreme end (BPIC: “pain as bad as you can imagine”; PROMIS: “very severe pain”), and the omission of 

“least pain” on the PROMIS items. Although the authors did not use the BPI or PROMIS items per se, normative data were generated on a large sample of patients with chronic pain using a 0–10-point numeric rating scale virtually identical to the BPI (present pain intensity, and highest, lowest, and usual pain intensity over the past week). Data were generated for the total 
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sample and subgroups based on the primary pain site, with means, standard deviations ( SD) and percentile scores. For the total sample, mean current pain intensity rating was 4.2 ( SD = 1.1), whereas mean scores for highest pain intensity = 8.3 ( SD = 1.7), lowest = 4.0 ( SD = 2.5), and average = 6.4 ( SD = 2.1) (Nicholas, Asghari, & Blyth, 2008). Reductions of 10% in pain intensity represent the minimal standard for change, whereas reductions of 30% correspond to “much improved” or “very much improved” responses from patient ratings of global improvement. 

Furthermore, a 50% reduction is considered a substantial improvement, and clinical researchers are encouraged to report not only mean score changes in their sample, but percentages of patients who fall in these improvement categories (Dworkin et al., 2008; Farrar, Young, LaMoreaux, Werth, & Poole, 2001; Younger, McCue, & Mackey, 2009). 

It is not necessary to use both scales (BPI and PROMIS items) when assessing perceived pain intensity. I would recommend experimenting with both and then choosing the one that better suits your preferences (see Table 4.1). 

Physical Functioning

Improved functioning is also a crucial hallmark of successful comprehensive pain treatment, and in some psychosocial treatments (e.g., mindfulness- based and ACT treatments) improved engagement in meaningful activities is considered of greater importance than changes in pain intensity per se. Historically, the physical functioning domain has been measured via instruments that assess general health- related quality of life (e.g., the SF-36 Health Survey; Ware & Sherbourne, 1992) or via pain- related quality- of-life measures that assess perceptions of how much pain has interfered with important daily activities. In our lab’s research trials, we have used the seven pain interference items of the BPI-SF (general activity, mood, walking ability, normal work, relations with other people, sleep, and enjoyment of life), rated on a 10-point scale (0 = “does not interfere” to 10 = “completely interferes”; Cleeland & Ryan, 1994). Responses on these seven items on this scale (item 9, A–G) are added and divided by 7 to produce an overall Pain Interference score. 

The PROMIS pain interference item bank contains some items related to physical functioning as well as other areas of functioning affected by pain (Riley et al., 2010). There are 54 

pain interference items in the PROMIS item bank (which can be used for the CAT mentioned earlier). Alternatively, one can choose a 20-, 10-, eight-, six-, or four-item short-form version, with items such as “In the past 7 days, how much did pain interfere with “ . . . day-to-day activities, work around the home, social activities, and household chores.” All items are on a 0–5 scale. 

The PROMIS pain interference item banks correlate well with other established measures of physical functioning (Cella et al., 2010). 

The PROMIS item banks also contain a separate, global physical functioning domain, each rated on a 5-point scale with higher numbers (i.e., 5; “without any difficulty”) representing higher levels of physical functioning. The items assess the degree to which individuals are able to engage in activities of daily living such as dressing and bathing, and their ability to lift, stand, walk, participate in chores, and so forth. The entire physical functioning item bank contains 121 

items (appropriate for CAT), with short forms available in a 4-, 6-, 8-, 10-, or 20-item format. 

I recommend using either the BPI-SF (found in Appendix A) or the PROMIS pain interference items, but also including one of the short forms of the PROMIS physical functioning item bank in the comprehensive assessments (see Table 4.1). 
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TABLE 4.1.  Suggested Assessment Measures

Pain intensity

Either:

•   Brief Pain Inventory—Short Form [BPI-SF] (Cleeland & Ryan, 1994): Four pain intensity items (“worst,” 

“least,” and “average,” past 24 hours or past week, and “right now”); 0–10 scale; included in Appendix A. 

Or:

•   PROMIS (Cella et al., 2007): Three pain intensity items (“at its worst” and “average”; “past week” and 

“pain right now”); 1–5 scale); available at  www.assessmentcenter.net. 



Physical functioning

Either:

•   Brief Pain Inventory—Short Form ( BPI-SF; Cleeland & Ryan, 1994): Seven pain interference items; 0–10 

scale, included in Appendix A. 

Or:

•   PROMIS: Four, six, or eight pain interference items; 0–5 scale; available at  www.assessmentcenter.net. 

And:

•   PROMIS : Four, six, eight, 10, or 20 physical functioning items (short form); 0–5 scale; available at  www. 

 assessmentcenter.net. 



Emotional functioning

 Depression

Either:

•   PROMIS (Pilkonis et al., 2011): 28 depression items (long form); four, six, or eight items (short form); 0–5 

scale; available at  www.assessmentcenter.net. 

Or:

•   PHQ-9 (Spitzer et al., 1999): Nine items; 0–3 scale; available at  www.phqscreeners.com. 

And (if merited):

•   P4 Suicidality Screener (Dube et al., 2010): Four items, with optional clarifying questions; included in Appendix B. 

 Anxiety

Either:

•   PROMIS (Pilkonis et al., 2011): 29 anxiety items (long form); four, six, seven, or eight items (short form) 0–5 scale; available at  www.assessmentcenter.net. 

Or:

•   GAD-7 (Spitzer, Kroenke, Williams, & Lowe, 2006): Seven items; available at  www.phqscreeners.com. 

 Anger

•  PROMIS (Pilkonis et al., 2011): 22 anger items (long form); five items (short form); available at  www. 

 assessmentcenter.net. 

Cognitions

•   Pain Catastrophizing Scale (PCS; Sullivan et al., 1995): 13 items; 0–4 scale, included in Appendix C. 

And:

•   Tampa Scale for Kinesiophobia–11 (TSK-11; Woby et al., 2005); 11 items; 1–4 scale, included in Appendix D. 

 (cintinued)
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TABLE 4.1.   (continued)

And:

•   Pain Self-Efficacy Questionnaire (PSEQ; Nicholas, 2007): 10 items; 0–6 scale; included in Appendix E. 



Global impressions of change

•   Patient Global Impressions of Change Questionnaire: Adapted from Fischer et al., 1999): Five items; 1–7 

scale, included in Appendix F. 



Emotional Functioning

There is clearly a reciprocal relation between emotions and pain. People living with chronic pain often experience anger, depressive symptoms, and/or anxiety, and as the number of physical illness symptoms increases, the likelihood of clinically significant mood disorders escalates. 

This relationship is found for medically explained as well as medically unexplained symptoms (Kroenke & Mangelsdorff, 1989). Furthermore, the presence of negative emotions makes the experience of pain worse, including exacerbated perceived pain intensity and other associated negative symptoms. Based on the psychogenic model of pain, mood disorders (especially depression) were thought to predate and explain chronic pain (i.e., pain as “masked depression”; Blumer & Heilbronn, 1982), although there is no scientific evidence to substantiate this claim. 

Clinical service providers conducting assessments and communicating results would serve patients well to dispel this myth that many health care providers still hold. 

The PROMIS initiative contains a large general domain labeled “mental health” and includes item banks assessing depression, anxiety, and anger (Pilkonis et al., 2011). Each item begins with the stem “In the past 7 days I felt . . . ” and is scored from 1 (“never”) to 5 (“always”). 

Both long forms (28, 29, 22 items for depression, anxiety, and anger, respectively) and short forms (five items for anger, and four- to eight-item versions for anxiety and depression) have been validated. These item banks are specifically geared toward individuals with health problems, and therefore one should avoid items that are somatically loaded and may be a result of physical illness, including chronic pain. 

Another option for screening for symptoms of depression and anxiety is an offshoot of the Primary Care Evaluation of Mental Disorders (PRIME-MD), a diagnostic tool used in primary care to assess 12 different mental disorders. The PRIME-MD includes the Patient Health Questionnaire (PHQ), a self- report screening instrument for anxiety, depression, alcohol problems, disordered eating, and somatoform symptoms (Spitzer, Kroenke, Williams, & Patient Health Questionnaire Primary Care Study Group, 1999). During development of the PRIME-MD, Spitzer and colleagues created the PHQ-9 (a depression screener, containing each of the nine diagnostic criteria from DSM-IV) and the GAD-7 (an anxiety screener containing seven common anxiety symptoms). Both screeners ask respondents to consider the past 2 weeks, with response options of 0 (“not at all”) to 3 (“nearly all the time”). The PHQ scales and scoring/

interpretation manuals can be downloaded free of charge at  www.phqscreeners.com. 

 Depression

Depression does not cause symptom substitution in the form of a pain disorder; furthermore, the literature generally supports the idea that depression follows chronic pain, rather than vice 
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versa (Brown, 1990). However, depression is a risk factor for the progression of acute to chronic pain, and the presence of depression is associated with higher perceptions of pain intensity (Stahl, 2002). 

One example of the predictive importance of depression is a prospective 3-year study on veterans asymptomatic for back pain at baseline assessment. Eighty- eight of the original 131 

participants reported back pain at the 3-year assessment, and depression at baseline was the most influential (and the only significant) predictor of back pain at 3 years—over and above spinal stenosis, disc degeneration, and other common biomedical signs used to explain low back pain reports (Jarvik et al., 2005). Because depression is common in patients with pain and because suicidal ideation is associated with depression, screening for depression and suicidal thoughts, with appropriate follow- up, is an important part of the psychosocial assessment of patients with chronic pain. In fact, in one study, approximately 25% of patients in their sample with chronic pain admitted to suicidal ideation (Smith, Perlis, & Haythornthwaite, 2004). The IMMPACT workgroup recommends the use of at least one measure of emotional functioning and, in particular, a measure of depression. 

The Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock, & Erbaugh, 1961) is a commonly used measure of depression, but it was not specifically developed for physically ill populations. The BDI (as well as a number of other depressions scales) contains a number of items related to somatic symptoms (e.g., fatigue, irritability, loss of interest, difficulty sleeping) often occurring with chronic pain or other medical illnesses. For this reason, in our clinical trials we have used the Center for Epidemiologic Studies Depression Scale (CESD; Radloff, 1977) or most recently, the PHQ-9, both of which are available free of charge. The PROMIS item bank for depression is also an appropriate choice; approximately 90% of the PROMIS depression items are related to cognitive and affective (rather than somatic) markers of depression (Pilkonis et al., 2011). I would suggest using either the PHQ-9 or the PROMIS depression items for screening. If necessary, you can then move on to a clinical interview to determine if a diagnosis of depressive disorder is appropriate. 

The P4 Suicidality Screener was developed to determine if a more comprehensive suicide assessment was necessary when primary care patients or patients in specialty medical settings endorsed either potential thoughts of self-harm during clinical interviews or a positive response to the self-harm item on the PHQ-9 (or a similar item on other depressions scales; Kroenke, Bair, et al., 2009; Kroenke, Theobald, et al., 2009). After considerable preliminary testing, four key questions were identified as important to ask in the suicide screener, known as the “four P’s,” a mnemonic for questions about  past suicide attempts— a  plan, probability of completing suicide, and  preventive factors (Dube, Kurt, Bair, Theobald, & Williams, 2010). I suggest using the P4 screener if the patient endorses the self-harm item(s) on any of the depression instruments you use, moving to a comprehensive suicide assessment if necessary. The P4 and its scoring/interpretation guide are included in Appendix B. 

 Fear and Anxiety

Two very common and related emotions as they apply to chronic pain are fear and anxiety. Pain produces fear and escape behaviors, while the anticipation of pain produces nervousness and worry about the future, as well as avoidance of activities the patient believes may cause or exacerbate pain. Both avoidance and escape behaviors are highly reinforcing in that they perpetuate the beliefs that activity avoidance (for example) reduces the likelihood of pain exacerbation and 

68 

R AT ION A L E, T HEOR Y, RESE A RCH, A ND ASSESSMEN T 

that rescue medications (for example) to escape current pain are the best or only way to treat pain flare-ups. This does not mean that our goal is to get patients to ignore all pain signals and charge ahead in ways that would cause pain exacerbations. However, it does mean that the skillful assessor (and practitioner) should attempt to assess when escape and avoidance behaviors have become generalized to the point of interfering with valued daily activities. There is a growing literature that pain- related beliefs associated with fear avoidance are predictive of increased dysfunction and disability in patients with chronic pain and are associated with the progression of acute to chronic pain (Crombez, Vlaeyen, Heuts, & Lysens, 1999; Gheldof et al., 2006; Grotle, Vøllestad, Veierød, & Brox, 2004; McWilliams, Cox, & Enns, 2003). The symptoms of generalized anxiety disorder (GAD) and PTSD tend to be associated with anxiety, whereas phobia and panic disorder symptoms seem to be more uniquely associated with fear (Watson, 2005). 

Individuals with chronic pain have a higher prevalence of all the anxiety disorders, especially PTSD (Watson, 2005). 

As indicated above, the PROMIS anxiety items offer one means of assessing anxiety, including scoring and interpretation guidance. Of course, given the nature of physiological arousal inherent with anxiety, the PROMIS anxiety items do include a number of somatic items. 

Another option that we have used in clinical trials is the GAD-7, also introduced earlier. 

 Anger

Although there is no formal diagnostic category of “angry mood disorder,” anger is commonly observed in individuals with chronic pain. Since pain is particularly associated with a sense of stigmatization and injustice (Cohen, Quintner, Buchanan, Nielsen, & Guy, 2011; Scott, Trost, Bernier, & Sullivan, 2013; Trost et al., 2012), it is not surprising that those with chronic pain feel anger. Research suggests that it is not anger per say but poorly managed anger that creates problems for people with pain. Anger directed toward others (either verbally or physically) has been associated with higher levels of pain in both laboratory and clinical pain populations (Bruehl, Burns, Chung, & Chont, 2009). Anger is also maladaptive when it is suppressed, and suppression of anger is related to higher levels of pain, greater interference in daily activities, increased pain behaviors, and higher levels of depression (Estlander, Knaster, Karlsson, Kaprio, & Kalso, 2008; Kerns, Rosenberg, & Jacob, 1994). 

The anger items on the PROMIS measure assess both verbal and nonverbal expression of anger (Pilkonis et al., 2011) and would be an efficient screener for anger issues, which could then be explored more fully with the patient. 

Cognitions (Appraisals, Thoughts, and Beliefs)

Cognitions are not independent of emotions; in fact, evidence exists that they are reciprocal with each other (as well as reciprocal with pain). Individuals with pain and emotional distress may be more susceptible to the negative impact of negative cognitions and show both higher levels of negative thoughts and lower levels of positive thoughts (Carson, Hollon, & Shelton, 2010; Ingram, Atkinson, Slater, Saccuzzo, & Garfin, 1990; Lefebvre, 1981; Smith, O’Keeffe, & Christensen, 1994). Myriad instruments are available to assess pain- related cognitions. Just to name a few, the Pain Appraisal Inventory (Unruh & Ritchie, 1998) was specifically developed to assess the primary appraisals of pain, the Pain Beliefs and Perceptions Inventory (Williams 
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& Thorn, 1989) was designed to assess the attributions individuals make about their pain and its impact, and the Survey of Pain Attitudes (Jensen, Karoly, & Huger, 1987) was developed to assess acquired beliefs about the way pain (and people in pain) should be treated. All have been shown to be associated with patients’ self- report of pain, interference in daily life activities due to pain, trajectory from acute to chronic pain, and eventual disability. In the first edition of this book, I covered the assessment of primary appraisals (threat, loss, challenge) and secondary appraisals (automatic thoughts, acquired beliefs), core beliefs, and cognitive coping strategies separately and included a number of measures that could be used to assess them. You can still refer to the first edition and use those measures as desired. The purpose of this chapter, though, has been to provide an update on the trends regarding pain assessment in the past decade (with a focus on the IMMPACT and PROMIS initiatives) and direct you to specific tools that are newly available (e.g., PROMIS item banks) and/or to provide certain instruments that I consider to be critically important in your psychosocial assessment. 

This section of the chapter provides information on assessing the constructs of pain catastrophizing (variously conceptualized as a primary appraisal, secondary appraisal, and cognitive coping strategy) (Sullivan, Thorn, et al., 2001), kinesiophobia (fear- avoidance beliefs) and pain self- efficacy. Of the myriad cognitive constructs assessed, I suggest that these three are the most important cognitive instruments to capture in your assessment. 

 Catastrophizing

In the proliferation of psychosocial pain scales, the measurement of pain catastrophizing has taken a prominent position because of its strong relationship to ratings of the experience of pain, as well as adjustment to chronic pain. Many individuals have very negative thoughts about pain, which has been shown to generate fear- avoidance beliefs and subsequent maladaptive coping behaviors (Vlaeyen & Linton, 2012). The PROMIS expert panel defined pain- related catastrophizing as “extremely negative thoughts about pain and its impact on one’s life now and in the future. It includes magnification of pain and its impact, helplessness, rumination, and beliefs about worst-case scenarios” (Amntmann, Fraser, et al., 2016). This cyclical process produces an overwhelming sense of helplessness and hopelessness, eroding the patient’s perception of control over pain (Edwards, Bingham, Bathon, & Haythornthwaite, 2006; Thorn, Boothby, & Sullivan, 2002). The presence of catastrophizing predicts significant alterations in affect and mood, higher levels of reported pain, poorer overall functioning, increased disability, and lower rates of return to work (Quartana, Campbell, & Edwards, 2009; Scott, Wideman, & Sullivan, 2014; Sullivan, Rodgers, & Kirsch, 2001). Individuals who catastrophize exhibit low self- efficacy for dealing with pain, often deferring to the health care system to cure (or at least manage) their pain. 

The Pain Catastrophizing Scale (PCS) was constructed to measure “an exaggerated negative orientation to noxious stimuli” (Sullivan et al., 1995, p. 524). The PCS has 13 items, which makes the scale quite practical for clinical use. The respondent is instructed to reflect on a pain experience and indicate the extent to which she thought about each statement, using a 5-point item response format, where 0 indicates “not at all” and 4 represents “all the time.” The PCS 

consists of one general construct and three subscales that are well correlated but reported to be distinct: Magnification, or exaggeration of the threat value of pain—items 6, 7, and 13 (e.g., 

“I wonder whether something serious may happen”); Rumination, or focused attention on the 
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pain—items 8–11 (e.g., “I can’t seem to keep it out of my mind”); and Helplessness, or pessimistic appraisal of the ability to cope—items 1–5, and 12 (e.g., “There’s nothing I can do to feel better”). In the original PCS validation study, the Helplessness and Rumination subscales had satisfactory reliabilities, but the three-item Magnification subscale had less than adequate reliability. Other validation studies have demonstrated adequate internal consistency (reliability) for all three subscales (Osman et al., 2000). The original validation study of the PCS (Sullivan et al., 1995), as well as later studies using community- based samples and outpatient pain clientele, reported sex differences in PCS scores: Women scored higher on the total PCS, as well as on the Rumination and Helplessness subscales. The three-item Magnification subscale, in contrast, does not differentiate men from women (Osman et al., 2000; Sullivan et al., 1995). A total score is obtained by summing all of the ratings (or if you choose to calculate subscale scores, summing all ratings provided for each scale and dividing by the number of items answered within each scale). Normative data for patients undergoing evaluation and treatment at a multidisciplinary pain clinic were reported to be a mean of 28.2 ( SD =12.3) for the total score, with subscale means of 10.1 ( SD = 4.3) for Rumination, 4.8 ( SD = 2.8) for Magnification, and 13.3 ( SD = 6.1) for Helplessness (Sullivan, Stanish, Waite, Sullivan, & Tripp, 1998). 

Based on these data, it has been suggested that patients obtaining a total score above 38 

(80th percentile) are particularly likely to experience adjustment difficulties and to progress poorly in rehabilitation programs. Although PCS results are usually reported and discussed in terms of the total score, the specific subscales may vary as a function of duration of pain. For example, the Magnification subscale of the PCS was the best predictor of pain and disability in a sample of patients with whiplash who were approximately 1 year postinjury (Sullivan, Stanish, Sullivan, & Tripp, 2002), whereas the Rumination subscale was the best predictor of severity of disability in patients who had been experiencing pain for approximately 3 years (Sullivan et al., 1998). Later in the course of chronic low back pain, the Helplessness subscale was shown to be the best predictor of severity of disability (Vienneau, Clark, Lynch, & Sullivan, 1999). Taken together, these studies suggest that the nature of catastrophic cognitions associated with disability may change as the pain condition becomes more chronic. 

Although the PCS has received the lion’s share of the attention devoted to pain catastrophizing scales, other self- report measures of catastrophizing and related constructs are available. 

The Coping Strategies Questionnaire (CSQ; Rosenstiel & Keefe, 1983) has six pain catastrophizing items, five of which were included on the PCS in its development, and the Cognitive Coping Strategies Inventory (CCSI; Butler, Damarin, Beaulieu, Schwebel, & Thorn, 1989) has 11 items that assess pain catastrophizing. The Fear and Cognitive Anxiety subscales of the Pain Anxiety Symptom Scale (PASS; McCracken et al., 1992) have 20 items that measure anxious thoughts and confusion related to pain, and the Threat scale of the Pain Appraisal Inventory (PAI; Unruh & Ritchie, 1998) has eight items that gauge apprehension and pessimism about pain. In a somewhat different cognitive- emotional vein, the 21 items of the Inventory of Negative Thoughts in Response to Pain (INTRP; Gil et al., 1990) describe depressive thoughts related to pain. Whether or not these scales were developed to assess pain catastrophizing, they all have content that pertains to the pain catastrophizing construct in the sense of a negative 

“mental set” brought to bear during actual or anticipated pain experience. Typically, scale items are reports of preoccupation with negative thoughts about pain or its consequences, and scale items assess exaggeration by overstatement (e.g., “it’s terrible”) or elevated endorsement levels (e.g., strongly endorsing “I think of the pain as a threat”). 
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As mentioned earlier, the PROMIS initiative is now developing a pain catastrophizing item bank (Amntmann, Fraser, et al., 2016; Amntmann, Jensen, et al., 2016). The PROMIS item set, currently in testing, contains 30 items in which respondents are asked: “In the past 7 days, how often did you have the following thought when you were in pain?” and response choices range from 0 (“never”) to 5 (“always”). The final item set will likely have fewer items, as well as an option for computer- adapted testing (mentioned earlier in the chapter) and options for short forms of the item set. The current version of the PROMIS pain catastrophizing items is referred to as a pain appraisal scale, putting it more clearly in the domain of “appraisal” versus coping strategy. Additionally, patient focus groups found the term “catastrophizing” objectionable. 

There has been speculation regarding whether the negative thought processes experienced by a patient with pain are tapping into something unique to pain or simply reflect an underlying depressive or anxiety disorder. The item content of scales measuring catastrophizing, depression, and anxiety are often very similar, even though they are intended to measure distinct concepts. Not surprisingly, responses on these self- report measures are correlated with each other, suggesting that they are related (Rosenstiel & Keefe, 1983; Sullivan et al., 1995, 1998). Most of the research shows that although there is an association among the conditions of chronic pain, depression, and anxiety, the cognitive errors made by patients with chronic pain are not simply reflections of an anxiety disorder or a depressive disorder (Keefe, Brown, Wallston, & Caldwell, 1989; Sullivan, Thorn, Rodgers, & Ward, 2004). The most important conclusion of this research for practitioners is that although many patients with pain may be depressed and anxious, measures of catastrophizing and other cognitive errors predict adjustment to chronic painful states over and above that predicted by depression or anxiety. Thus, targeting the negative cognitions of individuals with chronic pain is not simply treating their depressive cognitions or their anxiety- related cognitions. Treating pain- related negative cognitions made by these patients is treating something unique to the pain condition. 

The PCS, as well as a scoring key, is included in Appendix C. Since the PROMIS pain catastrophizing item bank is not yet available, I recommend using the PCS as an important part of your assessment battery. 

 Kinesiophobia (Fear-Avoidance Beliefs)

The construct of pain- related fear is related to a patient’s thoughts or beliefs regarding vulnerability to reinjury through movement. Numerous studies have shown that when a person with pain holds these types of beliefs, they report higher levels of pain and perceived disability, and they also perform less well on tests of physical performance (Roelofs et al., 2007; Vlaeyen & Linton, 2000; Woby, Roach, Urmston, & Watson, 2007). Furthermore, as mentioned earlier, catastrophizing and pain- related fear are closely linked: catastrophic thinking about pain has been shown to generate fear- avoidance beliefs and subsequent maladaptive coping behaviors (Vlaeyen & Linton, 2012). Conversely, reductions in pain- related fear of (re)injury is related to decreases in catastrophic thinking and increases in function (Vlaeyen, de Jong, Geilen, Heuts, 

& van Breukelen, 2002). 

The Tampa Scale for Kinesiophobia (TSK) is one of the most frequently utilized measures for assessing pain- related fear. The original 17-item version (Miller, Kopri, & Todd, 1991) had several reverse- scored items, and further psychometric evaluation led to an abbreviated 11-item scale (TSK-11; Woby, Roach, Urmston, & Watson, 2005). This scale has two well- differentiated 
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factors, with five items loading on somatic focus (or preoccupation with physical harm)—items 3–6 and 8 (e.g., “I wouldn’t have this much pain if there wasn’t something potentially dangerous going on in my body”)—and six items focusing on activity avoidance— items 1, 2, 7, and 9–11 

(e.g., “No one should have to exercise when he/she is in pain”). In a psychometric examination comparing other versions (13 items, 4 items, 2 items) of the TSK, others have verified that the 11-item, two- factor version offers the best structure (Tkachuk & Harris, 2012). Available normative data for 276 patients being treated at a specialty pain clinic indicate a mean total score of 27.3 ( SD =6.1), with mean subscale scores of 13.2 ( SD = 3.3) for somatic focus and 14.1 ( SD = 

3.8) for activity avoidance (Tkachuk & Harris, 2012). A reduction of 4 points on the total score of the TSK-11 is considered to represent a clinically meaningful change with treatment (Woby et al., 2005). The TSK-11 is specifically relevant as related to the cognitive model of pain and pain management, since it assesses patients’ beliefs (cognitions). There may be some clinical utility in scoring the two subscales separately, since they have been found to be unique predictors of different outcomes: While controlling for pain intensity, somatic focus uniquely predicted perceived interference by pain in daily activities, whereas activity avoidance scores uniquely predicted actual physical performance. Tkachuk and Harris (2012) suggest that those with high scores on somatic focus might benefit from targeted cognitive strategies, while high scores on activity avoidance might suggest graded activity exposure. 

Given the strength of the association of fear- avoidance beliefs and dysfunction/disability, I suggest including the TSK in your assessment battery. The TSK-11 and the scoring guide are included in Appendix D. 

 Self-Efficacy

The PROMIS expert research panel defined pain self- efficacy as “a person’s confidence in his/her ability to minimize the impact of pain on physical and psychological functioning (e.g., fatigue, mood), activities (e.g., leisure, self-care), and participation (e.g., work, social interactions 

& relationships)” (Amntmann, Jensen, et al., 2016). In patients with chronic pain, pain self-efficacy is not only associated with pain and disability (Ferrari, Chiarotto, Pellizzer, Vanti, & Monticone, 2015; Woby et al., 2007) but is also a mediator between pain and disability (Costal et al., 2011). Another study showed a similar mediating relationship for pain self- efficacy between pain and depression (Turk, Okifuji, & Scharff, 1995). This means that the presence of chronic pain itself does predict depression or disability. Rather, the perception of confidence in one’s ability to carry out certain daily activities, even in the presence of pain, is a crucial cognitive factor that makes the difference between having pain and being able versus having pain and being disabled. 

Various measures of self- efficacy are available to health care providers; some are very specific to a particular problem, and others are meant to be more global measures. The Pain Self-Efficacy Questionnaire (PSEQ; Nicholas, 2007) was designed to assess patients’ expectations that they could perform a particular task or behavior, as well as measure their confidence that they could do so despite having pain (e.g., “I can gradually become more active, despite the pain”). The response choices are from 0 (“not at all confident”) to 6 (“completely confident”), and the scores on each item are added together to produce a total score of 0–60, with higher scores indicating higher self- efficacy beliefs. Although shorter versions are available (i.e., a two-item and a four-item version) (Chiarotto et al., 2016), the original 10-item PSEQ has been the most 
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extensively studied (Miles, Pincus, Carnes, Taylor, & Underwood, 2011), and tested in large samples of patients with a variety of chronic pain conditions, showing unidimensionality (i.e., one factor), good internal consistency, and construct validity (Nicholas, 2007). In a large-scale study of a pain center sample of 6,124 patients with diverse (noncancer) chronic pain problems, the interitem reliability (coefficient alpha) for the scale was .93. Normative data were generated for the total sample and subgroups based on primary pain site, with means, SD, and percentile scores. For example, for patients with low back pain ( n = 495), mean PSEQ was 24.90 ( SD = 

13.42), with percentile ranges from 5% (PSEQ = 5) to 95% (PSEQ = 49.85) (Nicholas et al., 2008). A study comparing the 10-item scale to the shorter scales noted that a 9% increase in the scale score (5.5 points on the 10-item scale) would constitute a minimally important change (Chiarotto et al., 2016). 

The PROMIS initiative is also developing a pain- related self- efficacy item bank (Amntmann, Jensen, et al., 2016). The PROMIS item set, currently in testing, contains 43 items in which respondents are asked, “How confident are you that you can do the following things  at present, despite the pain? ” with response options of 0 (“not at all”) to 5 (“very much”) (Amntmann, Jensen, et al., 2016). 

The PSEQ and the scoring instruction are included in Appendix E. Since the PROMIS 

pain- related self- efficacy item bank is not yet available, I would recommend using the PSEQ as an important part of your assessment battery. 

Patient Global Impression of Change

Pain is a subjective experience, and potential change in the experience of pain stemming from psychosocial interventions or other treatments also involves subjective patient evaluation. 

Getting the patient’s perspective on what has changed with treatment is thus considered an important aspect of the overall assessment. While a number of scales assess perceived improvement from a patient’s perspective (Kamper, Maher, & Mackay, 2013), the one suggested by the IMMPACT group is the Patient Global Impression of Change Scale (PGIC; Farrar et al., 2001), a single- item assessing perceived improvement as a result of treatment (Farrar et al., 2001). Ratings are made on a 7-point scale anchored from 1 (“very much worse”) to 7 (“very much improved”). It is possible— and likely useful— to broaden the measure by including items aimed at specific domains of interest beyond the sensory domain of pain (Fischer et al., 1999). 

For example, in my ongoing comparative effectiveness trial (Eyer & Thorn, 2015), I am using an adapted 5-item version of the PGIC to assess patient impression of change along the following lines: pain intensity, pain interference, pain acceptance, coping with pain, and negative thoughts about pain. The 5-item adapted version of the PGIC is included in Appendix F. You can use it as is, or you can make further changes according to your needs. 

Chapter Summary

In this chapter, I have provided a brief historical view of pain assessment and highlighted some of the controversies surrounding assessment of pain. I have also introduced the two most important assessment initiatives in the past decade, IMMPACT (Turk et al., 2003) and PROMIS (Cella et al., 2007). Using the IMMPACT and PROMIS framework for most of the chapter, I have 
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included assessment instruments (or references to them) that are either new since the first edition of the book or remain crucial to the psychosocial assessment of the patient with chronic pain. 

The material in the next section introduces Part II of the book, which involves the presentation of 10 cognitive therapy treatment modules. The treatment modules follow a similar format across sessions, and session outlines for therapists, as well as session summaries, handouts, and worksheets for clients, are provided. You can make copies for your clients and use them as you follow the proposed treatment plan. 

P A R T   I I

A Cognitive Treatment Program 

for Chronic Pain


Overview of the Treatment Program

In the first three chapters, I provided the rationale and theoretical model for incorporating a structured cognitive therapy intervention into a pain management treatment program, together with a review of the supporting outcome research. With this conceptual background and Chapter 4’s brief targeted assessment suggestions in hand, you are well prepared to integrate cognitive therapy for pain into your treatment program. Remember that cognitive therapy is based on a cognitive organizational model, but that does not preclude behavioral interventions and assignments within the treatment. I use the cognitive model to organize the sessions because I believe incorporating explicit cognitive interventions into the CBT repertoire is likely to increase clients’ receptivity to trying out and utilizing various pain self- management skills, as well as enhancing self- efficacy for engaging in self-care behavior. 

In essence, we are moving patients toward pain self- management by giving them tools to use as well as guided practice, feedback, and reinforcement in the process of learning new skills. 

This will also serve the necessary function of decreasing their passive reliance on the health care system to “cure” their pain. Michael Von Korff (1999) argued that positive adjustment to chronic pain is “more dependent on  effective self-care than on the quality of the diagnostic or therapeutic interventions of the physicians” (p. 363). The following list, adapted and extended from his core principles of self-care, identifies important pain self- management activities, many of which are covered in this treatment program:

1.  Restore or maintain family and work activities. Whether working for income and/or doing the day-to-day work of home upkeep, too often, individuals with pain greatly reduce or eliminate these activities. Although it may not be possible to regain premorbid work function, it is still important to participate in some adapted work- related activities, at least in the home. 

Furthermore, roles and expectations regarding participation in family activities often change dramatically with chronic pain. While some role reassignment may be a necessary aspect of living with chronic pain, it is important to maintain as many meaningful roles with the family as possible. Preserving social support and meaningful relationships is an important buffering 77 
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agent against the stress associated with managing a chronic illness. Cognitive therapy helps patients restore or maintain meaningful activities, partly by helping the patient recognize belief patterns that promote passivity rather than activity and withdrawal rather than engagement. 

2.  Engage in (and pace) regular physical activity. Individuals with chronic pain characteristically underdo or overdo physical activities, often cycling between both maladaptive strategies. When pain levels are relatively low, the individual may do more than is wise, eliciting a pain flare-up that then results in total inactivity (and the belief that physical activity should be avoided). Pacing the activity, but keeping to a regular schedule of physical exercise, is seen as a critical component of self-care. Cognitive therapy can be used to help patients identify and overcome fears associated with movement or concerns about reinjury (referred to as kinesiophobia). The behavioral skill of pacing physical activity, coupled with the cognitive skill of identifying and overcoming kinesiophobia, helps the person with pain continue to engage in physical activity. 

3.  Use effective body mechanics. Unless taught, patients may not know what effective and ineffective body mechanics are, but once taught, self-care requires the consistent use of proper lifting, bending, walking, and even sitting techniques. Helping patients self- monitor their focus of attention on their own movement by incorporating and extending the mindfulness skills presented in Session 7 can be useful in this regard. 

4.  Use health care services and pain medication appropriately. Patients with pain carry many labels in the medical system, including “overutilizers” and “drug seekers.” The issue of being seen as a drug seeker (or being labeled with other pejorative labels) certainly comes up in the course of this therapy program, and the techniques used in the program can help patients cope by helping them to manage their self-image and their anger and by teaching them assertiveness skills to use with health care providers. Ironically, when the only help routinely offered to patients with pain is pain medication (or surgery), it is no surprise that patients seek what is offered. Patients are not often taught (in a way they can understand) about their medications or about appropriate and inappropriate medication use patterns. They also rarely get information regarding appropriate use of emergency departments, primary care visits, and use of specialists. 

Often, patients in our groups self- report that learning other coping skills for pain management helps reduce their perceived need for medication. 

5.  Manage the effects of pain on thoughts and emotions and on interaction with others. 

An exceptionally important construct in cognitive therapy involves teaching patients the connection between thoughts, feelings, and behavior. Often, patients’ thoughts and emotions in response to pain influence their interactions with others by promoting withdrawal and isolation and/or anger- mediated lashing out. Both of these reactions alienate others, reducing social support and further eroding patients’ overall ability to cope. Furthermore, patients may seek unrealistic levels of support from loved ones, which over time are met with increasingly negative responses from those around them. Teaching patients to be aware of these important connections, as well as skills for self- managing maladaptive thoughts and emotions, is a key cognitive therapy technique that helps promote this principle of self-care. 
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6.  Adopt an attitude of acceptance (willingness to accept the presence of pain) and the identity of a “well- person with pain” (if appropriate). Patients’ beliefs about the permanence, controllability, and acceptability of pain influence their overall coping repertoire. Patients who are constantly searching for a “cure” and total elimination of the pain have worse outcomes than those who conclude that their pain is a chronic illness that can be managed but not eliminated. 

If they come to recognize that their pain is only one aspect of their health, they can differentiate their identity into something more than just “damaged goods” or helpless patient. This principle of self- management is particularly relevant to the cognitive therapy technique of examining and managing one’s intermediate and core beliefs, and the principle of acceptance is a key construct in the mindfulness exercises included in the program. 

In essence, using the cognitive model as a theoretical framework for the interventions covered in this program facilitate the adoption of a wide variety of pain self- management strategies for coping with pain. 

Modality: Group versus Individual Treatment

It is quite reasonable to conduct cognitive therapy in an individual treatment format, and this treatment modality is common in private practices where the norm is individual therapy. On one hand, the manual and worksheets in this book can be used for individual treatment without adaptation. On the other hand, hospital- based and other tertiary treatment or rehabilitation facilities are more likely to employ a group treatment modality for reasons of efficiency and cost effectiveness. Based on my experience (and some research looking at differences between group and individual modalities), I prefer a group therapy format for cognitive therapy and CBT of chronic pain. A strong research literature supports the efficacy of group treatment for chronic pain (cf. Thorn, Kuhajda, & Walker, 2009). In addition, a meta- analytic review of the treatment literature on pain-self management approaches shows that group- delivered formats are the most effective (Carnes et al., 2012). At the clinical/process level, group interaction serves a crucial supportive function. Patients with chronic pain often feel isolated and misunderstood. 

Being able to disclose thoughts and feelings to others who have shared similar circumstances gives clients a greater sense that their problems are legitimate and that they are not alone. 

Qualitative analyses of some of our comparative effectiveness trials of group- administered cognitive therapy versus pain education revealed that, in both intervention types, patients rated the supportive function of the group as highly valuable (Day et al., 2011). Clients also learn vicariously from the example of other group members: When one patient identifies a thought pattern and begins to change the way she is thinking, others can benefit from observing the process and tracking the outcome. You will see throughout the following treatment modules that I illustrate concepts by working through one or more examples with clients in session. 

Although you may have time during a session to work through a couple of the clients’ examples, the majority of group members during the session are probably participant– observers in the process— learning by working through another group member’s example. Group members learn from both types of interactions. For all of these reasons, I advocate group treatment of patients with chronic pain. 
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Group Size, Composition, and Patient Characteristics

For those practitioners choosing the group modality, many logistical questions arise regarding the size and composition of these therapy groups. For example, how big (or small) should the groups be? What kinds of age differences between group members can be tolerated? What about the gender makeup of the group? What if there are language or cultural disparities among group members? Since this is  cognitive therapy, how cognitively intact must clients be to benefit from the group? What about issues regarding comorbidity of chronic pain with other disorders (biomedical as well as mental health issues)? And is it better to use single therapists or cotherapists for group treatment? 

In response to these questions, I make a distinction between the real and the ideal. Ideally, the group would consist of about seven members— large enough to facilitate interaction but small enough to allow participants their share of “the floor.” Starting with about seven participants also allows for a comfortable accommodation to a smaller- sized group (as opposed to a miniscule group) if there are a few who drop out or must miss the occasional session. I have run groups with as few as three and as many as nine participants. A group of three had me on tenterhooks, worrying if they would all show each time (and they did not), whereas a group of nine seemed unwieldy. In terms of gender makeup, you will find that more women participate in treatment than men, with the possible exception of work- hardening inpatient pain management programs. Thus, you can realistically expect a greater percentage of women in your groups than men. Although age, cultural, and ethnic disparities might lead group members to feel less connected with each other, I have found that chronic pain is a unifying factor that seems to make other potentially divisive issues less important. Although I do not include children in my pain management groups, participants in their 20s have worked successfully alongside group members in their 60s and 70s. 

With regard to utilizing a single therapist or a cotherapist for such groups, you can do either. I have the luxury of having a cotherapist in my groups because I train others to lead these groups. Having a co- therapist allows one person to take the lead presenting an interactive discussion on a particular topic, while the other is watching the body language and facial expressions of individual participants, drawing them into the discussion when they seem to be holding back or wanting to say something but are not quite able to get the floor. If your practice logistics require a single therapist, there is nothing inherent in this treatment that would preclude this format. 

Chronic pain is often comorbid with a variety of biomedically verifiable disease states (e.g., diabetes, Lupus, arthritis, degenerative disc disease, ankylosing spondylitis) as well as mental health issues (e.g., depression, anxiety). Working with patients who have concomitant biomedical diseases necessitates a broader physiological knowledge base on the part of the therapist, as well as more frequent consultations with collaborating physicians. In terms of comorbid mental disorders, mood and anxiety disorders are particularly prevalent in patients with chronic pain, and issues with anger are very common (Burns et al., 2015). Since we already know that cognitive therapy is an evidence- based treatment approach for depression and anxiety, the cognitive intervention program described in this book can be expected to have the added benefit of reducing the severity of negative affect. Indeed, this approach has been shown to reduce symptoms of anxiety (Thorn et al., 2007) and depression (Thorn et al., 2011). 
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Who Is Not Suitable for This Kind of Treatment? 

Some patients may not be suited to or appropriate for group treatment, given a level of distress or chronic relationship difficulties that would be disruptive to the group process. Some patients eschew group treatment because they do not feel comfortable sharing personal issues with other patients, and thus they may prefer individual treatment. Furthermore, for practical reasons, some individuals cannot modify their personal schedules to fit a group time and so need individual accommodation. 

Although it is intuitive that individuals with poor reading skills or little formal education would have difficulty with this approach, we have successfully adapted this program for individuals with lower literacy levels (Thorn et al., 2011). My research team and I continue to examine the relative effectiveness of adapted group cognitive therapy compared to group psychoeducation versus medical treatment as usual (ongoing Patient- Centered Outcomes Research Institute Contract No. 941). Such adaptations require simplifying the worksheets and homework assignments and reducing the cognitive complexity of the materials by using plain language rather than psychological terms or medical jargon (Kuhajda, Thorn, Gaskins, Day, & Cabbil, 2011), which is probably an approach that is preferable for all clients. Furthermore, there is ongoing work translating the literacy- adapted manual into Spanish and examining its effectiveness in patients who are more comfortable communicating in Spanish (M. D. Harris & C. DeMonte, personal communication, November 11, 2015). It is reasonable to assume that patients for whom English is a second language may benefit more from the sessions (and worksheets) delivered in a language they are most comfortable with. 

With regard to the cognitive status of group members, cognitive functioning should be sufficient to enable participants to benefit from the group. It is important to recognize that people with chronic illnesses have reduced cognitive capacity owing to a number of factors, including the fact that pain itself demands attention, leaving fewer cognitive resources available to devote to other matters. Compounding the problem of pain on cognitions is the cognitive impairment associated with multiple medications often prescribed to patients with pain. Chronic health conditions are frequently comorbid with chronic pain, contributing to the drain on one’s (limited) cognitive capacity, as does the aging process. 

Although I do not intentionally include actively psychotic individuals in a group, I have included patients with mild-to- moderate dementia from traumatic brain injury (TBI) or age-related cognitive decline. While I cannot say that they received optimal treatment benefits, they were able to incorporate various aspects of the program into their coping repertoire; perhaps more importantly, they were able to connect with the other group members and the others with them. I would not suggest including patients with more than a moderate level of dementia, or more severe TBI, in these groups. It may be more fruitful to work with these patients individually, so that you can slow the pace, change the technique, and optimize successful participation in whatever aspects of treatment they  can engage. 

I do not screen for people misusing (or likely to misuse) opiates or other pain medications as a criterion for including them in my groups (but see Chapter 4 for options if you want to do so). I err on the side of inclusivity, and I suspect that most people self- select out if they are solely interested in medications for pain management. The hope, of course, is to provide individuals— 

even those who initially strongly adhere to the biomedical model of pain—with an alternative 
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model for understanding their pain as well as additional coping strategies to add to their repertoire. 

The bottom line for all of us in real life is that clients ready for group treatment do not present with discrete disorders, in the same age cohort, with similar cultural backgrounds and socioeconomic levels. When you have enough clients to make up a group, start it. The key is to exclude potential group participants who are likely to  interfere with the group process (they can be treated individually), or those who would be frustrated and confused by the cognitive and psychoeducational nature of the treatment. (Here, individual adaptations focusing on slowing the pace and greatly reducing the cognitive demands of the treatment are in order.) Meanwhile, include others, even if you have some questions about their receiving  optimal treatment benefit. 

Who Is Qualified to Run These Treatment Groups? 

At least on the surface, any manualized treatment program seems easy to administer: a step-by-step guide is provided, and patient materials are already prepared. The treatment offered in this book, like any other psychotherapeutic intervention, requires basic knowledge and training in the principles of psychotherapy, as well as some understanding of personality and psychopathology. Beyond the  content of the material to be presented, understanding the  process of psychotherapy is crucial. “Process” includes, but is not limited to, a client’s nonverbal as well as verbal behaviors; the dynamic nature of the relationship between the client and the therapist; and the timing of, as well as the individual tailoring of, interventions based on moment- to- moment developments within the session. 

Group treatment is different from individual therapy in that the therapist attends not only to the content and process of the individual client who is speaking but also to the interactions among group members. In some ways this complicates the therapist’s job, but in other ways it makes for a more exhilarating therapy session. However, administering any group treatment requires knowledge and training regarding group therapy, in addition to the basics of psychotherapy, personality, and psychopathology. 

The kind of training you need to successfully conduct this treatment approach is not associated with one particular degree, although certain kinds of didactic and supervised experiential training are necessary. If you have not yet gotten these kinds of training, many graduate programs in psychology, social work, counseling, and couples and family therapy, as well as some psychiatric nursing programs, offer the kinds of experiences you need to administer this treatment competently. In addition, continuing education workshops can supplement your training, although they do not usually offer the kinds of supervised experiential instruction that are vital to your development as a psychotherapist. 

Organization of the Treatment Sessions

The 10 modules presented in this part of the book provide a step-by-step guide to a cognitive intervention program for pain management. Table II.1 presents a table of the treatments sessions 
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TABLE II.1.  Organization of the Treatment Sessions

•  Module/Session 1:

The Brain in Pain: Rationale for Cognitive Therapy

•  Module/Session 2:

The Stress–Judging–Pain Connection

•  Module/Session 3:

Identifying Automatic Thoughts

•  Module/Session 4:

Examining Our Thoughts and Creating New Ones

•  Module/Session 5:

Muscle Relaxation and Coping Self-Statements

•  Module/Session 6:

Deeper Beliefs

•  Module/Session 7:

Observing and Letting Go

•  Module/Session 8:

Writing about Strong Emotions: Another Way 

of Acknowledging and Letting Go

•  Module/Session 9:

Assertiveness: A Great Way to Communicate

•  Module/Session 10: Putting It All Together

the way they are organized in the book. Each module covers a separate treatment session, meant to be presented as a single 90-minute unit. Although each of the treatment modules can be covered in a single session, it is also possible to expand the time used to cover each concept— 

particularly with individual clients who may be having difficulty grasping the approach or with groups that have a relatively large number of participants (i.e., more than seven). It may also be possible to streamline the treatment into fewer than 10 sessions, although quite frankly, I have had little success with the truncated approach. Although the sessions can be presented more frequently than once per week (e.g., in an inpatient or day treatment program), I find it ideal to have a week in between sessions in order for clients to have time to practice the material presented and thus incorporate it into their skills repertoire. In my discussion of the treatment, I use the terms “module” and “session” interchangeably. 

One of the most requested adaptations to the original workbook has been to provide the treatment modules in such a way that they can be free- standing, meaning that each module would have value/impact but does not require attendance at the previous session in order to understand it. This type of session formatting could allow patients the flexibility to enter into an ongoing group at any point. This is particularly relevant for those rehabilitation centers or other private practices that admit patients in periodic cycles shorter than every 10 weeks (which is likely many of them). In a private practice world where competition for clients requires frequent admission cycles, a 10-week sequential closed- group package is simply not practical. For the program to be of immediate relevance to them, patients need to be able to enter into an ongoing group at any point. In the current edition, I have adapted the modules with this need in mind so that they are less dependent on each other, although I believe the ideal format is still sequential. An introductory module is included that should be given to any patient just starting out (i.e., before he or she joins an ongoing group), and it doesn’t make sense to offer the final treatment module until a patient has completed the other sessions. Thus, in a very busy tertiary care center, it is possible that you would be offering weekly introductory modules to incoming group members, weekly final treatment modules for outgoing group members, and a weekly ongoing module for those proceeding through the curriculum. In my experience, the modules require a 90-minute session to be able to provide sufficient interactive teaching and discussion 
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time in group modalities, but they could likely be delivered in a 50-minute session when one is working with a small group or at the individual level. 

Overview of the Standard Session Format

The sessions follow a specific format, which is presented in Table II.2. With the exception of the initial session, each begins with a brief diaphragmatic breathing relaxation exercise (taught as part of the session objectives in Module 2). This is then followed by asking patients to talk about what they have been working on since the last session in terms of pain self- management. 

Remember that everyone should have had at least the introductory session prior to being folded into an ongoing group, so even if they are new to the group, they have already learned some concepts and should have something to say about what they have been thinking and doing. 

Furthermore, a general question, such as “What have you been working on in terms of pain self-management since the last group?”, invites returning members to talk about a variety of strategies, rather than limiting them to the previous week’s topic. You will find that group members often combine strategies and techniques in their lives, and want to share what they have done. 

It is important to reinforce patients when they are talking about engaging in self- management techniques outside the session. After a more general discussion, you can ask returning group members to help you summarize the previous session (using key questions to guide them), also giving returning members the opportunity to talk about their specific reactions to practicing the new skill learned in the last session. 

Troubleshooting Tip:  In my experience with clients who do not complete homework assignments during a particular week, a common explanation is that they were in too much pain or were too sick. When I receive that explanation, I briefly acknowledge their pain or illness without asking them to relay the details of the experience. Although my colleagues and I are empathic to clients’ pain and illness conditions, we know that allowing them to dwell on the details of their pain flare-ups does not help them, whereas focusing on concrete pain and stress management strategies does promote positive adaptation to the painful condition. I encourage clients to always do something in terms of pain self- management between sessions, even if they are experiencing a pain or illness flare-up. Often a client has done at least part of the homework, and it is possible to focus on what he has done rather than on whether he has  completed the homework. The point is to keep the client working on pain self- management in spite of the pain experience. 

TABLE II.2.  Overview of the Standard Session Format

•  Brief relaxation exercise (diaphragmatic breathing—starting Session 2)

•  Patients share what they have been working on since the last session

•  Review of previous week’s session

•  Session treatment objectives

•  Worksheets and handouts

•  At-home activity assignment

•  Postsession check
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After the homework review, one or more new concepts are presented in the form of treatment objectives for the session. Introductory material is presented for each treatment objective, and you can use the bracketed information to guide you but use your own words. Although presenting the concepts for the treatment objective is more didactic in format, strive for interactive teaching whenever possible. A simple, straightforward, and personable approach seems to work well when presenting new treatment concepts. Although the treatment outlines help, I encourage my therapists- in- training— and likewise encourage you—not to read from an outline or to use a prepared script, but rather to work toward presenting the concepts in your own words. During this part of the treatment session, you will be providing examples of the concepts you are teaching, and you will also get group members to share relevant examples from their own life situations. Make sure that you acknowledge the clients’ participation by restating or rephrasing what they have said, perhaps weaving it into the context of the concept being discussed. This reinforces the clients’ motivation to participate, helps the clients to feel they have been understood, and gives you the opportunity to reword an example (if necessary) to fit the concept being discussed. 

Typically, a worksheet or handout is provided within each of the sessions. The worksheets and handouts give the clients a sense that a systematic approach is underway, which fits nicely with the cognitive therapy model. Clients will be using the worksheet to complete the homework prior to the next session, so it is important to make sure they understand what to do with it. You should walk them through an example during the session, having them fill in responses as they go, prior to assigning the homework. 

Homework, intended for completion prior to the next session, is then assigned. If clients remain passive and continue to expect the treatment to “wash” over them and thereby “cure” 

them, they will be disappointed. Without nagging clients, you must continually reinforce the fact that practice helps them to consolidate what they have learned in session. Although it seems obvious that these are new skills requiring practice, I have noticed that when I state this directly, it has relevance to clients. 

The session ends with a brief postsession questionnaire (the Postsession Check). We ask clients to write down two to three things they learned in the session that they can use now and in the future. We also encourage them to continue adding to the list as they review the material (including the narrative summary) in the coming week. 

At the end of each treatment module, you are provided with a session outline as a treatment tool. The following client materials are also included:

•  A simplified session outline. 

•  The worksheet(s) and/or handout(s) you will be working through in session. 

•  A one- to two-page narrative summary of the session that clients can read. 

These materials can be copied for use with your clients and are also available for downloading, along with the audiorecordings used in several sessions (see the box at the end of the table of contents). It is up to you whether you give your clients all of the client materials at the beginning of treatment or in a session- by- session manner. In either case, I suggest providing a three-ring notebook to help clients organize the materials. 

To help illustrate the concepts and techniques used in each of the modules, I include in the treatment chapters a number of session transcripts as well as partially filled- in worksheets. The 
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session transcripts are composites made up from the examples of a number of my clients and my students’ clients, altered so as to protect identity and adequately illustrating the concepts I am trying to get across. The filled- in versions of the worksheets are included to show you how they can be utilized in session and to exemplify the points I am trying to make. The composite group I am using to illustrate my points is made up of eight people (whose names are “borrowed” from my current graduate students and postdoctoral fellows): Andrea, Ben, Bill, Calia, Colette, Josh, Julie, and Shweta. You will notice that, in the treatment modules, I focus most of my examples on specific group members. This helps give a sense of continuity to the treatment sessions and brings those clients to life for you, the reader. However, in your own “real” groups, you should vary the clients who are working through their examples in session. I try to use examples that get at some of the complexities that evolve in cognitive therapy for patients with pain. Nonetheless, I have created the illustrations to have the desired outcome by the end of each example. 

Don’t expect real life to go quite that smoothly— it doesn’t in my groups! 

Therapeutic Challenges

As I have stated earlier, patients with pain are often concerned or even angry about a referral to a psychotherapist for pain management. Within the context of multidisciplinary pain management programs, both inpatient and outpatient psychotherapeutic approaches have become more acceptable to patients because they are part of the standard of care within these programs, and every patient (ostensibly) gets the same thing. Individuals referred by physicians or other health care providers to private practitioners, though, may feel that they are being singled out and may resent the implication that their pain is not “real.” Patients are often referred for psychotherapy if they seem unusually distressed when seeing their health care providers, if they make an unusual number of office or emergency department visits, or if they make inordinate requests for pain medication. In addition, patients may be referred for psychotherapy when other health care providers have run out of diagnostic or intervention options and nothing has worked to eliminate the pain (or at least make it manageable for the patients). It is important to communicate early on in treatment that we help people with real pain, and we believe their pain is real. 

If patients believe that you are there to treat them as malingerers, exaggerators, drug seekers, or people with “mental illness,” you will not get sufficient buy-in for them to benefit from the program. 

As I mentioned in the Preface, I see the greatest therapeutic challenge regarding pain management to be the barrier posed by our culture’s promotion of the patient as a passive recipient of diagnosis, treatment, and cure. A passive stance is the antithesis of what our clients need; they must work actively to adopt new thoughts and belief systems regarding chronic pain in order to implement appropriate restorative behaviors. This is why establishing a truly collaborative relationship with a client who has chronic pain is critically important. Furthermore, these patients are not used to collaborative treatment with their health care providers (although there is a glimmer of hope with patient- centered care initiatives and behavioral health integration into primary care). Thus, part of the therapeutic endeavor needs to involve shaping them into the process of collaborating as an active participant in their own care. 
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Therapeutic Alliance/Positive Treatment Expectancy

Ideally, if you have given careful consideration to conceptualizing the patient and each patient’s pain via a cognitive model, you have greater empathy and a better understanding of how the patient may have gotten where she is. When we empathize with clients, we are less judgmental, less punitive, and more engaged with the client. Therapeutic alliance is particularly important when it comes to instilling a positive outcome expectancy, and both therapeutic alliance and outcome expectancy have been shown to be powerful predictors of treatment success. These are particularly important common factors that are critical to build upon starting with the first session and continuing throughout the treatment program. If the first session makes sense and in some ways speaks to the patient’s concerns, treatment expectancy is usually positive, but only if patients feel that you genuinely care about them. Building a good therapeutic alliance involves a wide range of therapist behaviors demonstrating caring about and acceptance of clients, empathy regarding their situation, and active listening skills. Building a good therapeutic alliance and positive treatment expectancy involves approaching all clients with a respectful attitude and inviting them to together explore a different way of managing their pain. 

Client Goals

Although we as therapists clearly have goals for the clients we work with, we also need to be aware of the goals clients have for themselves. Some of their goals, though realistic, workable, and attainable, would not necessarily be the focus of our treatment unless we knew they were important to the clients. Patients’ goals are based partly on their values in terms of the life they are currently living and the life they want to live. Motivational enhancement methods are particularly useful in this regard because they use open-ended questioning and reflection. In the first treatment module, we specifically include an exercise based on motivational enhancement methods that help clarify the client’s goals, as well as begin to shape them toward a collaborative treatment mindset. The beauty of motivational enhancement techniques is that they do not have to be complex or exhaustive to be immensely useful to the practitioner. As utilized to help motivate the client for cognitive therapy and self- management, motivational enhancement is more a stance toward approaching the client within the entire therapeutic process than a separate process in and of itself. 

At the beginning of treatment, the client is probably feeling stuck, frustrated, and somewhat dubious that she has any control over her pain, so we try not only to move clients through ambivalence about engaging in self-care, but also to move them to reach an expectancy that  if they learn self-care skills, the skills will actually help. We also want to instill a sense of self- efficacy, that is, help the clients to recognize that they can actually perform the self-care skills we will be teaching them. Motivational interviewing techniques involve asking a series of open-ended questions followed by reflective listening. The reflective listening, though, is geared toward listening for and reflecting a person’s own desire and goal for change, while the practitioner encourages and moves that desire along. Part of the process of motivating a client to engage in pain self- management activities is to ask about and acknowledge the client’s values or priorities for living. What may be important for one individual (e.g., friends and family) may be less important for another person, who may really be driven to achieve and be respected. Knowing 

88 

A C OGNI T I V E T RE AT MEN T PROGR A M FOR CHRONIC PA IN 

clients’ values or priorities for living allows the therapist to weave them into the conversation, both while providing the rationale for the treatment approach and during the course of therapy. 

For individuals with chronic pain, listening for and encouraging statements that move them along toward reconciling their values with their behavior is a potentially useful way of getting them started on buying in to the process of learning pain self- management techniques. 

Clients’ “Buy-In” to the Gate Control/Neuromatrix Model of Pain In the current edition of this book, I have shifted the treatment rationale to include a simplified version of the gate control/neuromatrix model of pain. As you will see from the handouts in Treatment Module 1, our illustration focuses on the importance of thoughts and feelings as they relate to the experience of pain, and gives a biological (brain) rationale for working with thoughts and feelings. In my experience, this model makes a lot of sense to patients, who remark that they have never heard this before, and often ask, “Why has no one ever told me this?” From the gate control/neuromatrix model as treatment rationale, the cognitive model (simplified as 

“think → feel → act”) follows naturally as a conceptual basis within which we can organize our treatment. Beginning with the premise that the client’s pain is indeed real and that the experience of pain can be modified by harnessing the power of the brain, you are setting the stage for helping the client understand the impact of her thoughts and feelings on pain, and on how she copes with it. 

Summary

Now that you are acquainted with the logistics of the group treatment approach and the general session format, it is time to consider each session in turn. The following 10 modules provide the details of each session of the cognitive treatment program for chronic pain. 

T R E A T M E N T   M O D U L E   1

The Brain in Pain

 Rationale for Cognitive Therapy

The introductory session is used to give a sound rationale for treatment, establish a collaborative working relationship with each client, and discuss treatment goals. During this session, we also introduce clients to the general format of the treatment modules and the patient materials, as well as help clients understand the concept of confidentiality. If you plan to use these treatment modules in a group that has open enrollment (i.e., group members can enter at any point in an ongoing group), the introductory session should always be given first, even if that means doing an individual session or a single group session with the newcomers. If you plan to use this approach with individual patients, you would, of course, start with the introductory session and likely proceed in a linear fashion. With individual patients, you will have greater latitude to extend a concept over additional sessions should the need arise. As mentioned in the introduction to this section, if you are using a group format, each module will take approximately 90 minutes to complete, whereas when working with an individual patient, the module can likely be completed within 50 minutes. 

SESSION 1 TRE ATMENT OB JEC TIVES

•  Welcome clients and introduce the treatment. 

•  Learn participant goals and enhance motivation for treatment. 

•  Introduce the gate control/neuromatrix model as the treatment rationale. 

•  Facilitate further work on goal definition. 
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Session Objective: Welcome Clients and Introduce the Treatment Client Handouts 1.1 (Session 1 Patient Guide) and 1.2 (Session 1 Outline for Clients) should be given to participants at the beginning of the session.1 You can mention that the patient guide is for them to read after the session and that we will give them one each week. The Client Session Outlines will show the structure of each session and will also be given out each week. 

In describing this treatment approach to patients, I begin by highlighting that pain is a physical reality and that it involves multiple stressors and losses. It is important to emphasize that in using this treatment approach, we do  not assume that the pain is “all in the head,” “psychogenic,” or in any way “not real.” Patients with pain who have been referred to mental health practitioners have already heard these messages, either quite explicitly or by implication. As a general introduction to the therapists’ goals of the group, you can describe (or list on a flipchart/

whiteboard) the following:

1.  To learn about the links between the brain, pain, and stress. 

2. To reduce the frequency and seriousness of pain flare-ups by learning to harness the power of the brain—and training the brain to pay attention in a different way to thoughts, emotions, and behaviors. 

3.  To learn specific skills to cope with pain and manage stress. 

4.  To learn the best ways of getting social, emotional, and medical support. 

Building Rapport and Positive Treatment Expectancy

An important aspect of treatment is building rapport and creating positive treatment expectancy. 

Good client– therapist rapport has been repeatedly shown to be associated with psychotherapeutic treatment gain, regardless of the treatment model adopted. Of course, this relationship has to be considered from the moment the therapist speaks with each client about possible treatment. Building positive rapport encompasses a wide range of therapist behaviors demonstrating caring about and acceptance of clients, empathy regarding their situation, and active listening skills. I emphasize to my students that although therapists have a different background and knowledge base than clients, we are not in any way “above” our clients, and we must resist the temptation to lean on our intellects (and psychological/medical jargon) when it becomes unclear what to do next. Building positive rapport involves approaching all clients with a respectful attitude and inviting them to explore with us a different way of managing their pain. Building positive rapport sets the stage for an active working alliance with each client. 

Positive treatment expectancy is another important common factor of treatment success. 

If the first session makes sense and in some ways speaks to the patient’s concerns, treatment expectancy is usually positive. Moreover, if you have provided patients with a sense that you are nonjudgmental, caring, and interested in them as a human being, therapeutic alliance should start out on the right foot. All of these considerations provide an important focus in an introductory session, yet they are important to carry throughout the therapeutic endeavor. These common factors of any therapeutic experience can be assumed to be necessary but not sufficient in terms of optimal treatment outcome. 

1 All client handouts appear at the ends of the modules. 
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Shared Responsibility for Treatment and Goal Setting

Shared responsibility for treatment is the bedrock for cognitive therapy, and it is important to help every client adopt the mindset of active collaboration. The active involvement of the patient in treatment for a medical condition has only recently been considered to be important. 

You can expect that patients will be unfamiliar with a collaborative approach to their treatment. The value of such an approach is that patients have a say in the goals for treatment, and they will be treated as valuable and knowledgeable partners in their own care. The cost of such an approach is that patients will be expected to be active participants and to work at practicing the skills they have been shown. That is, the collaborative approach is not effort- free for the patient. The key here is to emphasize the benefits of active participation: empowerment and a sense of some control over one’s life. The skills clients learn in this treatment program are practical tools that they can use on their own to help get some sense of control over their pain and their lives. 

In cognitive treatment, the therapist has specific knowledge, teaches the use of helpful tools, and provides ongoing consultation and feedback. But it is the client who does the great majority of the work. Much of this work is done between therapy sessions and after formal therapy has ended. Bear in mind that many individuals dealing with chronic pain begin treatment with a high level of passivity; a poor sense of self- efficacy; an external locus of control; unhelpful appraisals, automatic thoughts, and beliefs about pain; and a passive, avoidant, helpless behavioral stance. Chronicity has chipped away at them to get to this point. Thus, starting clients on the journey of pain self- management requires the therapist to set small, sequential, and manageable goals toward changes in thoughts, beliefs, and perceptions— goals whose accomplish-ment will lead to a gradual willingness to try new ways of coping. Of course, changing the way one thinks is a new way of coping in and of itself. 

Format of Treatment Modules and Patient Materials

I describe the treatment format as an educational– psychological process. Discussion is focused on clients’ experiences with pain and other stressful life experiences, and patients learn about their thoughts, emotions, and behaviors before, during, and after pain flare-ups. Describing the treatment approach as a “class,” a “workshop,” or a “discussion group” often helps to reduce resistance to psychological intervention. It is important to explain that weekly at-home activities are suggested following each session and that an important part of what they will get out of treatment is the work done outside the actual session. 

The patient materials are an important component of what participants carry with them in between sessions. They contain a session outline for each treatment module, a short narrative synopsis of the session, and worksheets they are meant to complete both in session and as at-home learning activities. Handouts are also provided in many of the modules, which serve to illustrate or highlight a concept that was introduced in session. There is always the question of whether to give the patient materials to participants in a session- by- session manner or to provide the entire set of materials as a package. In my clinical research groups, we have done both, but I have come to the point of providing the entire set of materials (in a three-ring notebook with sessions dividers) to the patient at the introductory session. Since we ask patients to bring the materials with them each time they attend a session, this reinforces the notion of shared 
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responsibility. I have found that some of the patients will write notes on their materials between sessions, which is a great example of taking responsibility for working with the self- management skills being taught. There are also cases where you might decide to provide the individual modules on a session- by- session basis; making that clinical judgment is perfectly acceptable. 

Confidentiality

All psychotherapy, regardless of format, involves a discussion of issues of client confidentiality and potential limits to confidentiality. In raising the issue of confidentiality, I first outline my legal and ethical responsibilities to patients. The responsibilities and limits of confidentiality differ somewhat across states (and countries), and you should follow the rules and regulations set forth by your geographical region. Common therapist responsibilities include not disclosing any personal or identifying information regarding a client to another source or person unless the client presents a danger to self or others. In other words, your clients need to know that unless they give you explicit permission, you will not disclose personal information to family members or other health care providers. 

Group treatment formats necessitate discussion of additional confidentiality issues: the responsibilities of group members toward one another. I emphasize the importance of never revealing the name of another group member, but I also explain that revealing details of another’s personal experiences may inadvertently lead someone outside the group to be able to identify a group participant. For this reason, I ask group members to limit any discussion outside the group to their own personal experiences. In this way, I explain, everyone will feel more comfortable sharing what is important to them. I ask all members for their word on this matter, and I have never encountered problematic confidentiality breaches. 

Session Objective:  

Learn Participant Goals and Enhance Motivation for Treatment Following this introduction to the treatment, you should work with patients to clarify their goals for participating in this type of pain treatment. Discussion of treatment goals is not just about telling patients our goals for them (although this, too, is important). Patients’ goals are based partly on their values in terms of the life they are currently living and the life they want to live. 

Going through this exercise with participants is a concrete demonstration that their input is not only valued but an important part of treatment success. It also helps to enhance their expectation that what we do in this program will actually help them with the aspects of their life that are most meaningful to them. In doing the exercise, we are beginning to shape clients toward less ambivalence and more commitment to learning pain self- management skills. Motivational enhancement methods are particularly useful in this regard because they use open-ended questioning and reflection. 

Exercise: What Are Your Goals?/“Learning to Live with It?” 

This exercise can be used to help participants express their own goals for treatments as well as clarify what is important to them in life. We will be following up on this exercise with an 
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at-home practice sheet that takes participants a step further along the path of setting their own goals. The main points of the first exercise include the following: 1.  It is normal to want to be “cured” and completely rid of pain. 

2.  In considering one’s goals for treatment, it is important to incorporate one’s values— 

what is important in life. 

3.  Learning to live with pain means learning skills that will help people do what is important to them in living their life. 

You can use the material below to help guide you in this interactive exercise, but use your own words and your own style to present these ideas to your clients. 

It makes perfect sense that if you have chronic pain, you really want to be “cured”—for the pain and the cause of pain to go completely away. No one welcomes pain, and it is normal for you to want to get rid of it! In the process of seeking relief from your pain, you have probably been to a number of health care professionals. At some point, though, you may have been told that the pain will never go completely away and that you will “have to learn to live with it.” 

What does it mean to you to “learn to live with pain?” ( Give participants Client Handout 1.3, Learning to Live with It? ). The  first part of this exercise is to have you make a list of what the phrase “learning to live with it” means to  you. It means different things to different people. 

( Give participants time to generate their list—in doing so, they will often talk them out as they are writing them out. If you are doing this in a group setting, participants will naturally begin to react to each other’s comments. It is fine for people to be doing this—the list generation doesn’t have to be a solo or silent task. ) In making that list, you might have discovered that your answer partly depends on what is important to you in your life. The  second part of this exercise is to go a bit deeper into deciding what is most important to you in your life. So now, let’s take a look at the list you already came up with. Are there things on the first list that aren’t that important to you in your life? Go ahead and put a line through them for now. 

Are there things that you left off that first list that are important to you? Go ahead and add them to your list now. ( Once participants have a few items on their list, this is a good time for an interactive discussion. In a group setting, I ask for volunteers and put a few “values” 

 items up on the flipchart. ) We will be asking you to continue to work with this list following the session, so for now, let’s put it aside, knowing that we’ll come back to it. 

Troubleshooting Tip:  For many patients, their first reaction to being told to “learn to live with it” is the idea that they must resign themselves to the pain; perhaps they feel they are being told that they are a “hopeless case.” It is not unusual for them to generate catastrophic statements in response to this, such as “learning to live with it means there is nothing that I can do about this pain.” It is important to acknowledge these kinds of thoughts and feelings because they are being generated from a sense of helplessness and feeling out of control. However, it is important to follow that acknowledgment of their feelings with an invitation to focus on the words “learn to live.” If we strike the last two words from the phrase “learn to live with it,” the invitation is really to focus on what they value in their life. Furthermore, the implication (which you can make explicit) is that the treatment program provides some new skills to help them 

“learn to live.” 
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Session Objective:  

Introduce the Gate Control/Neuromatrix Model as the Treatment Rationale A sound rationale for the treatment approach is central to patient buy-in and motivation. In the initial edition of this book, I used the stress– appraisal– pain connection as the treatment rationale given to patients. As a conceptual framework for the cognitive therapy approach, the stress– appraisal– pain model is still key. But in terms of providing patients with an understandable treatment rationale, I have moved to a simple, user- friendly description of the gate control/neuromatrix model. I have come to use this approach because when asking myself (and my students) what we really want participants to get out of the introduction to treatment, we came up with the following: (1) all pain is filtered and perceived via the brain; (2) the extent of tissue damage or disease state does not determine the amount of pain a person feels; (3) the brain has the capacity to modulate the experience of pain; and, most important, (4)  we want to teach participants how to use the brain to work for them, rather than against them, in order to help them manage their pain. The other reason I use the gate control/neuromatrix model as the treatment rationale is that in my clinical research, patients frequently mention that hearing this information was a turning point in how they think about pain (Day et al., 2011). It is not at all uncommon for patients to react to this information with comments like “How come I was never told this before?” or even “Every doctor treating patients like us should be required to go to these groups!” The scientific details of the gate control/neuromatrix model are not important here (although they are discussed in Chapter 2), but the rationale is crucial: the perception of pain (which lies in the brain) can, and is, modulated by various important brain functions. And, of course, in cognitive therapy we focus on thoughts (which reside in the brain) but with a clear link to emotions and behavior. 

Exercise: The Brain and Pain

Client Handout 1.4 can be used to walk participants through the gate control idea of pain. I also find it useful to draw a simplified brain and spinal cord on a flipchart or whiteboard as I am working through the diagram. You can use the following material to help guide you in this interactive discussion, using your own words and style. 

For hundreds of years, it was thought that the amount of pain you experience is directly related to the extent of bodily injury or disease; that is, the more injury or tissue damage, the more pain you would experience. There are many examples proving that this is not true. 

Here is just one: two people with the same type of cancer, the same progression of disease, and the same life expectancy can be totally different in terms of the amount of pain and suffering they experience. This means that there is not a one-to-one correspondence between the amount of pain someone has and the extent of an injury or disease. We now know that the amount of pain you experience has to do with the type of activity taking place in the brain. 

The experience of pain, the amount we suffer from it, and how we cope with it all depend on what is going on in the brain—the same organ that sorts through thoughts and feelings, stores and retrieves memories, responds to stress, and translates all incoming information 
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into meaning. A basic understanding of how the brain does this allows us to tap into the way the brain processes pain and to use the brain to our benefit. We now know that the brain itself can exert its own control over the experience of pain—it can turn up the volume on pain, and it can also turn down the volume. This is sometimes called the “gate control theory of pain.” Let’s take a look at how this works ( Draw a simplified brain and spinal cord on a flipchart and/or refer to Client Handout 1.3. ) When you hurt yourself— let’s say, stub your toe—pain signals from the hurt toe  do get transmitted to the brain via nerves in the spinal cord. But the brain is not just a passive receiver of those pain signals. The brain itself has the ability to dampen down those pain signals or ramp them up. Two important areas of the brain that are involved in pain volume control are the “thoughts” center of the brain and the 

“emotions” center of the brain. Activity in these areas of the brain can change the actual experience of the pain—for better or worse. You might want to imagine pain signals as going through a type of gate in the spinal cord. The gate is generally open to a certain level of pain signals, but activity in the brain (in the thoughts and emotions centers) can make that gate wider, letting in more pain signals, or it can narrow the gate, letting in fewer pain signals. 

Of course, we want to make that gate as small as possible when it comes to letting in pain signals! Based on what you’ve heard so far, what kinds of things do you think might make the gate wide—that is, let in more pain signals? ( Use the flipchart or the handout to make a list with the patient(s) of things that might open the gate [e.g., thoughts, such as “This pain is ruining my life,” “I can’t take it anymore”; negative emotions, such as depression, anger, anxiety]. ) What kinds of things do you think might narrow the gate? ( Create another list with the patient[s] of things that might close the gate [e.g., thoughts, such as “there are things I can do to help myself manage my pain,” or “I am learning about other ways to cope with pain”; positive emotions, such as hope, caring, calmness]. ) ( Give participants the opportunity to put other items on the list as well—they are likely to include things like medication, rest, distraction, exercise, heat, cold. ) There are some things that could go on either side of the list: medication, surgery, physical activity, heat, or cold. For example, we might put pain medication in the “close the gate” category because it might help with our pain levels, but if you take too much over a long period of time, your body might get used to it and medication might “open the gate.” Similarly, physical activity, if not overdone, can be a gate- closer, but overdoing it can open the gate. The point of knowing all this is that, with coaching and practice, we can use the power of our brain to quiet down the pain chatter. 

Session Objective:  

Facilitate Further Work on Goal Definition

Now that participants know a bit about the rationale for treatment, and since they have considered their own definition of “learning to live” with the pain, we want to set them up for doing further work on goal definition. Here again, we are using motivational enhancement techniques to help move them along the continuum of being ready to adopt pain self- management coping skills rather than being passive recipients of (often ineffective) biomedical interventions. 
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Worksheet: Goals for Living Worksheet

Client Handout 1.5 helps participants continue the work they began earlier by further defining their own goals for treatment while acknowledging the costs and benefits of working toward these goals. In filling out this worksheet, patients are considering both the costs and benefits of engaging in their goal behaviors. In session, clients are asked to use an example they came up with during the Learning to Live with It? exercise (see Client Handout 1.2) and work with it in the Goals for Living exercise (Client Handout 1.5). It is also okay for them to come up with an entirely new goal. Using an interactive discussion format, have participants take one important goal from their previous worksheet and write it in the left-hand column. In the next column to the right, have participants write one specific action or behavior that, if they did it, would be evidence that they were working on that goal (In other words, what would they be doing if they were working on this goal?) In the next column, they should list a couple of possible “costs” of working on the goal, and in the final column, they should list a couple of possible “benefits” of working on the goal. As the interactive discussion proceeds, you are collaborating with the client to help them set goals that are important to them, you are helping them begin to operational-ize that goal, and you are helping them realize that each goal- directed behavior will entail effort as well as potential payoffs. Adding to this worksheet with at least three more goals (including operational definition, costs, and benefits) will be their homework for the week, so helping them feel comfortable with the questions and the columns will be an important component of whether they continue this at home. 

An example of a partially completed worksheet from a client (Calia) is included in Module Figure 1.1 as an illustration. Calia is a 60-year-old widowed mother of five grown children, ages 38, 36, 30, 29, and 27, with 12 grandchildren. She is a Hispanic first- generation immigrant from Guatemala. Calia retired on disability at the age of 50, with osteoarthritis in both knees, shoulders, and hands. She also has chronic low back pain. During the 30 years she worked, Calia started as a housekeeper and ultimately advanced to a supervisory position in a popular local hotel. Her husband of 40 years passed away of a myocardial infarction 2 years ago; she is still grieving his loss and is somewhat withdrawn, although she has close and supportive family ties. 

She is considering knee replacement surgery but has only had cortisone injections up to this point. She also takes daily over-the- counter anti- inflammatory medication, which helps control swelling and pain. 

An action that would 

show I am working on 

Important goal

the goal

Two possible costs

Two possible benefits

1. Get out in nature  Go to the 

1. I’d have to find 

1. There are 

more

neighborhood park

someone to take 

neighbors I like 

me

who go there

2. I couldn’t walk 

2. I could take 

very much because 

my youngest 

of my knees

grandchild

MODULE FIGURE 1.1. Calia’s in- session Goals for Living Worksheet. 
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Homework Assignment

To continue the work begun in session, participants are asked to continue adding to their Goals for Living Worksheet as an at-home practice. Ask them to add at least three more goals to Client Handout 1.5, and by each goal, write down one thing that, if they were doing it, would be evidence that they were working on that goal. In the last two columns, they should list a couple of possible costs of working on the goal, and in the far right column, list a couple of possible benefits of working on the goal. Explain that people typically don’t define their personal goals in this explicit way, but it can be helpful to do so to clarify what is important to them. Looking at both the possible benefits and the possible costs helps clients decide whether they are really committed to pursuing a goal they’ve listed. Explain that people living with chronic pain often feel that their lives have been taken over by the pain, and they often do not feel in control of their own lives. This exercise is meant to help clients regain a sense of personal control over what is important to them. They may not be able to do all of the things they used to do in the way they used to do them, but it is possible to find new and different ways to live a meaningful life despite having chronic pain. This particular exercise (goals review and definition) can be an ongoing or a periodic activity because as patients find that they make progress on a goal that is important to them, they will likely come up with others. I emphasize that the work participants do outside the sessions is just as important as (or possibly more important than) the work they do in session. In addition, their independent work outside the session shows that they are putting into practice the shared responsibility for their treatment. 

Postsession Check

At the end of the session, I like to ask patients to write down one or two things they learned from the current session that they could put to use both now and in the future (Client Handout 1.6: Postsession Check). This form allows them to write a couple of things that were most prominent and useful to them about the session. It also provides space for them to continue to write notes later as they review the session content and practice what they learned. 

Therapist Tool 1.1 provides an outline of Session 1 to be used by the therapist.2 

2 All Therapist Tools appear at the ends of the modules. 

CLIENT HANDOUT 1.1

Session 1 Patient Guide:  

The Brain in Pain: Rationale for Cognitive Therapy

HOW DID YOU GET HERE? 

You were referred to this program because you have pain that has lasted a long time and it has gotten in the way of your daily life. This program is probably different from other alternatives you have tried for your pain—you may have been to various medical doctors in an effort to rid you of the pain or at least make it more tolerable. You may have had surgery for your pain condition, and/or you may have tried lots of different medications. You may have also tried other approaches like chiropractic adjustment, massage, acupuncture, etc. At some point, you were referred to us. You may have thought, “I don’t need a psychologist (or other mental health provider), I’m not crazy”! and you might have even gotten angry that your health care provider thought you should get help from us. But now you are here. 

WHERE DO YOU WANT TO GO? 

Everyone has had pain at some time in his or her life, and when we have pain, we want it to be gone. It makes perfect sense that if you have chronic pain, you  really want it to go away, and you have probably been to a number of health care professionals about your problem. At some point, though, especially as the pain drags on, you may have thought, or been told, that the pain will never go completely away. It can be very disheartening to be told, “You have to learn to live with it.” But what does it mean to “learn to live with pain?” The answer partly depends on what is important to you. 

 Thought Question: If you can’t be “cured” of the problem that has brought on the pain, and be rid of this pain forever, what would be the next best thing? This comes down to your values and the life you would like to lead. You may feel robbed of your life by the pain, but right here and right now, which parts of your life are most important to you? Our program is meant to help you get back the parts of your life that are most important to you. Some of the exercises we do in the introductory session are meant to help you clarify the goals that you may have for this treatment— your goals for living a meaningful life. 

WHAT DO WE KNOW ABOUT PAIN AND HOW TO MANAGE IT? 

Not so long ago, health care professionals thought that the amount of pain someone experienced was directly related to the amount of damage a person had in their body—the worse the injury or disease, the more pain. But countless examples show that this is not true. There is not a one-to-one correspondence between the amount of pain someone has and the extent of an injury or disease. We now know that the amount of pain you experience has to do with the activity in the brain; in a way, the pain  is “in your head,” but not in the way that others may have implied in the past. The experience of pain, the amount we suffer from it, and how we cope with it all depend on what is going on in the brain. We have moved beyond a simple explanation that damage in your body alerts pain receptors that are transmitted to the brain via nerves. We now know that the brain itself can exert its own control over the pain signals (continued)
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Session 1 Patient Guide: The Brain in Pain: Rationale for Cognitive Therapy   (page 2 of 3) coming to the brain—the brain itself can either amplify or reduce the experience of pain. That means that two people with the same kind of injury or disease can have very different experiences of pain. This is sometimes called the “gate control theory of pain.” We also know that over time and with repeated exposure to pain, the brain can become more sensitive to pain signals, and a stimulus or sensation that others might not find painful can become painful to you. This is called “central sensitization.” The point of knowing all this is that, with coaching and practice, you can use the power of your brain to quiet down the pain chatter. We use the Brain and Pain handout to help you understand these important connections between the brain and the experience of pain. 

WHAT DOES PAIN SELF- MANAGEMENT MEAN? 

Pain self- management is one way to describe what we teach. We are teaching you skills that you can use to help manage your chronic pain. It is a different way of approaching pain than you may be used to in the medical system. 

At first, people with pain may be wary of the idea of self- management— you may feel like you have already tried everything you can think of, and the pain is still there. You may also think that pain self- management means that you are on your own and can’t expect any more help from anyone. If you are feeling defeated or depressed, you may feel like you just couldn’t muster up the motivation to even try to help yourself anymore. Here’s the good news: pain self- management involves us teaching you some skills that you may not have learned before, aimed at helping you cope with your very real pain problem. You are not on your own, but rather the person(s) taking you through this program will serve as your guide. They will also help motivate you to give the skills a try, and to keep trying the skills, so that you can begin to feel more in charge of your life and what’s important to you. 

ARE YOU READY FOR PAIN SELF- MANAGEMENT? 

We recognize that the idea of pain self- management may be a new concept for you. You should have lots of questions about it, like, how much work is this going to involve? Are you going to want me to stop taking my pain medicines? 

What if I try something and it still doesn’t work? These are all valid questions. This approach does not require that you stop taking pain medication, although as you learn other pain management strategies, you may feel that you don’t need as much medication. You will try a variety of things in this program, and they are not all expected to work equally well—each person is different in terms of what helps. And sometimes, something that doesn’t seem to be useful immediately will become useful at a later point or with further practice. Pain self- management  does take effort on your part—in that regard, it is not like taking a pill. And just like learning how to ride a bike, or swim, or any other skill, these techniques require practice. However, unlike a pain pill, pain self- management does not come with problematic side effects, and the skills are yours for life. 

WHAT IS SHARED RESPONSIBILITY FOR TREATMENT? 

This kind of treatment program involves a partnership between the person with pain and the person(s) working with you. Each of us has certain responsibilities. The health care professional working with you has the following jobs: to listen carefully to you and your goals and values, to teach you skills that have been shown to help with managing chronic pain, and to keep things moving in the right direction by staying on track and keeping on time. Your responsibilities are the following: show up as scheduled (usually once a week unless you are in a daily program), be (continued)
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Session 1 Patient Guide: The Brain in Pain: Rationale for Cognitive Therapy   (page 3 of 3) an active participant and try each skill when it is presented, practice what you learn in between the sessions, and come in with feedback about what helped and what didn’t. 

WHAT IS CONFIDENTIALITY, AND WHAT ARE ITS LIMITS? 

Confidentiality means that what you tell your health care provider remains private, unless you give specific permission to share the information with others. There are certain limits to confidentiality: if you tell us you are planning on hurting yourself or someone else, we are required by law to report it to keep you and others safe. If you tell us that you have hurt a child or an elderly person, we are also required to report that. We want you to share important information with us, but in all cases share only what you feel comfortable sharing. This treatment program follows a specific structure, and you are not expected to dwell on your past, your psyche, or even what brought you here. If you keep an open mind and give these ideas and skills a try, you will likely come away with some new and effective ways to cope with chronic pain. 
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CLIENT HANDOUT 1.2

Session 1 Outline for Clients:  

The Brain in Pain: Rationale for Cognitive Therapy

THE GOALS OF THIS SESSION

•  Introduction to this treatment program. 

•  Learn your goals for treatment. 

•  Learn how the brain processes pain. 

•  Consider your goals for living. 

THE GOALS OF THIS TREATMENT PROGRAM

•  To learn about links between the brain, pain, and stress. 

•  To reduce the frequency and seriousness of pain flare-ups by learning to harness the power of the brain—and training the brain to pay attention in a different way to thoughts, emotions, and behaviors. 

•  To learn specific skills to cope with pain and manage stress. 

•  To learn the best ways of getting social, emotional, and medical support. 

WHAT YOU CAN EXPECT FROM THE LEADERS

•  We will teach you skills and help you problem- solve. 

•  We will collaborate with you in your treatment. 

•   Confidentiality: As therapists, we do not reveal personally identifying information to anyone outside the group. 

But there are important exceptions: We are legally required to report any cases where a client presents a clear threat of harm to self (e.g., potential suicide), harm to others (e.g., potential homicide), or suspected child abuse or elder abuse. 

WHAT THE LEADERS EXPECT FROM GROUP MEMBERS

•   Regular attendance: You are important contributors to this group. Without your regular attendance, the group is likely to be less helpful for everyone. 

•   Active participation: Our treatment requires you to take an active role in changing the way you think about, and act in response to, pain and other stressors. 

 (continued)
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Session 1 Outline for Clients: The Brain in Pain: Rationale for Cognitive Therapy   (page 2 of 3)

•   Between- session  activities: Practice the skills learned in between sessions. 

•   Reporting back: Share with the group what you have learned that has helped, as well as places you get stuck. 

•   Confidentiality: Feel free to discuss what you learn with others outside the group.  But protect the privacy of group members! It is  not okay to use group members’ names or other identifying information outside the group. 

YOUR GOALS FOR TREATMENT: LEARNING TO LIVE WITH IT? 

•  It is normal to want to be “cured” of pain, but there are other important goals to consider. 

•  What you want to get out of this treatment partly depends on what is important to you in your life. 

•  Use the Learning to Live with It? worksheet and make a list of things that the phrase “learning to live with it” 

means to you. 

|| Hint: Think about (and list) things that are important to you in your life. 

THE GATE CONTROL MODEL OF PAIN

•  A simple understanding of how pain works in the brain allows us to use the brain to our benefit when dealing with pain. 

•  Pain signals going to the brain go through a kind of gate in the spinal cord. 

•  The brain is not just a passive receiver of pain signals. 

•  Brain activity can determine how wide or how narrow that gate is and can let in more, or fewer, pain signals. 

•  Two important areas of the brain are involved in pain volume control: the “thoughts center” and the “emotions center.” 

•  Your thoughts and feelings can either open the pain gate and let in more pain, or close the pain gate and let in less pain. 

•  The point of this treatment approach is to teach you how to use the brain to work for you, rather than against you, in order to help you manage your pain. 

•  Use the Brain and Pain handout to list things that could open the gate to more pain signals, or close the gate to fewer pain signals. 

|| Hint: Thoughts and emotions can be particularly strong “gate openers” or “gate closers.” 

YOUR GOALS FOR LIVING

•  Use the Goals for Living worksheet to do some more work on what’s important to you. 

•  Choose a goal that is important to you (you can take one from your Learning to Live with It? worksheet or choose a new goal). 

•  In the next column, write one action or behavior that, if you did it, would be proof that you were working on that goal. 

•  In the next column, list a couple of possible “costs” of working on the goal. 

 (continued)
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Session 1 Outline for Clients: The Brain in Pain: Rationale for Cognitive Therapy   (page 3 of 3)

•  In the final column, list a couple of possible “benefits” or working on the goal. 

SUMMARY OF KEY POINTS

•  It is normal to want to be totally rid of pain, which may or may not be possible. 

•  You may have other important goals for this treatment— goals that help you live the kind of life important to you. 

•  When you work on an important goal, there are possible costs and benefits (pros and cons) that are useful to consider. 

•  All pain is filtered and processed in the brain, and the brain has the capacity to decrease (or increase) the experience of pain. 

•  In this program, we will teach you how to use the brain to work for you, instead of against you, to help you manage your pain. 

POSTSESSION CHECK

•  Use your Postsession Check worksheet to write down a couple of things you learned today that you can use now and in the future. 

HOMEWORK ASSIGNMENT

•  Read Patient Guide for the introductory session (Client Handout 1.1) for a recap of the session. 

•  Use the Goals for Living worksheet to add at least three more goals during this week. 

||Beside each goal, write an action or behavior that, if you did it, would be evidence that you are working on the goal. 

||In the last two columns, list a couple of possible costs of working on the goal and then a couple of possible benefits of working on the goal. 

•  Bring these materials with you to the next session. They are yours to keep and to make notes in. 
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CLIENT HANDOUT 1.3

Learning to Live with It? 

Make a list of things that the phrase “learning to live with it” means to you.   

[ Hint: Think about (and list) things that are important to you in your life.]
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CLIENT HANDOUT 1.4

The Brain and Pain

Use this handout to list things that could open the gate to more pain signals or close the gate to fewer pain signals. 

[ Hint: Thoughts and emotions can be particularly strong “gate openers” or “gate closers.”]

Brain

Feelings

Thoughts

Center

Center

Can open

or close

gates

Spinal

Cord

Gates

Pain Signals

List some things that can open the pain gate:   

List some things that can close the pain gate: 
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CLIENT HANDOUT 1.5

Goals for Living Worksheet

•  Choose a goal that is important to you (you can take one from your Learning to Live with It? worksheet or choose a new goal). 

•  In the next column, write one action or behavior that, if you did it, would be proof that you were working on that goal. 

•  In the next column, list a couple of possible “costs” of working on the goal. 

•  In the final column, list a couple of possible “benefits” of working on the goal. 

An action that would 

show I am working on 

Important goal

the goal

Two possible costs

Two possible benefits
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CLIENT HANDOUT 1.6

Postsession Check

Take a couple of minutes to write one to two things that you learned today that you could use now and in the future. 

(You can add to this list as you review the session material and begin to practice what you have learned.) HOW CAN I USE WHAT I LEARNED TODAY? 
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THERAPIST TOOL 1.1

Introductory Session 1 Outline for Therapists

SESSION OBJECTIVES

•  Welcome clients and introduce the treatment. 

•  Learn participant goals and enhance motivations for treatment. 

•  Introduce the gatecontrol/neuromatrix model as the treatment rationale. 

•  Facilitate further work on goal definition. 

NEEDED MATERIALS, HANDOUTS, AND WORKSHEETS

•  Session 1 Outline for Therapists (this sheet)

•  Three-ring notebook for client session summaries, handouts, and worksheets

•  Session 1 Patient Guide: Summary for Clients (Client Handout 1.1)

•  Session 1 Outline for Clients (Client Handout 1.2)

•  Learning to Live with it? (Client Handout 1.3)

•  The Brain and Pain (Client Handout 1.4)

•  Goals for Living (Client Handout 1.5)

•  Postsession Check (Client Handout 1.6)

SESSION OBJECTIVE: WELCOME CLIENTS AND INTRODUCE THE TREATMENT

Treatment Rationale

•  Pain is real,  and all pain is filtered and processed by the brain. 

•  The extent of tissue damage or disease state does not predict the amount of pain a person feels. 

•  The brain has the ability to reduce (or increase) the level of pain. 

•  Our aim is to teach you how to use the brain to work for you, rather than against you, in order to help you manage your pain. 

•  Your thoughts, emotions, and behaviors are all important components of whether your brain reduces your pain or increases your pain. 

•  Learning about how to harness the power of your brain via thoughts, emotions, and behavior can reduce your overall experience of pain. 

Overall Goals of This Type of Treatment

1.  To learn about links between the brain, pain, and stress. 

2.  To reduce the frequency and seriousness of pain flare-ups by learning to harness the power of the brain—and training the brain to pay attention in a different way to thoughts, emotions, and behaviors. 

 (continued)
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Introductory Session 1 Outline for Therapists   (page 2 of 5) 3.  To learn specific skills to cope with pain and manage stress. 

4.  To learn the best ways of getting social, emotional, and medical support. 

Format: Psychological– Educational Group—A Class

•  Tell clients: “We’ll give you up-to-date information about pain and how the brain processes it.” 

•  “We’ll discuss how this applies to your experiences with pain.” 

•  “We’ll teach pain management skills you can use.” 

•  “There will be weekly suggestions for home practice of these new skills.” 

Shared Responsibility for Treatment Success

 What’s Expected from the Leaders? 

•  “We will teach you skills and help you problem- solve.” 

•  “We will work with you in your treatment.” 

 What’s Expected from Group Members? 

•   Regular attendance: “You are important contributors to this group. Without your regular attendance, the group is likely to be negatively affected.” 

•   Active participation: “Our treatment requires you to take an active role in changing the way you respond to pain and other stressors.” 

•   Between- session  activities: “Practice the skills learned in between sessions.” 

•   Reporting back: “Share with the group your successes with what you have begun to practice, as well as places you get stuck.” 

Confidentiality

 Therapists’ Responsibility

Therapists do not reveal personally identifying information to anyone outside the group. 

•   Exceptions: Therapists are legally required to report any cases where a client presents a clear threat of imminent harm to self (e.g., potential suicide), imminent harm to others (e.g., potential homicide), or suspected child abuse or elder abuse. 

 Clients’ Responsibility

Tell clients: “Feel free to discuss what you learn with others outside the group.  But protect the privacy of group members! It is  not okay to use group members’ names or other identifying information outside the group.” 

 (continued)
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Introductory Session 1 Outline for Therapists   (page 3 of 5) SESSION OBJECTIVE:  

LEARN PARTICIPANT GOALS AND ENHANCE MOTIVATION FOR TREATMENT

•  Ask clients: “What do you want to get out of this treatment?” 

•  Acknowledge that it is normal to want to be “cured” of pain, but there are other important goals to consider as well. 

•  “Your goals are partly based on what is important to you in your life.” 

WORKSHEET: LEARNING TO LIVE WITH IT? 

•  Give out Client Handout 1.3, Learning to Live with It? Ask clients to make a list of things that the phrase “learning to live with it” means to them. 

•  After getting the initial list, ask clients to go back and put a line through goals that are not that important to them, and add any other goals that are important to living their life. It may help to ask clients to focus on the words 

“learning to live.” 

•  Get at least one example of an important goal from each client. Then ask clients to put the worksheet aside for a little while and move on. 

SESSION OBJECTIVE: INTRODUCE THE GATE CONTROL/NEUROMATRIX MODEL 

AS THE TREATMENT RATIONALE

Introducing the Gate Control Model

•  Tell clients: “All pain is filtered and perceived by the brain.” 

•  “The amount of pain you feel is based on what is going on in the brain.” 

•  “Your thoughts and feelings can either open the pain gate and let in more pain, or close the pain gate and let in less pain. 

•  “The point of this treatment approach is to teach you how to use the brain to work for you, rather than against you, in order to help you manage your pain.” 

WORKSHEET: THE BRAIN AND PAIN

•  Give out Client Handout 1.4, The Brain and Pain

•  Tell clients that a simple understanding of how pain works in the brain allows us to use the brain to our benefit when dealing with pain. 

•  Pain signals going to the brain travel through a kind of gate in the spinal cord. 

•  The brain is not just a passive receiver of pain signals. 

•  Brain activity can determine how wide or how narrow that gate is, and let in more, or fewer, pain signals. 

 (continued)
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•  Two important areas of the brain are involved in pain volume control: the “thoughts center” and the “emotions center.” 

•  Ask clients: “What kinds of thoughts and emotions do you think might make the gate wider, letting in more pain signals?” Have them list these on their worksheet. 

•  Ask clients: “What kinds of thoughts and emotions do you think might make the gate narrower, letting in fewer pain signals?” Have them list these on their worksheet. 

•  “With coaching and practice, we can use the power of our brain to quiet down the pain chatter.” 

SESSION OBJECTIVE: FACILITATE FURTHER WORK ON GOAL DEFINITION

•  Tell clients: “Let’s do some more thinking about your goals for treatment.” 

•  Ask clients to look back at Client Handout 1.3, Learning to Live with It?, and select one goal that is important to them. 

WORKSHEET: GOALS FOR LIVING

•  Give out Client Handout 1.5, Goals for Living. Ask clients to write down (in the left-hand column) one important goal they selected from Client Handout 1.3. 

•  Next, have clients write (in the next column to the right) one specific action that, if they did it, would be evidence that they were working on that goal. 

•  In the next column, have them list a couple of possible “costs” of working on the goal. 

•  In the final column, have them list a couple of possible “benefits” of working on the goal. 

•  Make sure they are reasonably comfortable with the questions and the columns. 

HOMEWORK ASSIGNMENT

•  Tell clients: “Using the Goals for Living Worksheet, add at least three more goals during this week.” 

•  “Beside each goal, write one specific action that, if you did it, this would be evidence that you were working on the goal.” 

•  “In the last two columns, list a couple of possible costs of working on the goal, and then a couple of possible benefits of working on the goal. In other words, these are the ‘pros’ and ‘cons’.” 

•  “Bring these materials with you to the next session.” 

 (continued)
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Introductory Session 1 Outline for Therapists   (page 5 of 5) POSTSESSION CHECK AND SESSION SUMMARY

•  Hand out the Postsession Check (Client Handout 1.6) and have clients write a couple of things down before they leave. Encourage them to add more to this sheet as they review the session content and practice during the week. 

•  Summarize the content of the session:

||It is normal to want to be totally rid of pain, which may or may not be possible. 

||It is important to think about the kind of goals you have for this treatment program. 

||What are your goals to live the kind of life important to you? 

||When you work on an important goal, there are possible costs and benefits (pros and cons) that are useful to consider. 

||All pain is filtered and processed in the brain, and the brain has the capacity to decrease (or increase) the experience of pain. 

||In this program, we will teach you how to use the brain to work for you, instead of against you, to help you manage your pain. 

•  Remind clients to read the Patient Guide (Client Handout 1.1) in order to get a recap of the first session. 
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T R E A T M E N T   M O D U L E   2

The Stress–Judging–Pain Connection

In the introductory treatment module (Treatment Module 1), participants are asked about their goals for treatment, introduced to the treatment rationale, and provided with a basic structure of the treatment sessions. It is important to give the introductory session first, even if you are bringing new patients in at multiple points throughout the treatment sequence. Since the modules provided in the second edition of this book are somewhat more independent of each other than they were in the first edition, it is somewhat easier to accommodate a rolling admission of patients. Following the introductory sessions, the modules are designed to be more flexible in terms of order of presentation. Nevertheless, the modules are written with a certain sequential logic in mind, so if you have the capacity to offer them in a linear fashion, they may flow more smoothly. 

Treatment Module 2 introduces the connection between stress and pain, with particular attention to cognitive interpretation (appraisal) of potentially stressful events. Although it is not necessary to use the term “primary appraisal” with clients, this part of the treatment session incorporates Lazarus and Folkman’s (1984) concept of primary appraisals into the treatment protocol— specifically, the judgment that an event is benign/positive or stressful (i.e., taxing one’s ability to cope). The main points of the session are the following: 1.  Pain and stress are related. 

2.  Pain itself is stressful. 

3.  Other stressful situations can make pain worse. 

4. The way we judge and label a stressful situation can affect our physical well-being, thoughts, emotions, and actions in response to the situation. 

The bottom line is that learning about stress, and how to manage stress, can reduce one’s pain. We also introduce an initial relaxation exercise as a portable tool to quiet the body and the mind (i.e., to induce the relaxation response). 
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A C OGNI T I V E T RE AT MEN T PROGR A M FOR CHRONIC PA IN 

Therapist Tool 2.1 (Session 2 Outline for Therapists) is found at the back of this module. 

Patient Handouts 2.1 (Session 2 Patient Guide) and 2.2 (Session 2 Outline for Clients) should be given to participants at the beginning of the session and are also found at the back of this module. It is useful to read the patient guide after the session to remind participants of the session content as well as stimulate their thinking. The Client Session Outline provides a structure for the session. 

SESSION 2 TRE ATMENT OB JEC TIVES

•  Review the previous week’s session. 

•  Introduce the stress– pain connection. 

•  Introduce the stress– judging connection. 

•  Introduce relaxation strategies as a way of managing the stress response. 

Session Objective: Review the Previous Week’s Session

Each session begins with asking patients to share what they have been working on in terms of pain self- management since their last session. The point of the sessions is to help the patient begin to shift focus from being a passive “pain patient” to living his life and doing things that matter to him despite having a chronic painful condition. Since the sessions are offered in a somewhat more freestanding way in this second edition of the book, we don’t necessarily go over homework per se in a lock-step fashion. We have observed that even in our sequential groups, patients will often make additional progress weeks later from an earlier session or continue work on a previous topic once they have mastered another topic. At the same time, it is important to give patients the opportunity to report on and process their pain self- management work once they have had an opportunity to practice it away from the session. Thus, it’s important to ask the question: “What have you thought about or tried during the past week in terms of pain self- management?” The material someone brings up may be from a previous session, but it also may be new (or unrelated) material. Either way, if new members are entering the group each week, it will take some finesse to help established patients work further with the material they have learned while not losing the new patients who have not yet been exposed to the material. 

Remember that all patients, no matter when they enter the groups, should have had at least the introductory session. Thus, it makes sense to use the first part of Session 2 to discuss patients’ 

thoughts, feelings, and possible actions in response to Session 1. 

It can be quite useful to give patients the opportunity to talk about what they got from the patient guide summarizing the session. Patients will often have follow- up questions or comments about the material, and they will sometimes say that they began thinking about the session content in a different way after reading the patient guide. Furthermore, you will want to give patients the opportunity to share what they came up with on the Goals for Living Worksheet. Recall that as an at-home assignment, patients were asked to continue filling in the Goals for Living Worksheet by adding at least three more goals, an action or behavior that would show they were working on the goal, together with a few perceived costs and benefits of working on that goal. 
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Between the introductory module and Module 2, Calia did more work using her Goals for Living Worksheet (Module Figure 2.1 illustrates the worksheet she brought into the session). A brief session transcript illustrating how to go over the at-home assignment follows. 

TherapisT: Calia, I see you added a few things to your Goals for Living Worksheet during this past week. Is it okay if we go over these now in the group? 

Calia: Yes, but I didn’t do that first example by myself— you helped me. 

TherapisT: I remember your first example from last week. You were able to come up with a goal (get out in nature more), and you picked a specific behavior that would show you were doing that (going to the neighborhood park). You also came up with the two possible costs and two possible benefits of following through with that. You can look at this like “pros” and 

“cons.” Let’s take a look at another example you came up with. You have two more written down—which one would you like to work with? 

Calia: Doing more with my grans’. That’s really important to me. 

TherapisT: Okay, great, and you wrote down “have them come over to my house after school.” 

Calia: Yeah, but I don’t know if that’s such a good idea. They are really wild, and I’m not sure I could manage them by myself. Maybe one at a time. 

TherapisT: It’s important for you to know your limits, Calia, and you want to make your experience a positive one, if possible. After all, you’re trying to do something that’s important to you to help you live your life more fully. Is there a way you can modify what you put in the second column so that it would be more likely to be a success? 

An action that would 

show I am working on 

Important goal

the goal

Two possible costs

Two possible benefits

1. Get out in nature  Go to the 

1. I’d have to find 

1. There are 

more

neighborhood park

someone to take 

neighbors I like 

me

who go there

2. I couldn’t walk 

2. I could take 

very much because 

my youngest 

of my knees

granchild

2. Do more with my  Have them come 

1. I’d have to have 

1. I would feel more 

grandkids

to my house after 

snacks for them

connected to 

school

2. They might tire 

them

me out

2. They would feel 

more connected 

to me

3.  Go to church

Go to church

1. Someone would 

1. I could see my 

have to take me

friends

2. I don’t want to 

2. I might feel less 

have to explain 

alone

myself to people

MODULE FIGURE 2.1. Calia’s homework on her Goals for Living Worksheet. 
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Calia: I could invite one gran over at a time. That way I’d have more one-on-one time with them, and it would be more likely to be a little quieter and less tiring. 

TherapisT: I really like how you came up with that, Calia. What about your concern about making a snack for your grandkids? 

Calia: Oh, I don’t think it would be a problem if there was just one at a time. I could even have them help me make the snack. They like to help their Yaya in the kitchen! 

anoTher group member (Julie): Do they call you Yaya? I like that! 

Calia: That’s a Spanish word for grandmother. Tata is another term kids use. 

TherapisT: Those are lovely! . . . So, Calia, do you think you might be interested in continuing to work on this goal sheet and maybe trying something out? 

Calia: Yes, I’m going to call my daughter today and make a plan with her. She can help me schedule something. She’ll be very happy to have me doing more instead of moping around alone in my apartment! 

TherapisT: Great! This is important work, and I hope each of you will take a look at what you’ve written down and give something a try. Keep working with it, too, because your goals and ways to reach those goals change with time, especially as you start having some success with this. Let’s talk some more as time goes on. Meanwhile, take a look at your outline for Session 2, and let’s cover a new topic—the connection between stress and pain. 

Session Objective: Introduce the Stress–Pain Connection In order to introduce the stress– pain connection, you will need to define the term “stress” and discuss the stress response. You can use the material below to guide you. As mentioned in the instructions for the introductory session, as you become more comfortable with the information, use your own words and your own style to present these ideas to your groups. I find it useful to list the four categories of the stress response (cognitive, emotional, physical, and behavioral) on a flipchart and ask patients for their own experiences when they are stressed. For example, when I get to the “biological” category, I will ask, “What does your body do when you feel stressed?” 

Different participants will notice and highlight different aspects of the stress response. 

The physical pain you experience is real, and this real pain produces a stress reaction. Stress reactions make pain worse. What is stress? “Stress” is defined as a biological, emotional, cognitive (that is, mental), and behavioral reaction to a situation that you think you might not be able to cope with. Let’s look at the four parts of a stress reaction. 

 Biological.  Stress reactions are biological. Your body automatically prepares for either 

“fight or flight.” The fight-or- flight response evolved in early humans and is quite useful in life-or-death situations— encountering a saber- toothed tiger, for example, or a robber with a gun. 

The biological response to stress includes an increase in blood pressure, heart rate, and breathing rate, and a decrease in digestive processes. Certain chemicals called hormones that help these biological processes are released into the bloodstream. There is a reduction in blood flow to your digestive organs and an increase in blood flow to large body muscles— those 
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used for fight or flight. These biological responses evolved to produce short-term, life- saving, responses but many present- day stressors are quite different. They are ongoing rather than short-lived. Yet the body responds in the same way, as if every stressor were a saber- toothed tiger. On a long-term basis, these biological changes produce wear and tear on the body and reduce the ability of the immune system to function. What do you notice going on in your body when you are feeling stressed?  (Jot some of these down on the whiteboard or flipchart.) Emotional. In addition to biological responses, stress also sets off emotional reactions— 

changes in your mood, for example. What are some emotional reactions you have experienced in response to stress?  (Pause for responses, and list on flipchart.) Many people with pain tell us that they react to the stress of chronic pain with nervousness, sadness, depression, anger, embarrassment, and shame, to name some of the more common emotions. 

 Cognitive.  Stress also sets off cognitive, or mental, reactions. “Cognitions” are thoughts, images, or beliefs. For example, cognitions include what we tell ourselves about the stress and about our ability to cope, and what we think about ourselves. These thoughts, by themselves, can be negative, overwhelming, and stressful. The way we think—our cognitions— can trigger stress reactions by themselves. What are some thoughts or mental reactions you have experienced in response to stress?  (Pause for responses, and list on flipchart.) Behavioral. When we feel stressed, our actions are also affected. We may eat more (or less), withdraw or lash out, go to bed and pull the covers up over our head. What are your actions in response to stress?  (Use flipchart.) Sometimes these actions can protect us, and sometimes they can actually make the situation worse. Can you think of some actions that might hurt us rather than help us? ( Use flipchart.)

Chronic pain is a major ongoing stressor. It can and does produce the biological, emotional, cognitive, and behavioral stress responses just described. But non–pain- related stressors can also worsen pain. Anything that triggers stress can produce physical changes in blood flow, hormonal changes, and immune response suppression, as well as changes in our emotions, thoughts, and behaviors. 

Troubleshooting Tip:  As patients are participating in this interactive discussion, it is common for them to incorrectly categorize an example. For instance, they may give “mad” as an example when you’ve just asked for something in the “behavior” category. When a patient does this, instead of simply correcting him and putting the descriptor in the right category, you might say something like “Actually, ‘mad’ might belong in two places. ‘Mad’ could be an emotion you feel, and when you are mad, you might have a certain action too. What would you be doing if you were mad?” In this way, the therapist gets to help with the categorization and the patient does not feel like he has gotten it wrong. The point of the exercise is not necessarily to get patients to match the descriptor to the right category. Rather, the point is to help patients understand that the stress response is multifaceted— and that each part is worth considering. 

Exercise: Listing Stressors






Following this introduction to the stress– pain connection, you should provide Client Handout 2.3 (Listing Stressors Worksheet) to clients and ask them to list situations that they find stressful and/or that trigger pain flare-ups. Explain that they don’t have to go into great detail in this list; just noting each situation in general is sufficient. 
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Troubleshooting  Tip:  For some patients, succinct identification of a stressful situation is difficult. When asked to identify the situation, they may provide unnecessary context to introduce the situation, and they may follow this by giving a “blow-by-blow” description of the details involved. When a client begins a lengthy discourse, it may be because he feels a need to convince the therapist or group members that he was justified in his reaction to a particular situation, and it may indicate that he has a strong need for emotional support regarding the event. For some clients, the group therapy experience may be the first forum in which they have felt really listened to, and they may not want to give up the floor. While recognizing that these are legitimate needs, the therapist can help shape the client’s verbal description of the situation in such a way that he does not take up inordinate group time and does not miss the point of the exercise. If it becomes necessary to interrupt the client, the therapist, with great sensitivity, can offer a synopsis of the stressful situation that he might “jot down” on his paper. 

Session Objective: Introduce the Stress–Judging Connection Once you have obtained at least one example of a stressor from each client, you can move on to introduce the concept of “appraisal” or interpretation of stress, whereby situations are judged as harmless or stressful. A situation judged to be stressful is further appraised as a threat (the perception that the danger posed by the situation outweighs the individual’s ability to cope), a loss (the perception that damage has occurred as a result of the situation), or a challenge (the perception that the ability to cope is not outweighed by the potential danger of the situation). 

Depending on one’s interpretation of a circumstance, one will think about it differently, feel different emotions about it, and behave differently. It is also true that one’s interpretation of a situation will affect their biological reactivity in response to the situation. Following is some guidance for this interactive discussion. 

Let’s go back to our definition of stress. Stress is a four-part reaction you have to a situation that you think you might not be able to cope with. What’s most important in setting off the stress reaction isn’t so much the actual situation but how we interpret or judge the situation. 

We are constantly sorting out which situations need our attention, which can be ignored, and which should be avoided. When we judge a situation as stressful, we make some other interpretations. There are three basic ways that people judge a stressful situation: as a challenge, as a threat, or as a loss. 

 Challenge.  People who interpret the stressful situation as a challenge think that their ability to cope is enough to see them through. They can’t simply ignore the situation, but they feel they have the tools to cope with it. 

 Threat.  People who see the stressful situation as a threat think that their coping ability will be overwhelmed by the situation. They see the situation as potentially harmful. 

 Loss.  People who see the stressful situation as a loss think that they’ve already been damaged by the situation. 

Depending on how we interpret stress— as a challenge, a threat, or a loss—we will feel different emotions, think different thoughts, and behave in different ways. Our physical reactions will also be different depending on how we judge the situation. Let’s look at an example: Let’s say a relative is looking for a job. The situation is stressful for him, but he could interpret 
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the stressful situation in three different ways. He may think of this as a challenge, a threat, or a loss. How could the way he interprets the situation (looking for a job) affect his thoughts, emotions, and actions? How might his interpretation of the situation affect the way his body feels? 

Once group members are provided with this example, they are encouraged to discuss how each of these ways of appraisal (challenge, threat, loss) would affect the relative’s physical reactions, as well as their thinking, feeling, and subsequent behavior. (Use the flipchart or whiteboard here.) Most participants are able to give some general examples of how the type of appraisal might influence their relative’s physical reactions, emotions, coping attempts, and things they might tell themselves or each other about the situation. For example, if the person judges looking for a job as a threat, he is likely to have thoughts such as, “I’m going to be competing with plenty of people more qualified than I am.” He is likely to be anxious and apprehensive (emotions), and may avoid making the necessary contacts and phone calls to get an interview (behavior). In terms of physical sensations, he might feel queasy or nauseous, “jittery,” and/

or have an elevated heart rate. If the relative judges the situation as a loss, he is likely to have thoughts such as, “What’s the use in trying— they’ll never hire me.” He is also likely to magnify the importance of potentially small events, such as a delay in a potential employer returning his phone call. His emotions will be sadness, and perhaps anger. In terms of behavior, he has already given up before he has begun, and he is likely to be quite passive in the process of the job search, leaving the majority of the effort to the potential employer. He may be less likely to interact with friends who do not share his present difficulty. In terms of physical sensations, he is likely to feel fatigued and lethargic. If, however, the relative views the job search as a challenge, he is likely to focus on the aspects of the situation he does have control over, engage actively and enthusiastically in those potential problem- solving activities, and use more empowering self- statements. Thus, he is more likely to feel motivated and hopeful! In terms of physical sensations, he may actually feel energized. 

Note that the initial example used is not a pain- related example. I choose a non–pain-related illustration first, in order to initially minimize the emotional identification with the example that the clients might otherwise have. Subsequent case illustrations become increasingly relevant to the clients’ personal situation. 

Exercise: How Do You Judge Your Stressors? 

Following discussion of this case example, you should direct group members back to their own initial examples of identified stressors and guide them through the process of how they interpret or judge those situations: as a threat, a loss, or a challenge. (Note that you probably won’t have time to go through their entire list of stressors, but you can have them pick one or two of their most important current stressors.) Following their identification of the category, help them discuss how their judgment of the stressor might affect their focus of attention, their thoughts, their feelings, their subsequent behavior, and the way their body feels. Note that, in general, when a stressor is judged to be a “threat,” doing so causes a narrowing of the focus of attention toward the stressors, making it harder to direct attention elsewhere. Focused attention toward pain or potential pain may have the effect of increasing anxiety and fear, and promotes avoidance. Also, when we judge a stressor to be a “loss,” it unduly focuses our thoughts on what we  cannot do; 
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these thoughts increase our feelings of grief and sadness, and decrease our motivation to try things that might be useful in managing the pain situation. 

Worksheet: Stress–Judging–Pain Worksheet

The Stress– Judging– Pain Worksheet (see Client Handout 2.4 at the back of the module) is next introduced as a tool for charting stressful situations; the stress category assigned to each stressor; and the impact of the situation (and more importantly, the impact of the cognitive evaluation of the situation) on thoughts, feelings, behavior, and the way the client’s body feels. In session, clients are encouraged to use an example they wrote down from the Listing Stressors exercise (see above) to the Stress– Judging– Pain Worksheet, and then to use the worksheet to write down the stress category. Furthermore, they are guided through the process of examining how their judgment about that stressful situation specifically affected their thoughts, emotions, behavior, and physical sensations. Finally, they are asked to consider what happened to their pain during or as a result of that stressful situation (and how they reacted to it). 

Troubleshooting Tip:  It is not uncommon for a patient to say that a situation is both a threat and a loss, for example, or any combination of the three stress categories. It is certainly the case that one particular stressful situation can have more than one stress appraisal category. 

When more than one category is identified for a single stressor, help the client consider each component separately, in terms of how each type of judgment might influence her thoughts, feelings, behaviors, and even physical sensations in a different way. 

An example of a partially completed Stress– Judging– Pain Worksheet from a client (Ben) is included in Module Figure 2.2 as an illustration. Ben is a 42-year-old white married father with three adopted children, ages 17, 14, and 8. Ben’s spouse works as an administrator at a nearby university, and he is a supervisor at a local electrical wire manufacturing plant. Ben has had low back pain for 7 years, and he has undergone three surgeries. The first surgery (a laminectomy) was undertaken to treat a herniated disc in his lumbar spine. The second surgery was to remove a bone spur, and the third surgery was to remove scar tissue resulting from his first two surgeries. 

Note that in this particular example, Ben identified going to the doctor about his pain as a threat, and he made a connection between that appraisal (threat) and an emotional response (scared). He was also able to identify several thoughts to go along with the situation (doctor will want to do more surgery— which is particularly scary to him). Ben was also able to understand the connection between the situation, and his interpretation of it, and an increase in his pain, especially as a result of increased muscle tension and subsequent spasms. 

Although he didn’t immediately recognize that he was also judging the situation to be a loss, he was able to see that both categories (loss and threat) fit with his thoughts, emotions, and behavior. Specifically, his emotion of feeling defeated, his thought that the doctor couldn’t really help, and his action of not showing up for the appointment were all associated with a loss interpretation. The point of making the distinction between loss and threat is not to get patients to become experts at making the distinction. The point is to illustrate how powerful these stress appraisals are in causing a cascade of problematic thoughts, emotions, behaviors, and physical sensations. Furthermore, with this exercise, we want to plant the seed that it may be possible to 
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What were your thoughts? 

What was happening in your body? 

She’ll want to do more 

Muscles tightening up, 

surgery or give me useless 

back spasms

medicine again

She can’t really help me

Stressful situation:

Trying to get in to see

the doctor because my pain

has gotten worse

How did you judge it? 

(threat, loss, challenge)

threat

What were your feelings? 

How did you react (actions/behaviors)? 

Scared and mad and

I didn't bother showing up 

defeated

for the appointment

What happened to your pain? 

 

 Pain increased

  Pain decreased

  Pain did not change

MODULE FIGURE 2.2. Ben’s  Stress– Judging– Pain  Worksheet. 

reinterpret the situation (at least partially) as a challenge. If the patient is able to do so, even if just a little bit, he will find himself with a better sense of control and self- efficacy, and be much more likely to engage in health- promoting, rather than self- defeating, behaviors. A brief session transcript illustrating how to introduce this is included next. 

TherapisT: Ben, it looks like you have a great sense how your situation of making an appointment with your pain doc feels threatening to you. 

ben: Yeah, well, I’ve been there plenty of times before, but that last surgery nearly did me in, and I don’t mind telling you that I’m scared by the prospect of having another one! 

TherapisT: You also noticed how feeling threatened and scared led to an increase in muscle tension in your body and even spasms in your back. 

ben: Yup, the pain skyrocketed! 

TherapisT: That’s a really important connection you’ve made between how your pain reacts to stress and your judgment of that situation. It’s also interesting that the action you took was to not show up for the doctor’s appointment. What do you make of that? 

ben: I was just telling myself, “Why bother? She can’t help me”! In fact, sometimes I get the feeling that she’s given up on me, which really makes me mad. 

TherapisT: So, feeling like “What’s the use? She’s given up on me” sounds like there’s a loss judgment in there as well. It could very well be a threat and a loss. 
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ben: Oh, you’re right; it’s both, isn’t it? 

TherapisT: A lot of times they are both threat and loss. I wonder if there’s any part of this situation that you might interpret as a challenge? 

ben: Well, I didn’t even give the doc a chance to try to help me by not showing up for the appointment. I suppose I could challenge myself to make another appointment and see what she has to say. 

TherapisT: So that’s interesting. It almost sounds like if you don’t give in to “What’s the use?” 

kind of statements, or “She’s going to want to do surgery for sure” thoughts, you might be able to give the situation a chance of helping. In a way, that’s kind of a challenge judgment about the situation. If you did view the situation as a challenge, how do you think that would influence your thoughts? 

ben: Well, I’m telling myself now that I need to give her a chance— tell her what’s been going on with me. See what she has to say. 

TherapisT: And how does that thought influence your mood and your actions? 

ben: Well, I probably wouldn’t be so negative and automatically down, and I’d probably actually show up for the appointment. 

TherapisT: Do you think that viewing the situation in this way—a “give it a chance” way—

would have any influence on how your body feels? 

ben: I’m sure I wouldn’t be so tense, and that would have to help with my pain level. 

TherapisT: It might very well work that way. It’s certainly worth trying out. We all have plenty of opportunity to practice with stressful situations, so during the next week or so, notice when a stressful situation comes up and how you judge it. Then notice how that judgment affects your thoughts, emotions, and behavior. What’s happening to your body during that time, and also your pain level? Now see if you can find some part of the situation that might be judged as a challenge rather than a loss. And remember, the point of this exercise is to show you how our judgments of situations can make the situation worse, or (preferably) more tolerable. Let’s move on to another part of today’s session, where you learn about creating a relaxation response to balance out the stress response. 

Session Objective:  

Introduce Relaxation Strategies as a Way of Managing the Stress Response Now that you have introduced and discussed the stress response, and the importance of judgment categories about stressful events, you will introduce the importance of learning how to relax the body and the mind. Numerous forms of relaxation strategies are taught for this purpose, including deep or diaphragmatic breathing, progressive muscle relaxation, passive muscle relaxation, imagery, autogenic training, hypnosis, and various forms of meditation. After you give the rationale for learning and practicing relaxation skills (see the following for a guide), you will lead the group (or individual) in a brief introductory relaxation exercise focused on diaphragmatic breathing and awareness of the breath. 
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Everyone has heard the term “relaxation,” and we all have our own notion about what it means to “relax,” but the term is used here to refer to using specific strategies to bring about something called the  relaxation response. We have discussed the stress response as the 

“fight-or- flight” response. The relaxation response is sometimes referred to as the “rest-and-digest” response. During the relaxation response, heart rate and blood pressure go down; breathing gets slower and deeper; blood flow is decreased to the major muscles of the body (no need for fighting or fleeing during relaxation); and a greater percentage of the blood supply goes to the digestive organs. This is the time in which the body is able to process and store nutrients. Emotionally, the relaxation response generally involves a sense of calm well-being. 

Cognitively, a person’s thoughts during relaxation might drift to pleasant memories or a general awareness of the ongoing sense of well-being. Although troubling or anxious thoughts can creep in during the relaxation process, people are generally able to let go of negative thoughts and emotions. In terms of behavior, the relaxation response involves an overall quieting of the body, so physical activity is usually at a minimum. In general, during relaxation, the body and the mind are calming and quieting in a pleasant way. In essence, the relaxation response restores balance to the body and mind, and reduces or reverses the effects of the stress response. It is thought that chronic stress may actually set our stress “thermostat” to a more sensitive level, so that we become more easily stressed over time. It is also thought that learning and practicing the relaxation response can serve to reset the “stress thermostat” 

back to normal, even for people who have experienced severe or chronic stress. Since pain is a stressor, learning to use relaxation can also reduce the stress response in relation to pain. 

In effect, the relaxation response is one way to narrow or close the pain gate. The more you practice this skill, the better you get at it! 

Following this introduction of the rationale for learning relaxation skills, lead the group (or individual) in a brief introductory relaxation exercise. This brief exercise is meant to help the client learn how to breathe from the diaphragm (which is a more complete form of breathing than we typically engage in). It is often the case that instruction in relaxation begins with some form of breathing technique prior to more in-depth relaxation training, and most relaxation strategies incorporate some variation of focusing on the breath. Breathing techniques are also fairly easy to master and often carry the immediate benefits of inducing a modest relaxation response. A relaxation script is provided in Therapist Tool 2.2 and an audio version is included in a link; see the box at the end of the table of contents. Of course, you can also make your own audio guide for your clients if you prefer to do that. 

Following the relaxation exercise, you should check in with participants and ask them what their experience was like. The majority of individuals will experience a calming and quieting that they perceive as helpful. You can delve a little bit further into their experience by asking them about sensations, thoughts, and emotions they may have experienced. You should reinforce the importance of practicing this new skill. It is very useful to be able to elicit the relaxation response at will, and this brief relaxation exercise is an easy way to achieve that. 

Troubleshooting Tip:  Occasionally, a patient will have a negative reaction to relaxation instruction that involves anxiety about the sensations, thoughts, and emotions they experienced during the exercise. The most common negative reaction I have observed is a feeling 
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of depersonalization or dissociation, which is sometimes anxiety provoking for patients. In my 35 years of doing relaxation with clients, I have only observed this reaction a few times. In my experience, giving patients a lot of permission to “dip their toe” in the water of relaxation without jumping right in, and assurance that they can at any time bring themselves back to the present, gives them the reassurance they need that they are still in control. It is important for you not to overreact to patients’ anxiety reactions (if they have one) and instead respond with reassurance and permission to sit and observe the exercise without engaging in the relaxation, or simply wait until they are ready to give it another try on another day. What you are doing, in giving reassurance and permission, is removing the need for the patient to resist the exercise and normalizing this new experience as nothing magical, but rather just something new to try. 

Important Note: It is not recommended that clients use the audio recordings while driving a car or operating other machinery. It is perfectly fine for clients to use the brief breathing technique (with eyes open) on their own throughout the day during their daily activities, and we want the relaxation response to generalize to everyday activities. However, since the audios suggest eye closure, they are not meant to be used while driving. Therefore, I recommend stressing this to your participants. This cautionary note is also repeated in their summary handout for this session (Client Handout 1.1). 

Homework Assignment

As homework, clients are directed to continue adding to their list of stressful situations and/or situations that may trigger pain flare-ups. They are asked to use the Stress– Pain Connection Worksheet to identify how they judged that situation (threat, loss, challenge) and how their judgment might affect their emotions, thoughts, behaviors, and the way their body feels. 

Postsession Check

At the end of the session, I like to ask patients to write down one or two things they learned from the current session that they could put to use both now and in the future (see Client Handout 2.5). This form allows them to write a couple of things that were most prominent and useful to them about the session. It also provides space for them to continue to write notes later as they review the session content and practice what they learned. 

CLIENT HANDOUT 2.1

Session 2 Patient Guide: The Stress– Judging– Pain Connection WHAT IS STRESS? 

The stress response is “hardwired” and evolved so that human beings could respond very quickly to life- threatening situations and defend themselves by fighting or fleeing, increasing their chances of survival. When a situation comes up that demands our attention, we quickly focus on it, and there is an almost automatic judgment regarding whether the situation is positive, nonthreatening, or possibly dangerous. If a situation is judged to be potentially dangerous, the brain and the body move into the four-part stress response: biological (physical), cognitive (thinking), emotional (mood), and behavior (actions). During the stress response, many physical responses take place as the body ramps up for possible action. Breathing becomes more rapid, the heart begins to race, and blood pressure goes up, all of which help to quickly pump more oxygen- rich blood into the bloodstream. Chemicals in the body (called hormones) tell the liver to release stored sugars into the bloodstream. Blood vessels feeding the large muscles of our body expand to let in greater blood flow, while blood vessels in the surface of the skin and in digestive organs get narrower. This happens so that if you need to fight or run away, your muscles have the oxygen and energy to do it. In a short-term stress reaction, our thoughts become focused on the stressful situation— our attention is riveted on it. Emotionally, we may feel anxious or energized, depending on our understanding of the situation. Our actions go into fight-or- flight mode and may be mild or extreme, depending on our judgment of the seriousness of the situation. 

Short-term stress, and the stress response, is a helpful, positive, life- preserving action when the situation is life threatening. In the modern world, though, we are much more often faced with non–life- threatening situations that still provoke the stress response. This results in a more chronic activation of the stress response, which eventually breaks down the body’s defenses and makes us sick. It is also thought that long-term contact with stressful situations increases the sensitivity of the stress “thermostat” in our brains and makes us even more stress- reactive to smaller and smaller stressors. Chronic pain, and the problems that go along with it, definitely qualify as long-term stressors. 

HOW DOES OUR BRAIN  

INFLUENCE THE STRESS RESPONSE? 

Our thoughts or judgments about a stressful situation affect both the strength and length of the stress response. The brain is in charge of all thoughts and judgments. Generally, we put stressful events into three categories: threat, loss, and challenge. If the brain decides that a situation is stressful, we know we have to deal with it, but how we deal with it depends on what category we put it in. The example we used in the discussion group was about a relative looking for a job. If she judged that situation as a threat, she might feel sick to her stomach and overall very jittery (physical). She might tell herself that she’s not qualified enough for the job (thoughts), be anxious or scared (emotions), and she might get an interview set up but then cancel or otherwise avoid the interview (actions). If she judged the situation to be a loss, she might feel tired and sluggish (physical). She might tell herself that there’s no use even trying (thoughts), she might be sad or depressed (emotions), and she probably won’t even bother looking for possible job openings. If she judges the situation to be a challenge, she still sees it as stressful, but she might feel energized (physical), tell herself that she is a good fit for the job (thoughts), feel hopeful (emotions), and so she is more likely to schedule and show up for the interviews. She is also likely to have a shorter, weaker stress response when she judges (continued)
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Session 2 Patient Guide: The Stress– Judging– Pain Connection   (page 2 of 3) the situation as a challenge than with the other two judgment categories. One reason to pay attention to how you judge stressful situations is that you begin to notice the important connection between your judgment categories and how you think, feel, and act. The other reason to pay attention to how we judge stressful situations is that threat and loss judgments generally result in making our pain worse. This is why we ask you to notice what happens to your pain after you’ve run into a stressful situation and thought about it as a threat, a loss, or a challenge. Once you begin to notice your judgment categories, you have more control over them and what happens next. If you find yourself judging a situation as a loss or a threat, you might try asking yourself, “In what way could I look at this situation as a challenge instead of a loss or a threat?” Notice what happens to your thoughts, feelings, actions, and even pain when you alter your judgments about a situation. 

RESETTING OUR STRESS THERMOSTAT  

USING THE RELAXATION RESPONSE

The relaxation response is a specific action of the brain and body that counteracts the stress response. We have all experienced the relaxation response— maybe while on vacation enjoying beautiful scenery, maybe after a good meal with loved ones, or perhaps while reading or enjoying other quiet time activities. We can almost feel our body breathe a sigh of relief! This is the relaxation response. During the relaxation response, heart rate and blood pressure go down. We usually breathe a little deeper and more fully during the relaxation response, which allows more air to get into the lungs and puts more oxygen into the tissues of our body. Blood flow is routed to the digestive organs, so that the body can digest and store nutrients. People often experience a sense of calmness and well-being during the relaxation response, and their thoughts are typically much more pleasant than during the stress response. 

During the relaxation response, the body is quiet and restful. We may notice a change in our pain intensity due to the general relaxation of muscle tension and a quieting of the mind. In essence, the relaxation response restores balance to the body and mind, and reduces or reverses the effects of the stress response. 

Although most of us know the relaxation response when we experience it, we may not know how to create the relaxation response on our own. Bringing about the relaxation response is actually a skill that can be learned. Just like any other skill, the more you practice it, the better you get at it. Learning and practicing the relaxation response can help reset the stress thermostat, even for people who have experienced severe or chronic stress. Since pain is a stressor, learning to use relaxation can also reduce the stress response in relation to pain. In effect, the relaxation response is one way to narrow or close the pain gate that we talked about in the introductory session. 

LEARNING TO BREATHE DEEPLY  

TO CREATE THE RELAXATION RESPONSE

The diaphragm is a muscle between the chest cavity (that houses the lungs and heart) and the gut cavity (that houses the digestive organs). When we breathe deeply, our diaphragm contracts downward, making more room for our lungs to expand more fully. This is the natural way mammals breathe when they are in a relaxed state. When we breathe this way, the contraction of the diaphragm causes the belly to balloon out a little bit, and so this form of breathing is sometimes called “belly breathing.” When we breathe using the diaphragm, we notice our belly ballooning in and out more than the chest expanding. This is the opposite of what happens during the stress response. 

When we are caught up in the stress response, we tend to breathe from the top of our lungs, without the use of our diaphragm. Our chest rises and falls (sometimes dramatically), but we are actually only filling up the top half of our (continued)
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Session 2 Patient Guide: The Stress– Judging– Pain Connection   (page 3 of 3) lungs with air. It is easy to learn to breathe using the diaphragm by putting one hand on the belly and one hand on the chest and simply breathing in and out deeply while purposely having the breath inflate the belly more than the chest. Think of your belly as a soft balloon that you are inflating with air on the inbreath and then letting all the air out of the balloon on the outbreath. With a little bit of practice, you can change the stress response into a relaxation response by using this breathing technique. The audio recording provides a guided relaxation using the diaphragm, or belly breathing. 

Important Note: Don’t listen to the audio recordings while driving a car or operating other machinery. It is perfectly fine to use the brief breathing technique (with eyes open) on your own throughout the day. But listening while driving a car, even when your eyes are open, is not a good idea. Also, don’t listen to the audios even as a passenger while someone else is driving unless you are using earphones. 

127 

CLIENT HANDOUT 2.2

Session 2 Outline for Clients: The Stress– Judging– Pain Connection THE GOALS OF THIS SESSION

•  Review of the previous week’s session

•  Learn the connection between stress and pain. 

•  Learn how our judgments about situations can affect our thoughts, emotions, and actions. 

•  Learn a brief relaxation exercise. 

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  The gate control model of pain helps explain how pain is processed in the brain. 

•  You can learn to open or close the pain gate. 

•  Listing your goals for treatment and thinking about the parts of your life that are most important to you can help you get started on pain self- management. 

•  What have you been working on in terms of pain self- management since your last session? 

THE STRESS– PAIN CONNECTION

•  Pain produces stress. 

•  Stress increases pain. 

•  Managing stress reduces pain. 

•  What is the stress response? 

•  The stress response is a four-part reaction to something (an event, emotion, physical feeling) that you think you cannot cope with. These are the four parts of the reaction: 1.  Biological: Increased blood pressure, muscle tension, stress hormones; lowered immune response. 

2.  Cognitive: Thoughts and images about the event and about yourself. 

3.  Emotional: Anxiety, sadness, anger, embarrassment, shame, depression. 

4.  Behavioral: e.g., lashing out, withdrawing, going to bed, drinking or taking other drugs. 

•  Anything that triggers the four-part stress response is a “stressor.” 

•  Pain is a stressor: Chronic pain itself can be a major ongoing stressor and can lead to the stress response. 

•  Physical changes, emotions, thoughts, and behaviors can all be (non-pain) stressors that can trigger pain flare-ups. 

 (continued)
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Session 2 Outline for Clients: The Stress– Judging– Pain Connection   (page 2 of 3) LISTING STRESSORS EXERCISE

•  On your Listing Stressors Worksheet in your materials, write down some of your current stressors. 

•  The stressors you list can be pain- related or not pain- related. 

THE  STRESS– JUDGING– PAIN  CONNECTION

•  Any situation can be “stressful” if you think it will tax your ability to cope with it. 

•  How we judge a situation and then react is more important than the actual situation. 

•  Stressors are judged as threats, losses, or challenges. 

 Example

A relative looking for a job may think of this situation as:

•   A challenge: “I can put a lot of effort into this and maybe land a good job.” 

•   A threat: “I am competing with so many better qualified applicants.” 

•   A loss: “No one is going to hire me.” 

•  How we judge a situation (and what we think about it) will also affect our emotions, our actions, our body, and our pain levels. 

STRESS– JUDGING– PAIN  WORKSHEET

•  Use the Stress– Judging– Pain Worksheet and write one stressor in the middle of the worksheet. 

•  Write down how you judged that situation (threat, loss, or challenge?). 

•  List at least one thought, one emotion, one behavior, and one physical reaction in response to the stressor. 

•  What happened to your pain in response to this stressful situation and your judgment of it? 

 Discussion

When we run into a stressful situation, we usually judge it to be a threat or a loss. Is there a way that you could judge your situation as a challenge? How would that affect your thoughts, feelings, actions, and pain? 

BRIEF RELAXATION EXERCISE

•  We can reduce the harmful effects of stress by learning to create the relaxation response. 

•  “Belly breathing,” or breathing from the diaphragm, is one way to learn the relaxation response. 

 (continued)
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Session 2 Outline for Clients: The Stress– Judging– Pain Connection   (page 3 of 3) SUMMARY OF KEY POINTS

•  The stress response is biological, cognitive (mental/thoughts), emotional (mood), and behavioral (actions). 

•  Chronic pain is a stressor. 

•  Any stressor (pain or non-pain) can trigger pain flare-ups. 

•  The way we judge a stressor can shape what we think, feel, and do about the stress. It can also affect our physical well-being and our pain levels. 

HOMEWORK ASSIGNMENT

•  Read Patient Guide for Session 2 (Patient Guide 2.1) for a recap of the session. 

•  Use the Stress– Judging– Pain worksheets to add at least three more situations that are stressful for you and/or you identify as making your pain worse. 

||Beside each stressor, write down the stress category— how you judged that situation (threat, challenge, loss). 

||On the worksheet, write how the stressful situation (and your judgment of that situation) affected your thoughts, emotions, physical sensations, and actions. Consider how your judgment of that situation affected your pain. 

||Consider ways you might change judgment of the stressful situation from a threat or loss to a challenge; how might that affect your thoughts, mood, actions, and pain level? 

•  Practice the relaxation exercise using the audio provided at least 3 times this week. Also periodically practice brief “belly breathing” on your own as you go about your day. 

•  Bring these materials with you to the next session. These are yours to keep and make notes in. 

•  Use the Stress– Judging– Pain worksheets to add at least three more situations that are stressful for you and/or you identify as making your pain worse. 
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CLIENT HANDOUT 2.3

Listing Stressors Worksheet

Write down some of your current stressors.  Hint: The stressors you list can be pain- related or not pain- related. 
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CLIENT HANDOUT 2.5

Postsession Check

Take a couple of minutes to write one to two things you learned today that you could use now and in the future. (You can add to this list as you review the session material and begin to practice what you have learned.) HOW CAN I USE WHAT I LEARNED TODAY? 
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THERAPIST TOOL 2.1

Session 2 Outline for Therapists:  

The  Stress– Judging– Pain  Connection

SESSION OBJECTIVES

•  Review of the previous week’s session. 

•  Introduce the stress– pain connection. 

•  Introduce the stress– judging connection. 

•  Introduce relaxation exercise. 

NEEDED MATERIALS, HANDOUTS, AND WORKSHEETS

•  Session 2 Outline for Therapists (this sheet)

•  Relaxation script (Therapist Tool 2.2) and audio

•  Session 2 Patient Guide (Client Handout 2.1)

•  Session 2 Outline for Clients (Client Handout 2.2)

•  Listing Stressors Worksheet (Client Handout 2.3)

•  Stress– Judging– Pain Worksheet (Client Handout 2.4)

•  Postsession Check (Client Handout 2.5)

REVIEW OF THE PREVIOUS WEEK’S SESSION 1

•  Ask clients what they learned from reading the Client Summary for Session 1 (pull for new insights, questions). 

•  Ask clients: “What have you thought about, or tried, during the past week in terms of pain self- management?” 

•  Remind clients that the gate control model of pain helps explain how pain is processed in the brain and that they can learn to open or close the pain gate. 

•  Remind clients that one important point of the initial session was to get them thinking about (and trying out) living a life that is important to them despite having a chronic pain condition. 

SESSION OBJECTIVE: INTRODUCE THE STRESS– PAIN CONNECTION

Introducing the Stress– Pain Connection

•  Pain produces stress. 

•  Stress increases pain. 

•  Managing stress reduces pain. 

 (continued)
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Session 2 Outline for Therapists: The Stress– Judging– Pain Connection   (page 2 of 4) What Is the Stress Response? 

•  The stress response is a four-part reaction to something (an event, emotion, physical feeling) that is judged to be taxing ones’ resources to cope. These are the four parts of the reaction: 1.  Biological: e.g., increased blood pressure, muscle tension, stress hormones; lowered immune response. 

2.  Cognitive: e.g., thoughts and images about the event and about the self. 

3.  Emotional: e.g., anxiety, sadness, anger, embarrassment, shame, depression. 

4.  Behavioral: e.g., lashing out, withdrawing, going to bed, drinking or taking other drugs. 

•  Anything that triggers the four-part stress response is a “stressor.” 

•  Pain is a stressor: Chronic pain itself can be a major ongoing stressor and can lead to the stress response. 

•  Physical changes, emotions, thoughts, and behaviors can all be (non-pain) stressors that can trigger pain flare-ups. 

Exercise: Listing Stressors

•  Give out Client Worksheet 2.3 (Listing Stressors Worksheet). Ask client(s) to jot down a list of situations (pain-related and non–pain- related) that they consider “stressful.” 

•  Get at least one example of a stressor from each client. Then ask clients to put the worksheet aside for a little while and move on. 

SESSION OBJECTIVE: INTRODUCE THE STRESS– JUDGING CONNECTION

Introducing the Stress– Judging Connection

•  Review definition of “stressful”—“any situation you judge to be taxing your ability to cope.” 

•  How we judge a situation and then react is more important than the actual situation. 

•  Stressors are judged as threats, losses, or challenges. 

 Example

A relative looking for a job may think of this situation as:

•   A challenge: “I can put a lot of effort into this and maybe land a good job.” 

•   A threat: “I am competing with so many better qualified applicants.” 

•   A loss: “No one is going to hire me.” 

 Discussion

•  Using the example above, have clients discuss how each different stress category would affect the relative’s thoughts, emotions, behaviors, and even their physical functioning. 

 (continued)
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Session 2 Outline for Therapists: The Stress– Judging– Pain Connection   (page 3 of 4) WORKSHEET:  

STRESS– JUDGING– PAIN  WORKSHEET

•  Give out copies of the Stress– Judging– Pain Worksheet (Client Handout 2.4). 

•  Ask clients to list one stressor in the middle of the worksheet. (This could be taken from their list of stressors on the Listing Stressors Worksheet). 

•  Ask: “How did you judge that situation (threat, loss, or challenge)?” Have clients list the stress category under the stressor. 

•  Help the client list at least one thought, one emotion, one behavior, and one physical reaction in response to the stressor. 

•  Ask, “What happened to your pain in response to this stressful situation and your judgment of it?” 

 Discussion

•  Help the clients make the connection between the stressful situation, the stress category (threat, loss, challenge), and their cognitive, emotional, physical, and behavioral reactions to the stressor. 

•  Ask the clients to consider ways in which they might be able to judge their stressor as a challenge. 

•  Help the clients make the connection between the four-part stress response and any change that occurred in their pain. 

SESSION OBJECTIVE:  

INTRODUCE RELAXATION EXERCISE

•  Tell patients “Now that you have learned about the stress response, let’s learn about the relaxation response.” 

•  Explain that chronic stress (like chronic pain) may set our stress “thermostat” to a higher level, so that we become more easily stressed over time. Learning and practicing relaxation can reset the “stress thermostat” and is a way to narrow or close the pain gate. 

•  Describe the first relaxation exercise (diaphragmatic, or “belly” breathing) as an easy and portable way of learning to create the relaxation response. 

•  Lead a brief diaphragmatic breathing relaxation exercise. 

•  Process patients’ experience with the relaxation exercise (sensations, thoughts, emotions). 

HOMEWORK ASSIGNMENT

•  Tell clients, “Using the Stress– Judging– Pain Worksheet, continue adding to your list of pain- related and pain-unrelated situations that are stressful for you and/or you identify as making your pain worse. Try doing this each day.” 

•  “Beside each stressor, write down the stress category— how you judged that situation (threat, challenge, loss).” 

•  “On the worksheet, write how the stressful situation (and your judgment of that situation) affected your thoughts, emotions, physical sensations, and behaviors. Consider how your judgment of that situation affected your pain.” 

 (continued)
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Session 2 Outline for Therapists: The Stress– Judging– Pain Connection   (page 4 of 4)

•  Ask clients to consider ways in which they might change the interpretation of a stressful situation from a threat or loss to a challenge, and ask them how that might affect their thoughts, emotions, behaviors, and pain level. 

•  “Bring these materials with you to the next session.” 

POSTSESSION CHECK AND SESSION SUMMARY

•  Hand out the Postsession Check (Client Handout 2.5) and have clients write a couple of things down before they leave. Encourage them to add more to this sheet as they review the session content and practice during the week. 

•  Ask clients to practice the relaxation exercise using the audio provided on the accompanying website (see the box at the end of the table of contents for the audiolink) at least three times this week. Also ask them to periodically practice the relaxation technique on their own as they go about their day. 

•  Summarize the content of the session:

||Pain is stressful in and of itself, but other stressful situations also affect our pain through the stress response. 

||The stress response has four parts: biological, emotional, cognitive, and behavioral. 

||Our evaluations or judgments of stressful situations also affect how we think, feel, and behave in response to stress; our judgments of a situation also affect our pain level. 

||Learning and practicing certain relaxation exercises can reduce or reverse the effects of stress by bringing about the relaxation response. 

||Remind clients to read the patient guide (Client Handout 2.1) in order to get a recap of the session. 
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THERAPIST TOOL 2.2

Diaphragmatic Breathing Relaxation Script

You can do this brief relaxation exercise sitting or lying down, or even standing if you prefer. During the next week or so, you might want to try it each way to find out what works best for you. You can do this with your eyes open or closed, and you might want to experiment with that too. As you are learning this new technique, you’ll want to find a time and space where it is relatively quiet, and you are not likely to be disturbed. As you get more practiced with this relaxation, you’ll be able to use it anywhere, anytime, even if you have just 30 seconds to quiet the body and mind. If you find yourself falling asleep as you practice this exercise, it’s okay. You might want to experiment with trying another time of day (like first thing in the morning), keeping your eyes open, or sitting rather than lying down if you are falling asleep. 

So let’s get started: Stand, sit, or lie down in a position of relative comfort for you. To begin to learn how to breathe from the diaphragm, you might want to place one hand on your belly and one hand on your chest. Notice, as you inhale, how the belly balloons out slightly, and on the exhalation, how the belly goes back in. Without forcing anything, see if you can breathe in a little deeper, so that your belly balloons out a little more, like a soft balloon filling with air. And then as you breathe out completely, slow down the process. Feel the belly going back down as you exhale, like you’re gradually letting the air out of the balloon. As you continue breathing in and out, slowly and deeply . . . notice the difference between the hand on your chest and the hand on your belly. You may feel the chest rise and fall slightly with the inbreath and the outbreath, but the hand on the belly will rise and fall to a greater degree. Breathing like this is the natural form of breathing for all of us when we’re in a relaxed, restful state. Once you get a feel for how the belly rises and falls with this kind of breathing, you can remove your hands and rest them on your lap or at your sides if you like. We can breathe like this on purpose any time to quiet the body and the mind and bring about the relaxation response. 

Let’s keep doing this for about 3 more minutes: breathing in, deep and slow, and breathing out a little slower than you breathe in. On the inbreath, notice your belly ballooning out, like you’re filling up a soft balloon. On the outbreath, notice your belly going back in. . . . Notice that as you breathe in, your chest may rise a little, but your belly balloons out quite a bit more. There is more movement in your belly than in your chest. As you breathe out, your belly deflates like a balloon with the air let out. . . . Let your breathing be deep and slow, and regular, at a pace and a depth that is right for you. There’s nothing you need to force or make uncomfortable for yourself in any way. . . . As you continue to breathe in and out from the belly, notice how your body feels. There may be some sense of quieting in the body. . . . Notice, as you breathe this way, that your thoughts may also be quieting down somewhat. . . . If your mind drifts away from your breathing and a thought does capture your attention, that’s perfectly okay. Just notice that you’re having the thought and then let it go, gently bringing your attention back to your belly breathing. . . . Breathing in, deep and slow, and regular . . . breathing out, deep and slow, and regular. . . . Noticing your inbreath and noticing your outbreath. . . . And then whenever you’re ready, you can let your awareness of the breath fade into the background, and you can bring your awareness back to your surroundings. You might want to wiggle your fingers and toes a bit, or shrug your shoulders a few times. If you’ve been practicing with your eyes closed, go ahead and open them when you are ready. Alert, refreshed, and relaxed. 
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T R E A T M E N T   M O D U L E   3

Identifying Automatic Thoughts

In Treatment Module 2, participants were introduced to the connection between stress and pain, with particular attention to cognitive interpretation (appraisal) of potentially stressful events. We also introduced an initial relaxation exercise as a portable tool to quiet the body and the mind (i.e., to begin teaching the relaxation response). All participants should have received Treatment Module 1 before joining the groups, and thus they will have been introduced to the treatment rationale (i.e., the gate control model). But if you are using the modules in a more free- standing way, you may have added new members who have not been introduced to the stress– judging– pain concept. You will want to finesse the review of the previous session in such a way that new members are not lost, but established members are able to share with the group what they’ve been working on. 

In Treatment Module 3, the concept of automatic thoughts is introduced, and the session focuses on teaching clients how to begin identifying such thoughts as they occur in response to stressful events. This session also teaches clients the link between shifts in emotion or in one’s sense of physical well-being and the occurrence of automatic thoughts. The main points of the session are the following: (1) What we think influences our emotions and our coping behavior; (2) developing the skill of noticing and identifying automatic thoughts and images allows us to have more control over how our thoughts affect our mood and actions. We also reinforce the importance of learning the relaxation response by practicing the diaphragmatic breathing exercise again in session.  Note: Since Module 4 follows fairly directly from Module 3, it is preferable to offer these modules sequentially, if you have the ability to do so. 

Therapist Tool 3.1 (Session 3 Outline for Therapists) is found at the back of this module. Client Handouts 3.1 (Session 3 Patient Guide: Noticing Our Thoughts) and 3.2 (Session 2 Outline for Clients) should be given to participants at the beginning of the session and are also at the back of this module. The patient guide is useful for patients to read after the session to remind them of the session content as well as stimulate their thinking. The Client Session Outline provides a structure for the session. 
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SESSION 3 TRE ATMENT OB JEC TIVES

•  Brief relaxation exercise. 

•  Review the previous week’s session. 

•  Introduce the “think → feel → act” model. 

•  Identify automatic thoughts and images. 

Brief Relaxation Exercise

I like to begin this session and all subsequent sessions with a brief relaxation exercise to help participants quiet the body and mind as they begin the session. This follows naturally from the diaphragmatic breathing exercise that was taught in the previous module. This in- session exercise can be as brief as 3–5 minutes and can follow or be adapted from the same script that was used for the initial presentation of diaphragmatic breathing (Therapist Tool 2.2). Following this brief exercise, ask patients to talk about their reactions to doing this at the beginning of the session. Tell them that this exercise helps transition them from whatever they were doing before getting here (like fighting with traffic) and into the actual treatment session. This is also a good time to ask those patients who were in the previous session to report on how their relaxation practice went between sessions. Ask returning group members to tell you about their experience of listening to the relaxation audio (see the box at the end of the table of contents for the audiolink) outside the session and what they have been learning about relaxation by their practice. 

Troubleshooting Tip:  It is very common for a couple of group members to have practiced the relaxation exercise almost every day, some to have practiced just one to two times, and others to have not practiced at all. What you want to promote is participants’ repeated practice so that they can actually become skillful in eliciting the relaxation response whenever they want to, and, like any skill, practice is the way to get good at it. Try to listen for relevant bits of insight given by those who have been practicing, and capitalize on what they are saying to underscore the benefits of learning (and practicing) the relaxation response. 

Session Objective: Review the Previous Week’s Session

For those patients who have had only the introductory session, we will want to give them a short synopsis of what was worked on in the previous session. This synopsis does not substitute for the actual session, but it allows the new members to get the gist of what went on and be a part of the ongoing group. The short synopsis also serves as a good reminder to the group members who have participated in Session 2. There are four main “take-aways” from Session 2: 1. The stress response is a biological, emotional, cognitive (thoughts), and behavioral (action) response. 

2.  Chronic pain is itself a stressor, and non–pain- related stressors can trigger pain flare-ups. 
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3.  The manner in which we judge stress (i.e., stress categories of threat, loss, or challenge) can shape what we think, feel, and do about our stress. Our stress judgments can also affect our physical well-being and our pain. 

4.  We can reduce the stress response by learning the relaxation response, and we do that by learning and practicing formal relaxation exercises. 

I like to ask the group members who attended the last session to help me explain to the newer group members what we discussed last week and how they think it relates to pain. We want to keep coming back to the point that each of the skills we work on has relevance to their experience of pain. As I ask group members to help me review, I will give them structure in doing so (e.g., “Who can tell me the four parts of the stress response?”; “What about our judgments about a stressful situation— how does that influence our thoughts, emotions, actions, and pain?” “What did you learn about the relaxation response last week?”). This is not meant to be an exhaustive review, but rather a snapshot of the material covered so that (1) new members have a sense of what went on in the preceding session and (2) returning group members can take on a participatory/collaborative role with the group leaders. 

Troubleshooting Tip:  You will need to be prepared to take what group members say during this “review” and make it relevant and succinct, even if their comments are neither. I often find myself having to restate and reshape what they said to make it fit into the context of the discussion. Look for relevant “nuggets” in a word or a phrase, focus on and repeat that as you give your synopsis of what they just said, and then move on to the next point. 

We also specifically ask patients to share what they have been working on in terms of pain self- management since their last session. As noted earlier, the point of the treatment program is to help patients begin to shift their focus from being passive “pain patients” to persons living their life and doing things that matter to them despite having a chronic painful condition. You will want to encourage participants to talk about their responses to reading the patient guides and other workbook materials, as well as have them share new ideas the guides have generated for them. You will also want patients to identify ways in which their in- session work has translated to what they have been doing out of session. My experience is that as the group sessions proceed, group members become more comfortable with each other and with the process of collaborative learning, and they increase their level of participation. 

For those participants who have been in the first two sessions, they may bring in their worksheets from Session 2. Recall that as an at-home assignment, patients in Module 2 were asked to continue using the Stress– Judging– Pain worksheet to understand the connection between one’s cognitive appraisal of a stressful situation and their thoughts, emotions, behavior, and pain level. 

Once clients are informed about the stress response, they are usually quick to acknowledge the connection between stress and shifts in physical sensations. Often they can readily give examples of how stressful situations trigger pain episodes or make painful conditions worse. What is new for them is the connection between how they judge the situation (threat– loss– challenge) and their pain. Furthermore, asking them to consider how they might be able to change their judgment category to a challenge (from a threat or a loss) gives them a taste of what it’s like to exert some cognitive control over one’s stress. 

Between Sessions 2 and 3, our client Ben did more work using his Stress– Judging– Pain Connection Worksheet. Module Figure 3.1 illustrates the worksheet that he brought into the session, and a brief session transcript illustrating how to go over the homework follows. 
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What were your thoughts? 

What was happening in your body? 

It’s been a while—maybe I 

About the same as it always

should give her another 

is—back still hurts (always)

chance

Maybe she’ll be interested

that I’m doing these groups

Stressful situation:

Trying to get in to see

the doctor because my pain

has gotten worse

How did you judge it? 

(threat, loss, challenge)

challenge

What were your feelings? 

How did you react (actions/behaviors)? 

A little bit more hopeful

I called and made an 

appointment

What happened to your pain? 

  Pain increased

  Pain decreased



  Pain did not change

MODULE FIGURE 3.1. Ben’s  Stress– Judging– Pain  Worksheet— Home  Practice. 

TherapisT: All of you in this room have had at least one session using this workbook. Let’s talk about some ways you are already using this material to help you cope with your pain. 

Calia: I still like the idea that your brain can open or close that little pain gate. I keep thinking about that as I go about my day. 

TherapisT: That’s great, Calia, because that’s a central idea that cuts across all of the sessions in this program. The brain processes and interprets pain signals, and the brain can actually increase or decrease the number of pain signals coming from the body. That’s the “gate” 

you were just talking about. 

new ClienT (bill): Oh, yeah, I learned about that pain gate in the first session, and I thought that was interesting. I’ve been wondering why no one ever told me that before! 

TherapisT: Great question, Bill. The ideas that we’re presenting to you, and the skills we’re teaching you, are getting more and more support from research showing that they are useful in pain management. We’re hoping that teaching these kinds of skills to people with chronic pain will really catch hold and become a common part of all pain management practices. And hopefully, each of you will learn something new in every session. We want to provide you with information that you can use and new skills that you can try out. 

ben: I used that worksheet from last week and added some stuff. I’m not sure I’ve got it down pat yet, though. 

TherapisT: That’s okay; it’s a new skill, and it takes a little time to understand. That’s why we break everything down into little chunks and give you an opportunity to discuss your work 
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each week. Let’s take a look at your Stress– Pain– Connection Worksheet, Ben. For those of you just starting with us, that’s Handout 2.4 in your workbook. 

ben: Sure. The first one was what I did in here before I left. 

TherapisT: I remember that. You were able to come up with a stressful situation— going back to your doctor because the pain had gotten worse. Most important, you were able to recognize that you judged that situation to be in the “threat” category. We also decided in the session that you probably judged the situation to be a loss too, right? 

ben: Yeah, because I was telling myself, “The Doc can’t do anything to help me.” That’s why I think I just didn’t show up for the appointment. 

TherapisT: I think you may be right. So judging the situation as a threat made you scared, and it looks like judging the situation as a loss made you mad. 

ben: Yeah, I start thinking that the doctors can’t do anything to help anyway, which always gets me so mad, I just feel like giving up on them! 

TherapisT: This is a great example of how your thoughts influence your mood, which then influences your actions. In this case, you didn’t show up for your appointment. 

ben: Yeah, and that didn’t help my situation at all because it’s harder to get back in to see the doc when you’ve no- showed! 

TherapisT: So, does that mean you decided to give it another try? 

ben: Yeah, I went back to the workbook and remembered what you said about if I could look at this situation as a challenge in any way. So I put down “challenge” on my homework sheet, and that gave me different thoughts. 

TherapisT: What were those thoughts? 

ben: I said, “Maybe she has some new ideas,” which felt a little better. 

TherapisT: What do you mean, “felt a little better?” 

ben: I felt a little more hopeful. I also kind of want to tell her that I’m in this group and learning some things about the brain and such. 

TherapisT: When you think about doing that, how does that make you feel? 

ben: Kind of proud that I’m at least trying to do something to help myself. And hey, maybe she’ll show more interest in me if I’m actually working on it too! 

oTher group member (Julie): That’s a good one, Ben, ‘cause I don’t feel like my doctors really care about what happens to me anymore. 

TherapisT: That’s an important thought to be aware of, Julie, and help me remember it for later in the session. For now, to finish Ben’s example, tell me what happened to your pain level when you started to judge the situation as more of a challenge? 

ben: Well, I didn’t notice my pain going down any, but I sure didn’t notice it skyrocketing, like when I got mad. So yeah, it was different. 

TherapisT: ( to the group) It’s important to notice all this, don’t you think? You begin to notice how your judgments about a stressful situation affect your other thoughts, your mood, and what you do. And as we’ve seen, it also affects how you feel physically, including your pain. 

Let’s talk some more now about why thoughts are so important. Take a look at your outline for Session 2, and let’s move on to the next part of the session. 
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Session Objective: Introduce the “Think → Feel → Act” Model It is now time to drive home the fact that our thoughts have an influence on everything we do (or don’t do) to deal with pain and pain- related stressors. In this section, we introduce the simple think → feel → act model, broaden the concept of thoughts beyond judgments regarding stress, and introduce the concept of automatic thoughts. You can use the following material to guide you. During this discussion, direct participants to look at the illustration provided in their workbook (Client Handout 3.3). 

In this treatment program, we put a lot of emphasis on the importance of your thoughts and judgments. In fact, people’s thoughts about pain and pain- related stressors make a huge difference in how well they will adjust to chronic painful conditions. In your handout, you see a man who is thinking, “This pain has ruined my life,” with an arrow toward emotions (in this case, depressed mood) and an arrow toward behavior (in this case, going to bed). Any guesses on how this man’s thought, “This pain has ruined my life,” is affecting his pain level? ( Pause for reflection. ) This drawing illustrates the think → feel → act model. 

The idea behind the think → feel → act model is simple but important: Our thoughts focus our attention on certain things, our thoughts influence our emotions, our thoughts influence our actions, and our thoughts influence our physical well-being, including pain. 

Our thoughts give rise to  other thoughts, and  those thoughts also have an impact on our emotions, behavior, and physical functioning. 

We’ve already discussed one category of thoughts: judgments about stressful situations. For example, when we label a stressful situation as “threatening,” we are  thinking 

“THREAT!” and our bodies go on high alert: We focus all of our attention on the situation; we feel uneasy, anxious, or scared; and we try to escape or avoid the situation if we can (or fight it if we can’t). There are other kinds of thoughts that are also very important to consider. 

Today we’ll learn about a category of thoughts called automatic thoughts. 

Automatic thoughts are like a steady stream of comments we are making in our heads. 

We are basically talking to ourselves constantly inside our head, and some of the commentary is not pretty! Automatic thoughts can also be pictures in our mind, rather than actual words. We are generally not even aware of these thoughts and images trickling by unless we pay specific attention to them, or unless a particular thought grabs us emotionally. If a thought catches our attention and hooks us, the trickling stream can become a rushing river of thoughts and feelings, and we can pretty quickly be swept downstream. Automatic thoughts, just like our judgments about a stressful situation, have a direct impact on our mood, our physical well-being, and our behavior. 

Session Objective: Identify Automatic Thoughts or Images The last time we met, we talked about judging stressful situations, and we reviewed that subject a little bit at the beginning of this session. These judgments are thoughts. Some thought processes, like judgments about stressful situations, help us sort out cues in our surroundings that need our attention, those that can be ignored, and those that should be avoided. 

These judgments are like thermometers measuring our complicated surroundings. When we 
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judge a situation as stressful, we also decide how easy or hard it will be for us to “cope” with it. Then we make a second interpretation. Are we up for making the effort? Can we do it? 

Can we handle the stress? These interpretations are called “automatic thoughts.” Automatic thoughts, just like our judgments of a stressful situation, have a direct impact on our mood, our physical well-being, and our behavior. 

Negative automatic thoughts  can be those judgments we make about stressful situations being a threat or loss. They can also be other types of negative thoughts and images in our mind. Negative automatic thoughts tend to make us focus on pain. Focusing on our pain results in even higher levels of felt pain, an inability to direct our thoughts away from the pain, and beliefs that we are helpless when it comes to having any control over our condition. 

Research has repeatedly shown that the tendency to have more negative automatic thoughts is related to greater pain, greater distress, more medication used, and more disability. Since such automatic thoughts can occur without our awareness, the first step in changing them is to become aware of them. Let’s look at an example. 

To help illustrate the concept of automatic thoughts, I provide a simple case example for group discussion. I have provided one below, but you can make up your own if you prefer; if you are working with a specific pain clientele that has common characteristics (e.g., headache), you can devise an example tailored to your particular population. The following example offers some background regarding the client, a description of the stressful situation, and an easy-to-recognize automatic thought. 

Nancy is a 54-year-old woman who has lived in a rural area for the past 30 years. She has been diagnosed with fibromyalgia, chronic fatigue, and mixed migraine– muscle tension headaches. Nancy’s husband works at a local automobile assembly plant. Nancy’s daughter and two children have recently moved back into her home following the daughter’s divorce. Nancy is suddenly faced with increasing responsibilities for child care, food preparation, and home-making. Her self- expectations are to help her daughter through this difficult time by making it 

“easy” for her, thus taking the load on herself. However, Nancy is unable to set limits or attend to her own needs. A few months after her daughter moves in, Nancy experiences a severe pain flare-up, during which she tells herself, “I just can’t handle my life!” 

At this point in the session, it is only necessary to get group members to recognize the stressful situation (increased responsibilities in the home resulting from Nancy’s daughter and grandchildren moving in) and the automatic thought (“I just can’t handle my life”). You should help group members discuss how such an automatic thought might affect Nancy’s emotions, her behavior, her other thoughts, and even her physical well-being, including her pain. 

Since people are often not even aware of the automatic thoughts they have, these thoughts are sometimes difficult to identify. For this reason, it is useful to offer examples of types of negative thoughts in order to facilitate the discussion. A list of the categories of negative thought categories— patterned after those noted by David Burns (1999) and Judith S. Beck (1995), with examples— is found in Client Handout 3.4 at the back of this module. The point here is not to make the clients experts in categorization. Rather, the point is to stimulate clients’ thinking so that they can begin to recognize automatic thoughts, particularly the negative ones. Note that although Beck and Burns refer to these negative thoughts as cognitive errors, I have found that clients respond poorly to the label “cognitive error” or “distortion.” I have not observed any erosion of therapeutic value by dropping the labels that patients find pejorative. Once you 
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have gone over the categories in the handout, ask the group members whether they recognize a certain category as characteristic of them and if so, to share a specific example with the group. 

Once again, when clients are offering specific examples from their own life situations, it is important for the therapist to acknowledge each example by restating or paraphrasing it. This helps each client feel heard and understood. 

Worksheet: Noticing Our Thoughts Worksheet

The next step in Session 3 is to introduce the worksheet that clients will be using during their at-home practice. Worksheets helping clients identify automatic thoughts have been used widely in cognitive therapy, and the ones used in this book are similar to those used by others (e.g., J. S. Beck, 2011; Burns, 1999; Caudill, 2016). However, I have altered the format in the current edition of the book so that they are less linear (i.e., no longer arranged in columns). I changed the format primarily because not all people think linearly, and it is quite common for a client to come up with one piece of the worksheet but get stuck on another. Using the nonlinear worksheets, clients don’t have to work from left to right— they can fill in the boxes in any order. 

Participants should turn to the blank worksheet in their workbook (Client Handout 3.5). With the blank worksheet to guide them, the instructions are the following: First, write down a stressful situation. Stressful situations can be about your pain, or they can be about other problems in your life. Next, in any order you like, 

•  Write down a  thought or picture in your mind that happened around the time of your stressful situation, and  rate how much you believe it (a little, medium, a lot, or completely). 

•  Write down a feeling, mood, or emotion associated with that situation. 

•  Write down any physical sensations or body reactions. 

•  Write down how the situation affected your  actions or behavior. 

•  Finally, how did this affect your  pain level? 

Troubleshooting Tip:  Sometimes clients have difficulty identifying their emotions and coming up with a word that describes the emotion they feel. For this reason, I have included a list of common emotions and associated words that can be used to help clients come up with emotion words. This list is provided in Client Handout 3.6. 

As an in- session example of how to guide the patient, we can go back to Julie’s earlier thought: “My doctors don’t really care about me anymore.” Julie is a 45-year-old white single female with widespread pain, particularly in her neck and shoulders. Quite active before the onset of pain 10 years ago, she has been repeatedly frustrated by her inability to pinpoint its source. Her pain has gotten progressively worse over the past few years, although she is still able to work and is a midlevel supervisor at a local bank. 

TherapisT: Julie, let’s go back to your thought from earlier in the session. You were relating to what Ben was saying. Do you remember what you said? 

Julie: Yeah, I said that I don’t think my doctors care about what happens to me anymore. 
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TherapisT: Okay, let’s start with that thought because that’s the first thing that came up for you. Go ahead and put that down on your worksheet. And how much do you believe that thought? A little, a medium amount, a lot, or completely? 

Julie: I believe it a lot based on their reactions to me! 

TherapisT: Okay, then go ahead and circle “a lot.” It sounds like you were thinking of a specific situation where you felt like a doctor acted like he or she didn’t care. What do you remember about this? 

Julie: Well, it was just last week, and I was waiting and waiting and waiting for the doctor to come into the exam room. You know how uncomfortable those exam tables are, and I was in there at least an hour before he came in. I was so mad! 

TherapisT: So there are two things you can put down, right? The situation: in shorthand, “waiting for the doctor” and also “mad.” Where does the “mad” word go? 

Julie: Emotions! 

TherapisT: Yes, so put that down too. Can you fill out the rest now? 

Julie: Well, the longer I waited, the more pain I had, so I was fit to be tied when he finally came in. 

TherapisT: So your pain increased, check that off, and let’s translate “fit to be tied” into an action or behavior. If I were looking at you, how would I know that you were fit to be tied? 

What were you doing? 

Julie: I was pacing around the room groaning by the time he came in. 

TherapisT: Okay, pacing and groaning— there’s your actions. Now, how about what was happening in your body? 

Julie: Yikes, I was so tense. My muscles were in knots, and my stomach was getting upset. I was starting to feel like I was going to throw up. 

TherapisT: Okay, how about putting down “muscles tense” and “feeling sick to stomach?” Since we don’t have a lot of space on these worksheets, you can make them short but to the point. 

Julie: Yeah, wow, there was a lot going on there. What I remember most is thinking that he doesn’t really care about me anymore. 

TherapisT: The point of this exercise and this particular worksheet is to break all that down into chunks so that you can see the power that these thoughts have over you. If you’re sitting there thinking “my doctor doesn’t care about me,” the thought is fueling negative emotions, more negative body symptoms, more pain behaviors, and even increasing your pain levels. Great job! Now let’s figure out how we can work with this between now and the next session. If you’ll look in your workbook, we’ve included a sample worksheet already filled out, to give you an example to go by. That’s Handout 3.7. 

Troubleshooting Tip:  Sometimes clients will have a hard time identifying an automatic thought or image associated with the stressful situation. Reassure them that it’s okay to leave that blank for the moment and start with what they did notice. You can explain that changes in emotion or physical changes in response to a stressful situation often occur right after an automatic thought. We are often well aware of the emotional or physical change but may not be 
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aware (without training) of the automatic thought. Thinking back to the emotional change or physical shift related to the situation is a useful tool to get at the automatic thought. Once the clients have identified a situation and a change in emotions or physical shift, ask them, “What thought or image might have gone through your mind right around the time of the shift in emotions or your physical sense of well-being?” 

Homework Assignment

In between this session and the next, clients are asked to continue working with the Identifying Automatic Thoughts Worksheet. They are asked to use the worksheet to identify situations during the week, to recognize changes in their emotions and/or shifts in their physical state, and to attempt to distinguish thoughts or images associated with the emotional/physical shifts. Specifically, they are instructed to be aware of shifts in their emotions and/or physical well-being and to ask themselves immediately, “What just went through my mind?” They are reminded that an automatic thought can also take the form of an image. Be sure to remind group members that they can (and probably will) have more than one automatic thought in response to a situation and to write down all that seem relevant. You can make multiple copies of the worksheet for them so that they will have plenty to work with. They should also rate how much they believe each automatic thought (a little, medium, a lot, or completely). 

We also want participants to continue practicing their fledgling relaxation skills. Ask participants to practice the relaxation exercise at least three times before the next session. They may want to jot down some notes about their response to the practice. In addition to practicing the relaxation with the audio, invite patients to try it on their own without the audio, as they go about their everyday life. When they practice without the audio, they can keep their eyes open and notice that they can use diaphragmatic breathing anywhere, anytime, without having to get in a special posture or otherwise interrupt their concentration on what they are doing. In essence, we want the relaxation response to generalize to everyday life, and trying it on their own in a variety of situations is a way to begin the generalization process. 

Postsession Check

At the end of the session, ask group members to write down one or two things they learned from the current session that they could put to use both now and in the future (Client Handout 3.8). Encourage them to go back to their workbook and continue to jot down other notes as they review the session content and practice what they learned. 

CLIENT HANDOUT 3.1

Session 3 Patient Guide: Identifying Automatic Thoughts

THE IMPORTANCE OF THOUGHTS: THE THINK → FEEL → ACT MODEL

The idea behind the Think → Feel → Act model is simple but important: Our thoughts focus our attention on certain things, our thoughts influence our emotions, our thoughts influence our actions, and our thoughts influence our physical well-being, including pain. Our thoughts give rise to  other thoughts, and  those thoughts also have an impact on our emotions, behavior, and physical functioning. 

Our brain is constantly generating comments about our body sensations, the people around us, ourselves, our past, and our future. We call these “automatic thoughts” because we are generally not even aware of these thoughts and images trickling by unless we pay specific attention to them, or unless a particular thought grabs us emotionally. 

If a thought catches our attention and “hooks” us, the trickling stream can become a rushing river of thoughts and feelings, and we can pretty quickly be swept downstream. Many of these thoughts are judgments about ourselves and about the world around us. In the previous session, we learned about one kind of judgment— judgments about stressors (threat, loss, and challenge judgments). When we have negative judgments about stressful situations, we’ve learned that this affects our emotions and our actions. We are much less likely to cope effectively when we focus on threat and loss judgments. Other negative thoughts about our pain and stress have a similar effect. Negative thoughts about our pain focus our attention on the pain so intensely that it is difficult to think about anything else. 

Negative thoughts reduce our ability to cope effectively with pain because these thoughts worsen our mood and influence our actions. For example, when you tell yourself, “There is nothing that I can do to help myself with this pain problem,” this thought increases the likelihood that you will be more depressed, do less, and withdraw more. 

Negative thoughts about our pain and stress also adversely influence a variety of physical functions in our body (e.g., blood pressure, breathing rate). A very important point is that negative thoughts about our pain and stress often increase our pain levels. In essence, negative pain and stress- related thoughts open the pain gate and make us experience more pain. The think → feel → act model is a simple way to remember the important connection between thoughts, emotions, and actions. Client Handout 3.3 shows a sketch of the think → feel → act model. 

BEGIN TO NOTICE YOUR AUTOMATIC THOUGHTS

Research has repeatedly shown that the tendency to have more negative automatic thoughts is related to greater pain, greater distress, more medication used, more loss of function, and more disability. Since such automatic thoughts can occur without our awareness, the first step in dealing with them is to become aware of them. It can be useful to learn to recognize your automatic thoughts as they are occurring. In the next couple of sessions, you will learn some specific skills for managing negative thoughts. The first step of dealing with negative thoughts is learning to recognize them as they are occurring. Often, just by paying more attention, you’ll be able to notice negative thoughts as they occur in response to a stressful situation. Sometimes, though, you’ll notice a negative shift in your mood or physical well-being before you notice anything else. When that happens, try asking yourself: “What just went through my mind?” Often, a stressful situation gives rise to one or more negative thoughts, and before you know it, your mood has taken a nosedive and your pain level has skyrocketed. You may even sometimes wonder why you are having a pain flare-up because you didn’t  do anything to cause it. Your thoughts could certainly have (continued)

From  Cognitive Therapy for Chronic Pain: A Step-by-Step Guide, Second Edition, by Beverly E. Thorn. Copyright © 2017 The Guilford Press. 
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Session 3 Patient Guide: Identifying Automatic Thoughts   (page 2 of 2) contributed to the increase in pain. Another way to help you become more aware of negative thoughts is to read over the examples of negative thinking provided in Client Handout 3.4. The point is not to make you an expert in learning different categories of negative thinking. But the worksheet gives you some common types of negative thinking, with examples of each. As you review that handout, you may recognize a certain kind of negative thinking that is more common for you. Developing the skill of noticing and identifying automatic thoughts allows us to have more control over how our thoughts affect our mood and actions. Sometimes, rather than thoughts per se, our mind generates negative images. For example, a participant in a recent group noticed that he was having the image of himself lying in a hospital bed hooked up to breathing and feeding tubes, alone, and in horrible pain. These types of images have just as much influence on your emotions and actions,  and the images create additional negative thoughts that add fuel the fire. Now that you’ve learned how important your thinking process really is, just paying more attention to your thoughts will be useful for you. Client Handout 3.6 (Noticing Our Thoughts) is a worksheet that you can use to give you more experience with recognizing negative automatic thoughts and making the important connection between those thoughts and your emotions, your physical well-being, and your actions. It helps to have extra copies of this worksheet and to take the time to complete it several times during the coming week. Don’t worry about 

“doing it right,” and don’t get concerned if you have a hard time filling in all the boxes. If you are trying it, you are doing the work it takes to benefit from this program. 

WHY KEEP PRACTICING RELAXATION SKILLS? 

As we’ve learned, the relaxation response is a specific action of the brain and body that restores balance to the body and mind, and reduces or reverses the effects of the stress response. Bringing about the relaxation response is a skill that requires practice. It might be helpful to think of every relaxation practice as one step toward helping you reset your stress “thermostat,” which has gotten out of balance owing to the stress of chronic pain. Remember that the relaxation response can narrow or close the pain gate that we talked about in the introductory session. It’s also useful to get very comfortable learning to create the relaxation response during “quiet times” or “easy times” 

because once you get good at it, you can create the relaxation response even during high- stress times. Because it is such a useful skill to have, we give you lots of practice with several different relaxation techniques. 
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CLIENT HANDOUT 3.2

Session 3 Outline for Clients: Identifying Automatic Thoughts THE GOALS OF THIS SESSION

•  In- session practice of the brief relaxation exercise. 

•  Review of the previous week’s session. 

•  To introduce you to the “think → feel → act” model. 

•  To help you identify negative automatic thoughts or images. 

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Stress is a biological, emotional, and cognitive (thoughts) response. 

•  Chronic pain is itself a stressor. 

•  Non–pain- related stressors also trigger pain. 

•  Your judgment of stress (threat, loss, challenge) shapes how you think and feel, and what you do about it. 

•  Learning to create the relaxation response helps reduce the negative effects of the stress response. 

•  What have you been working on in terms of pain self- management since your last session? 

INTRODUCTION TO THE THINK → FEEL → ACT MODEL

•  Our thoughts influence our emotions, our behavior, and our physical functioning, and also give rise to other thoughts. 

•  Client Handout 3.3 illustrates the think → feel → act model

•  Judgments about stress (threat, loss, challenge) are one example of thoughts

•  Another example of thoughts is automatic thoughts— we may not even be aware of them but they still have an effect on us. 

•  Negative automatic thoughts generally worsen our mood, negatively affect our actions, and increase our pain and other negative body responses. 

•  Client Handout 3.4 gives a list of common negative automatic thought categories and examples of each. 

•  Client Handout 3.6 gives a list of examples of common emotions. 

 (continued)
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Session 3 Outline for Clients: Identifying Automatic Thoughts   (page 2 of 2) NOTICING AUTOMATIC THOUGHTS

•  Use the Noticing Our Thoughts Worksheet (Client Handout 3.5). 

•  First, write down a stressful situation. Stressful situations can be about your pain or they can be about other problems in your life. Next, in any order you like:

||Write down a  thought or picture in your mind that happened around the time of your stressful situation, and rate how much you believe it (a little, medium, a lot, or completely). 

||Write down a feeling, mood, or emotion related to that situation. 

||Write down any physical sensations or body reactions. 

||Write down how the situation affected your  actions or behavior. 

||Finally, how did this affect your  pain level? 

•  Client Handout 3.7 shows an example of a filled out worksheet. 

SUMMARY OF KEY POINTS

•  Learning and practicing certain relaxation exercises can reduce or reverse the effects of stress by bringing about the relaxation response. 

•  Automatic thoughts are the steady stream of self-talk in our head. 

•  Negative automatic thoughts related to pain and stress make coping with pain much harder. 

•  We are often not aware of our negative automatic thoughts but they still have an effect on us. 

•  Learning to recognize negative automatic thoughts can help us get more control over the effect they have on us. 

HOMEWORK ASSIGNMENT

•  Practice the same relaxation exercise using the audio provided in Session 2 at least three times this week. Also, periodically practice the relaxation technique on your own as you go about your day. 

•  Using the Noticing Our Thoughts Worksheet (Client Handout 3.5) continue identifying automatic thoughts. Try doing this each day. 

•  When you notice a change in your emotions or a physical change, note that down. Note the situation. 

•  What automatic thoughts or images were present immediately before, during, or after the event? Note all that seem relevant. 

•  Rate how strongly you believe each of the automatic thoughts/images. 

•  Note how the thought affected your feelings (emotions, mood), your actions (behavior), and your physical symptoms (including pain). 

•  Bring your workbook to the next session. 
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CLIENT HANDOUT 3.4

Examples of Negative Thinking

Category

Definition

Example

All-or- nothing 

Viewing a situation as two distinct categories 

“I have chronic pain, so I’m really unable to 

thinking

rather than on a continuum—“black- versus- 

enjoy life anymore.” 

white” thinking. 

Fortunetelling

Predicting the future negatively without 

“Oh, man, here comes a migraine aura. I’ll 

considering other possible outcomes. 

wind up in the emergency room for sure!” 

Disqualifying 

Telling oneself that positive experiences don’t  “I was able to cook dinner last night, but one the positive

count. 

night out of 20 doesn’t mean much.” 

Emotional 

Assuming that because one feels or believes 

“I can just feel my bones grinding together 

reasoning

something so strongly, it must be true. 

when I move. I don’t care what the physical 

therapist says; it can’t be good for me to do 

those exercises.” 

Labeling

Attaching a global, extreme, negative label to 

“All doctors are uncaring jerks!” 

oneself or others. 

Magnification/

Magnifying the negative or minimizing the 

“My pain is totally unbearable!” or “The 

minimization

positive. 

relaxation exercises help relieve my pain for 

a little bit, but what’s the use? I’m in terrible 

pain the rest of the time.” 

Mental filter

Paying undue attention to a single negative 

“When I walk I get tired out. I don’t see how 

detail instead of seeing the whole picture. 

that’s supposed to be good for you!” 

Mind reading

Believing that one knows what others are 

“My husband thinks that I am exaggerating 

thinking. 

how bad I feel.” 

Overgeneralization

Making global negative conclusions that go 

“I can’t do the work I was trained for 

well beyond the current situation. 

anymore, so I won’t be able to go back to 

work at all.” 

Personalization

Seeing oneself as the cause of negative 

“This pain is a punishment from God for 

external events for which one is not 

something I did wrong.” 

necessarily responsible. 
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CLIENT HANDOUT 3.5

Noticing Our Thoughts Worksheet

First, write down a stressful situation. Stressful situations can be about your pain, or they can be about other problems in your life. Next, in any order you like:

•  Write down a  thought or picture in your mind that happened around the time of your stressful situation, and rate how much you believe it (a little, medium, a lot, or completely). See figure below. 

•  Write down a feeling, mood, or emotion related to that situation. 

•  Write down any physical sensations or body reactions. 

•  Write down how the situation affected your  actions or behavior. 

Finally, how did this affect your  pain level? 

What is the stressful situation? 

How does this

make my body

feel? 

What does this

make me think? 

How does this

make me act? 

How does this

How much do I believe 

affect my

this thought? (Circle)

emotions? 

What happened

A little

Medium

A lot

Completely

to my pain? 

  Pain increased

  Pain decreased

  Pain did not change

*Automatic thoughts often occur immediately before a shift in emotion (e.g., anxiety) or physical sensation (e.g., neck tension). 
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CLIENT HANDOUT 3.6

Examples of Common Emotions

Happy/Joyful

Close/Warm

Energy/Vigor

Relaxed/Calm

Other Positive Moods

Positive 

Cheerful

Loving

Active

Gentle

Agreeable

Moods

Excited

Devoted

Lively

Calm

Confident

Amused

Secure

Peppy

Contented

Lucky

Delightful

Sexy

Energetic

Peaceful

Cooperative

Glad

Close

Adventurous

Relaxed

Inspired

Happy

Friendly

Vigorous

Ambitious

Pleased

Warm

Enthusiastic

Hopeful

Safe

Thrilled

Tender

Joyful

Affectionate

Sympathetic

Depressed/Sad

Anxious

Angry

Contemptuous

Fatigue

Other Negative Moods

Negative  Sad

Shaky

Angry

Critical

Exhausted

Bewildered

Moods

Blue

Restless

Resentful

Contemptuous

Fatigued

Jealous

Helpless

Anxious

Furious

Disdainful

Weary

Ashamed

Hopeless

Panicky

Disgusted

Hostile

Tired

Incompetent

Miserable

Terrified

Annoyed

Listless

Lonely

Discouraged

Worried

Frustrated

Sluggish

Guilty

Unhappy

Bashful

Enraged

Wilted

Stupid

Bored

Tense

Irritated

Gloomy

Nervous

Outraged

Grim

Fearful

Mad

Low

Insecure

Dejected

Frightened

Hurt

Shy

Confused
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CLIENT HANDOUT 3.7

Example: Noticing Our Thoughts Worksheet

What is the stressful situation? 

My pain got really bad last week for no reason and I went to the Emergency Room. 

How does this

make my body

feel? 

What does this

make me think? 

Muscles very tense

How does this

make me act? 

Heart pounding, 

There is something bad/wrong

blood pressure up

with me! 

Crying, pacing, 

snapping at

people

How does this

How much do I believe 

affect my

this thought? (Circle)

emotions? 

What happened

A little

Medium

A lot

Completely

to my pain? 

Really scared



  Pain increased

  Pain decreased

  Pain did not change

*Automatic thoughts often occur immediately before a shift in emotion (e.g., anxiety) or physical sensation (e.g., neck tension). 
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CLIENT HANDOUT 3.8

Postsession Check

Take a couple of minutes to write one to two things that you learned today that you could use both now and in the future. (You can add to this list as you review the session material and begin to practice what you have learned.) HOW CAN I USE WHAT I LEARNED TODAY? 
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THERAPIST TOOL 3.1

Session 3 Outline for Therapists: Identifying Automatic Thoughts SESSION OBJECTIVES

•  Lead brief relaxation exercise and process. 

•  Review of the previous week’s session. 

•  Introduce the think → feel → act model. 

•  Identify automatic thoughts and images. 

NEEDED MATERIALS, HANDOUTS, AND WORKSHEETS

•  Flipchart and markers

•  Session 3 Outline for Therapists (this sheet)

•  Session 3 Patient Guide for Clients (Client Handout 3.1)

•  Session 3 Session Outline for Clients (Client Handout 3.2)

•  Illustration of Think → Feel → Act model (Client Handout 3.3)

•  Examples of Negative Thinking (Client Handout 3.4)

•  Session 3 Noticing Our Thoughts Worksheet (Client Handout 3.5)

•  Examples of Common Emotions and Associated Words (Client Handout 3.6)

•  Example of a completed Noticing Our Thoughts Worksheet (Client Handout 3.7)

•  Postsession Check (Client Handout 3.8)

BRIEF RELAXATION EXERCISE

•  Lead the group in a brief diaphragmatic breathing exercise, adapting from the script provided in Session 2 

(Therapist Tool 2.2). 

•  Process the in- session relaxation exercise as well as at-home practice for returning members. 

•  Emphasize the importance of learning and practicing the relaxation response. 

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Ask returning group members to help you review the last session for new members: “How does stress affect pain?”; “Who can tell me the four parts of the stress response?”; “What about our judgments about a stressful situation, how does our judgment of a stressful situation influence our thoughts, emotions, actions, and pain?” 

•  Ask all patients: “What have you been working on in terms of pain self- management since your last session?” 

( Hint: All patients have had at least the introductory  treatment session.) (continued)
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Session 3 Outline for Therapists: Identifying Automatic Thoughts   (page 2 of 3) SESSION OBJECTIVE:  

INTRODUCE THE THINK → FEEL → ACT MODEL

•  Our thoughts influence our emotions, behavior, and physical functioning, and also give rise to other thoughts. 

•  These  other thoughts influence our emotions, behavior, and physical functioning (and so on). 

•  Provide illustration of the think → feel → act model, using Client Handout 3.3. 

•  Judgments about stress (threat, loss, challenge) are one type of thoughts. 

•  Another type of thoughts is automatic thoughts— we may not even be aware of them, but they still have an effect on us. 

•  Negative automatic thoughts generally worsen our mood, negatively affect our actions, and increase our pain and other negative body responses. 

SESSION OBJECTIVE:  

IDENTIFY AUTOMATIC THOUGHTS AND IMAGES

•  Negative automatic thoughts in response to pain or stress are harmful for these reasons:

||They tend to focus our attention on pain. 

||They increase our sensitivity to the pain. 

||They reduce our ability to distract ourselves from the pain. 

||They lead to beliefs that we are helpless to have any control over our condition. 

Example

Nancy is a 54-year-old mother and wife with fibromyalgia, chronic fatigue, and headaches. Her recently divorced daughter and grandchildren have moved into her home. Nancy has increased responsibilities, doesn’t set limits, and experiences a severe pain flare-up. She tells herself, “I just can’t handle my life.” 

Discussion

•  Using this example, have clients determine what Nancy’s automatic thought is. 

•  Give out Examples of Negative Thinking (Client Handout 3.4). Ask clients:

||“Is a certain type of negative automatic thought characteristic of you?” 

�|“Can you give an example?” 

•  Give out Examples of Common Emotions (Client Handout 3.6). 

 (continued)
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Session 3 Outline for Therapists: Identifying Automatic Thoughts   (page 3 of 3) WORKSHEET: NOTICING OUR THOUGHTS

•  Give out copies of the Noticing Our Thoughts Worksheet (Client Handout 3.5). 

•  Using the worksheet to guide them, tell clients:

||“First, write down a stressful situation. Stressful situations can be about your pain, or they can be about other problems in your life.” 

||“Next, in any order you like:

�|Write down a  thought or picture in your mind that happened around the time of your stressful situation, and rate how much you believe it (a little, medium, a lot, or completely). 

�|Write down a feeling, mood, or emotion associated with that situation. 

�|Write down any physical sensations or body reactions. 

�|Write down how the situation affected your  actions or behavior. 

�|Finally, how did this affect your  pain level” ? 

||Direct clients to Client Handout 3.7 in their workbook, which shows an example of a filled- out worksheet. 

HOMEWORK ASSIGNMENT

•  “Bring this workbook with you to the next session.” 

POSTSESSION CHECK AND SESSION SUMMARY

•  Hand out the Postsession Check (Client Handout 3.8) and have clients write a couple of things down before they leave. Encourage them to add more to this sheet as they review the session content and practice during the week. 

•  Ask clients to practice the same relaxation exercise using the audio provided in Session 2 at least three times this week. Also ask them to periodically practice the relaxation technique on their own as they go about their day. Be sure to give the audiolink (see the box at the end of the table of contents) to any new group members. 

•  Summarize the content of the session:

||Learning and practicing certain relaxation exercises can reduce or reverse the effects of stress by bringing about the relaxation response. 

||Automatic thoughts are the steady stream of self-talk in our head. 

||Negative automatic thoughts related to pain and stress make coping with pain much harder. 

||We are often not aware of our negative automatic thoughts, but they still have an effect on us. 

||Learning to recognize negative automatic thoughts can help us get more control over the effect they have on us. 

•  Remind clients to read the Patient Guide (Client Handout 3.1) in order to get a recap of the session. 
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T R E A T M E N T   M O D U L E   4

Examining Our Thoughts  

and Creating New Ones

The fourth treatment module shows clients how to examine automatic thoughts and replace the negative ones with more realistic (and more positive) thoughts. Therapist Tool 4.1, found at the back of this module, provides an outline of Session 4 to be used by the therapist. Client Handout 4.1 provides the patient guide for the session, and Client Handout 4.2, also at the back of the module, can be copied and used as a session outline to be given to clients at the beginning of the session. If there is one module that probably should be followed in sequence from the previous one, it is Module 4. In Module 3, we introduced the concept of automatic thoughts and how to identify them, and in Module 4 (the current module), we teach how to examine them and create more realistic (and hopefully more positive) alternatives. Thus, if you have the capacity in your practice to offer Module 4 to participants who have already had Module 3, I’d recommend doing so. 

SESSION 4 TRE ATMENT OB JEC TIVES

•  Brief relaxation exercise. 

•  Review the previous week’s session. 

•  Examine automatic thoughts. 

•  Create a new (more realistic) thought. 

Brief Relaxation Exercise

Begin the session with a very brief relaxation (3–5 minutes) exercise in order to help participants quiet the body and mind as they begin the session. Follow or adapt the same script as was used for the initial presentation of diaphragmatic breathing (Therapist Tool 2.2). Ask participants about their responses to the exercise, and ask returning participants about their relaxation 162 

 

 Examining Our Thoughts and Creating New Ones 163

practice between sessions. Ask returning group members to tell you about their practice on their own without the audio as well as their continued practice using the audio (see the box at the end of the table of contents for the audiolink). 

Session Objective: Review the Previous Week’s Session

There were two main points made in Treatment Module 3: (1) The think → feel → act model was introduced, which emphasizes the importance of thoughts as drivers of subsequent emotions and behaviors; and (2) the concept of automatic thoughts was introduced, with a focus on the adverse effects of negative automatic thoughts. Using Client Handout 3.5, participants engaged in an interactive learning exercise to help them learn to recognize negative automatic thoughts and to make the important connections between a stressful event, negative automatic thoughts, and subsequent adverse mood shifts, various negative bodily reactions (often including an increase in pain), and possible maladaptive actions. 

Ask group members to help you summarize what was discussed last week and how they think it relates to pain. Keep coming back to the point that each of the skills we work on has specific relevance to their experience of pain. This helps group members take on a participatory/collaborative role with the group leaders. 

In addition to conducting a brief review of the last session ask patients to share what they have been working on in terms of pain self- management since their last session. Remind group members to keep reviewing their patient workbook and the session summaries provided for each module. 

Since a worksheet was provided in Session 3, it is useful to go over a couple of examples that group members came up with. This reinforces their at-home practice and also provides an opportunity for group members to strengthen their understanding of the relatively new material. 

Between Sessions 3 and 4, Julie did some more work with her thoughts in response to stressful medical encounters. This time, in response to another negative MRI of her cervical spine, she had the thought, “If they can’t find anything wrong with my neck, it must be all in my head!” Module Figure 4.1 illustrates her completed worksheet (Noticing Our Thoughts— 

Client Handout 3.5). Notice that Julie inserted the word “defeated” for each of the categories: emotions, physical, and actions. Below is a session transcript illustrating the process of working with Julie’s somewhat atypical response pattern. 

TherapisT: Who would like to share one of their entries on their Noticing Our Thoughts Worksheet from last week? 

Julie: I’ll go. I had another crappy doctor’s visit and more thoughts! 

TherapisT: Okay, Julie. Take a look at your sheet and give us the shorthand version of the situation, and then tell us the thought you wrote down. 

Julie: Well, my regular doc wanted me to have another MRI because it’s been over 2 years and my neck has gotten worse and he doesn’t hardly know what else to do. So I went, and of course, the stupid test didn’t pick up anything. That makes me look like a faker or something, and I’m no fake! 
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What is the stressful situation? 

Got another MRI on my neck this week—same old non-results

How does this

make my body

feel? 

What does this

make me think? 

Defeated

How does this

make me act? 

If they can’t find anything wrong

with my neck, it must all be

in my head! 

Defeated

How does this

How much do I believe 

affect my

this thought? (Circle)

emotions? 

What happened

A little

Medium

A lot

Completely

to my pain? 

Defeated



  Pain increased

  Pain decreased

  Pain did not change

MODULE FIGURE 4.1. Julie’s Noticing Automatic Thoughts Worksheet— Home Practice. 

TherapisT: So you’ve got a whole lot more there than just the situation. Tell us the words you wrote down on your sheet for “situation.” 

Julie: I wrote down “got another MRI on my neck this week—same old results.” 

TherapisT: So that’s the shorthand version of the situation. Great! You’ve got the hang of how to summarize it. Now, what did you write down under the thought category? 

Julie: “If they can’t find anything wrong with my neck, it must be in my head!” 

anoTher group member (bill): Oh yeah, I’ve been there. 

a differenT group member (shweTa): People even tell you that! 

a differenT group member (ColeTTe): Doctors even tell you that! 

Julie: Yeah, I know, and I’m just sick of it! 

TherapisT: Okay, so one thing we know for sure is that quite a few of you relate to this negative automatic thought. How much did you believe this thought, Julie? 

Julie: I believe it completely. That’s what I circled right there! 

TherapisT: So how did that thought affect the way your body feels? 

Julie: Defeated
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TherapisT: Your body felt defeated? 

Julie: Yup, and I put the same word down for each of the blanks. Defeated, defeated, defeated! 

TherapisT: So let’s break that down a bit more. What was happening in your body when you were feeling defeated? 

Julie: I’m just so tired of dealing with this! 

TherapisT: So are you saying your body felt tired? 

Julie: Yeah, I just felt exhausted. Like someone just let the air out of my sails. 

TherapisT: So your body felt exhausted. Go ahead and add “exhausted” to your sheet because it’s more specific, and that will help you really understand the power of this negative automatic thought. How about emotions? You put defeated on that one too, and that might be closer to an emotion word, but can you get a bit more specific with your emotional reaction? 

Julie: I think I just feel flat, like “I give up!” 

TherapisT: When you say “I give up,” what are you talking about? Give up on what? 

Julie: I just mean give up on doctors. They can’t help me, they don’t want to help me, and I’m not even sure they know what they are doing! 

TherapisT: Okay, you just let loose a whole list of additional automatic thoughts, which is exactly what can happen with negative automatic thoughts. One thought leads to negative emotions, physical sensations, negative actions, and a whole lot more negative thoughts. 

And before we know it, we’re swept down the river of defeat! 

Julie: Haha, yeah, maybe that’s why I put “defeated” down so many times. 

TherapisT: Maybe so. So for now, put “flat” down for your emotion word. And you might want to take a look at the handout from last week that gives you examples of common emotion words to give you some ideas. That’s Client Handout 3.6 in your workbook. Let’s finish up with this example and move on for now. But I promise, you’re going to have lots of opportunities to work with this one and keep practicing. The last two questions: What were your actions in response to the thought “if they can’t find anything physical, it must be in my head,” and what did this do to your pain level? 

Julie: Well, I certainly knew my pain level was going up after that. Hmmm, to be more specific than “defeated” on my actions, I guess I’d say I that I left in a hurry and just sat in the car and cried. 

TherapisT: Okay, so put “sat in the car and cried” under actions. This thought is really grabbing you emotionally, physically, and in your actions, so it’s a really important one to work with. 

And we will. For now, let’s set our worksheets to the side and talk about the next step in working with these thoughts that really grab us. 

Troubleshooting Tip:  Julie’s behavioral presentation was a bit intense during this homework review. She is a very verbal member of the group, and she tends to go on longer than is optimal for ideal group interaction. In this interaction, the therapist was dealing with three things simultaneously: (1) the therapist was trying to shape Julie into giving shorter descriptions by asking for the “shorthand version” and then asking her to read her exact words; (2) the therapist needed to deal with the unusual response pattern of “defeated, defeated, defeated” 
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in order to provide deeper therapeutic benefit; and (3) Julie’s responses indicating “I’m just so tired of dealing with this” and “I give up” needed to be followed up on in case her words were indicating suicidal ideation or intent. Happily, her words were more specific to “giving up” on continuing to seek a medical cure for her pain. But had they been more suggestive, the therapist would have had to question Julie more closely before she left the center and possibly conduct a formal suicide assessment. 

Session Objective: Examine Automatic Thoughts

The first treatment objective for Treatment Module 4 is to help clients learn to examine automatic thoughts to determine whether they are accurate. You can use the following material to guide you, but use your own words. Remember that clients do not like to hear that their thoughts may contain distortions, and they object to calling these thoughts “maladaptive.” 

Nonetheless, some automatic thoughts  are distorted and  do damage clients’ ability to cope with chronic painful conditions. Thus, learning to critically examine them is an important component of treatment. 

You may be getting a better sense of how to notice your negative automatic thoughts. As we’ve seen, these negative thoughts can have a strong effect on your emotions, your actions, and your body, including your pain. Now it’s time to figure out whether or not they are true. 

Thoughts are ideas that may or may not be true. First, let me emphasize that  some thoughts in response to pain or stress are completely true. However, most thoughts about our pain or stress are partly true but not completely so. The untrue parts of automatic thoughts do the most damage to our emotions, our physical bodies, and our actions. So it’s important to learn how to find the untrue parts of the thought and remove those parts. Think of your thoughts as a garden. You’ve got the flowers and you’ve got the weeds. Once you can tell the difference between a flower and a weed, you can pull the weeds and leave the flowers. 

Here are some hints about looking for the untrue part of the thought. First, look for 

“red-flag words,” like “always” or “never.” For example, you might find yourself saying: “My children  never help around the house.” It can help to circle all the “red-flag words” that you find. Another thing to watch for is “worst-case scenario” predictions. For example, if you get a migraine and tell yourself you have a brain tumor, that’s a worst-case scenario prediction. 

The way we go about weighing the evidence using our worksheet is to make a list of all the facts that make the thought true and all the facts that make the thought false, and then decide whether the thought needs to be altered to be more realistic. Think about it like you are a judge. You have to hear both sides of the story, and then you decide what is true. Look for the facts that make the thought true, and look for the facts that make the thought false. What you are likely to find is that part of the thought is true but part of the thought is not true. You can 

“pull the weeds” (the untrue part) and end up with a much more realistic and less damaging thought. 
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Worksheet: Examining Automatic Thoughts Worksheet

Following this introduction to the concept of examining automatic thoughts, you should present the Examining Automatic Thoughts Worksheet (Client Handout 4.3). Using this worksheet, clients are guided to look for and circle any red-flag words in their automatic thought. Next, they are asked to look at whether the automatic thought is a “worst-case scenario” prediction. 

Third, they are asked to list all of the factual evidence that supports the thought, and then list the evidence that does not support the thought. 

To illustrate, we can go back to our group participant Ben. In response to a stressful situation (spending more time standing at work than usual), Ben actually came up with a number of negative automatic thoughts in between session (e.g., “It’s gonna get worse if I don’t go home and go to bed”; “It’s going to be a horrible day!”; and “My spine is completely destroyed!”). The first two listed thoughts are examples of “worst-case scenario” thoughts, and the last example contains a “red flag” word. 

Troubleshooting Tip:  Since thoughts are usually related to each other, clients  can (and do) tend to work on multiple automatic thoughts at the same time. But it is probably easier for them to grasp the concept initially if they work on one automatic thought at a time. At this point in treatment, I usually guide clients to choose the automatic thought that seems to have the most emotional pull for them, and work on examining that one thought in particular. In Ben’s case, the thought that grabbed him the most was: “My spine is completely destroyed!”, which he believed almost completely. I encouraged him to focus on and examine this thought. 

TherapisT: So, Ben, looking at this next worksheet, let’s work together to fill in the sections. I think you can fill in the stressful situation and the automatic thought that really hooks you, right? 

ben: Yeah, “My spine is completely destroyed”—that’s the one. 

TherapisT: Okay, and you said you believed that a great deal, right? 

ben: Somewhere in between “a great deal” and “completely,” yeah. 

TherapisT: Let’s start with looking for any red-flag words in that thought. Anything come up? 

ben: Destroyed? 

TherapisT: Well, maybe. “Destroyed” is a pretty intense word, isn’t it? When something is 

“destroyed” there’s pretty much nothing left to salvage. 

anoTher group member (Calia): How about “completely?” That’s almost like the “always” 

example you gave. 

TherapisT: Yes, I was thinking in terms of “completely” being the red-flag word, but now I’m thinking that maybe “completely” and “destroyed” are both red-flag words. Maybe you should put a circle around both of those words. 

ben: Yeah, I get that. Both of them are pretty extreme. But honestly, that’s how I feel most of the time—that my back is “totaled.” 

TherapisT: So now let’s help you make a list of all the evidence for that thought. What are the facts that support the thought “My spine is completely destroyed” or “My back is totaled?” 
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ben: Well, the main thing is that I’ve had to have three back surgeries and the MRI still shows problems with my discs. 

TherapisT: Okay, list those under the “for” column. Anything else? 

ben: I’m on a lot of medicine. The medicine’s not working. And I’m missing a lot of work. 

TherapisT: And those are all facts, aren’t they? Are there any facts that don’t support your thought that “my spine is completely destroyed?” 

ben: Well, right away, with the red flags you’ve pointed out, I’d have to change that thought. 

TherapisT: Yes, I’m glad you see that already. But sometimes it’s not so easy to see the red flags. So, play along here and see if you can come up with some facts that don’t support your thought. 

ben: Well, if my back was completely destroyed, I’d probably be in a wheel chair or bedridden, and I sure as hell wouldn’t be working still. I was able to stay at work all day on Thursday even though I was hurting, and I didn’t die or anything. In fact, I feel better being distracted at work than sitting around feeling useless at home. 

TherapisT: Ben these are great examples for both your “for” and “against” columns. Go ahead and fill that in just like you just told us. We’ll keep working with that in a little bit. 

Troubleshooting Tip:  Because clients have chosen to work with an automatic thought that has real emotional valence for them (i.e., they believe the thought a great deal, or completely), it is important not to jump too quickly into the “evidence against” side of things. As the therapist, you need to make sure that the evidence supporting the automatic thought is considered as well as honored. If clients believe that you do not disparage the evidence supporting the thought and that in doing so you validate the rationale for having the thought in the first place, they will be less likely to resist attempts to examine the evidence refuting the thought. 

An illustration of Ben’s Examining Automatic Thoughts Worksheet is provided as Module Figure 4.2. 

Session Objective: Create a New (More Realistic) Thought Once a client has learned to examine an automatic thought realistically (i.e., identified any red-flag words and/or worst scenarios, and generated a list of facts supporting and refuting the automatic thought), she should be ready to construct an alternative, more realistic thought. The next worksheet is the second step in Treatment Module 4—it provides the space to put in their alternative thought, how much they believe it, how much they now believe the old thought, and how this new thought has affected their pain level. 

Worksheet: Creating New Thoughts Worksheet

Using Client Handout 4.4 (Creating New Thoughts), ask the client whether there is an alternative response that might be worth adopting in place of the original automatic thought. Often, 
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What is the stressful situation? 

Spending more time standing at work

Automatic Thought(s)

What does this make me think? 

What happened

My spine is completely destroyed

to my pain? 

 

 Pain increased

How much do I believe this thought? (Circle)

  Pain decreased

A little

Medium

A lot

Completely

  Pain did not

change

Evidence

For (Facts that support the thought)

Against (Facts that don’t support the thought)

I’ve had three back surgeries

“Completely” is a red-flag word

The MRI says I still have problems

“Destroyed” is pretty red-flag too! 

with my discs

If my back were completely destroyed

I’m on a lot of medicine

I’d be in a wheelchair . . . and not be

working at all

The medicine’s not working

I stayed at work all day on Thursday

I’ve missed a lot of work this year

I feel better being at work and distracted

than at home useless

MODULE FIGURE 4.2. An illustration of Ben’s Examining Automatic Thoughts Worksheet. 

as soon as clients recognize the distortion in their original thought, they immediately come up with an alternative (more realistic) thought, which they can write down. You can also guide group participants through the process of generating an alternative thought using the material below as a guide. 

You can come up with an alternative (more realistic) thought by looking at the evidence. 

Make sure to notice the parts of your old automatic thought that are less true (often these are 

“red-flag words” like “always” or “never,” and often these thoughts are slanted in the negative direction). When you remove the negative or untrue piece, the thought becomes more realistic (and usually a bit more positive). 

To come up with your new thought, it may also help to ask yourself:

•  Is there another way to look at this? 

•  If a friend had the same thought or was in the same situation, what would I tell my friend? 
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After you write your new thought on your Creating New Thoughts Worksheet, ask yourself, “How much do I believe this new thought?” and “How much do I believe my first thought now?” (a little, medium, a lot, completely). 

Does your new thought affect your pain? If so, in what way? (increases, decreases, stays the same). 

When you believe your negative or untrue automatic thought  less and your new thought more,  you are coping better! 

Troubleshooting Tip:  Following the construction of an alternative thought, if a client still believes the original thought to a high degree, or if there continues to be distortion in the alternative thought— more work needs to be done. It is possible that layers of negatively distorted automatic thoughts are embedded underneath the original thought and/or that the client did not spend enough time constructing her list of facts supporting and refuting the automatic thought. Also, if the client continues to have difficulty generating an alternative response to the original automatic thought, it is possible that she is actually struggling with an intermediate or core belief rather than an automatic thought. Underlying beliefs will sometimes be expressed as automatic thoughts. If this occurs early in the therapeutic process and you recognize the thought as a belief, go ahead and identify it for the client as an underlying belief that gives rise to automatic thoughts and then help the client formulate an associated automatic thought. Remember that intermediate and core beliefs are more ingrained and thus more difficult to challenge. 

Usually, clients benefit from success experiences with recognizing and challenging automatic thoughts before they tackle more deeply held beliefs, and you should therefore be able to redi-rect them to another automatic thought when necessary. We will discuss intermediate and core beliefs in Treatment Module 6. Meanwhile, let’s continue with Ben’s worksheet (Module Figure 4.2) and see what happened when he constructed an alternative response. 

After Ben generated his lists of “facts” supporting and refuting his automatic thought that 

“my spine is completely destroyed,” he initially came up with the following new thought: “My spine is real messed up.” When I asked him how much he  now believed the thought that his spine was totally destroyed, he replied that although he still believed it “this much,” he had previously believed it “THIS MUCH!!!” He also acknowledged feeling that the thought had somewhat less of an emotional hold on him but did not change on the amount of pain he felt. 

Note that although there was a change in the degree to which Ben believed the original thought, he still believed it to a pretty high degree. In addition, his alternative thought, “My spine is real messed up,” is hardly what I would hope for in the kind of alternative response that would increase a client’s sense of control over the painful situation. In Ben’s case, he still believed the original automatic thought a moderate amount, and his alternative thought was still quite negative. I made the decision to go back to his lists of facts supporting and refuting his original automatic thought, in order to determine whether embedded automatic thoughts were interfering with his ability to adopt a more realistic alternative thought. A brief session excerpt follows. 
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TherapisT: Ben, let’s take a closer look at your original thought and your new thought. Although you went from believing the original thought almost completely to believing it a medium amount, that’s still pretty significant. It still has its hooks in you, doesn’t it? And if you look at your new thought, it’s similar in theme, although not identical. 

ben: It’s a better thought, I guess, but still a hell of a way to have to live. 

TherapisT: Let’s take a look at the new thought you came up with, which is “My spine is real messed up.” Would you go back to your list of facts supporting your original thought and take a minute to read them over to us? 

ben: Okay, then: “I’m on a lot of medicine.”—You know I am; you even said so yourself. “The medicine isn’t working.”—You got me to admit that the first time I came in here! “I am missing a lot of work.”—I’m lucky I haven’t lost my job already! Then there’s all of this physical evidence: “I’ve had three surgeries, five hospitalizations, and even so, the MRI shows I have continuing damage to my discs!” These are all facts!1

TherapisT: I agree, Ben. These are all facts, and as facts, they lent support to your original thought that your back was “totaled.”  But you were also able to identify some facts that did not support that automatic thought, and in doing so, you were able to believe that thought less—it has less of an emotional hold on you. I’m wondering about something, though. Let’s go back again to your list of facts supporting your original thought. Does anything on that list also support your new thought, “My spine is real messed up?” 

ben: Well, yeah, especially the MRI. If the MRI shows that new damage is occurring, even though I’ve had three surgeries to correct the old damage, it seems like a losing battle to me.2

TherapisT: You know, MRIs, CT scans, and X-rays are great technologies for helping physicians see what’s going on inside the body. The problem is that they don’t tell us much about who will or will not experience continuing pain. To give you an example, there was a really important research study comparing the MRIs of patients  with back pain to the MRIs of 1 Troubleshooting Tip: Note that this single response offered a great deal of grist for the therapeutic mill. First, I noticed that Ben was showing some irritation or even anger at me: “You got me to admit that . . . ” Second, there were apparently some unspoken automatic thoughts behind the comment “I am lucky I haven’t lost my job already!” 

You may have already noticed that on his worksheet, Ben’s list of four facts refuting his original automatic thought all had an association with going to work or staying at work, supporting the hypothesis that work- related thoughts would be important to explore more fully at some point. Third, Ben asserted that the MRI shows “continuing damage” to his discs, implying that he perceived an ongoing deterioration of his spine. This assumption of degenerating damage might be directly related to Ben’s alternative response that “My spine is real messed up.” One challenging aspect of therapy is to recognize that there are multiple possible intervention choice points as they are occurring within each session and to select the option that may provide the most gain. A cognitive therapist does not ignore the importance of interpersonal process, and acknowledging, honoring, and working with a client’s irritation or anger can be an appropriate intervention within cognitive therapy, especially when it is well timed. In this case, I made a mental (and, later, written) note to be on the lookout for continuing issues of irritation or anger directed toward me, and also to pursue a more in-depth exploration of automatic thoughts related to potential job loss. At this juncture, though, I chose to pursue thoughts that might be directly tied to Ben’s new, but not greatly improved, alternative thought: “My spine is real messed up.” 

2 Troubleshooting Tip: Note that this thought could be characterized as an automatic thought or as a belief. I decided to go ahead and treat it as an automatic thought for the moment, to see whether I could make any headway on helping Ben move toward a more adaptive alternative thought. 
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people  without back pain. It turns out that very few of the people  without any back pain complaints had “clean” MRIs. The majority of the people, even if they did not have any back pain, showed abnormalities on their MRIs (Jensen et al., 1994). So, while this kind of physical evidence may be of some use, it doesn’t tell us who is going to be troubled by their backs and who is not. 

ben: So why the hell does everybody rely on them so much? 

TherapisT: Well, it’s the best tool there is for now, and it can tell physicians about certain conditions that require immediate correction, if the spinal cord itself is being damaged. But it’s not a good tool for predicting who has pain, or how much pain you’ll have, or even how you’ll be able to function in life. 

ben: Actually, now that we’re talking about it, my thought has been “The MRI shows my spine disintegrating.” I realize that may be an overstatement of the situation. 

TherapisT: How would you feel about listing the following as a fact  not supporting that thought: 

“MRIs do not tell us how much pain someone will have?” 

ben: It kind of takes some of the importance away from the MRI. 

anoTher group member (shweTa): How about “The MRI is not a crystal ball?” ( Ben laughs.) TherapisT: That’s a good one, Shweta, and it captures the spirit of what we’re talking about here. MRI results tell us some things, but they don’t tell us how much pain someone is going to have, or whether they’ll be incapacitated by discomfort, and they don’t give us a 

“death sentence” about the future. Okay, Ben, if we now know that the MRI results aren’t as crucial in determining the future of your condition, what does that do to your new thought that “My spine is real messed up?” 

ben: Well, come to think of it, that MRI stuff has always raised a picture in my mind of my spine just grinding down, further and further— like my spine was chipping away, bit by bit, and there was nothing that could be done. That’s how I saw that MRI! 

TherapisT: Does thinking about the MRI differently now have any effect on your thoughts? 

ben: Yeah, it has less power over me. Like the MRI isn’t that important— it doesn’t mean that much. 

TherapisT: That’s good to hear, and now I understand much better where your thoughts were coming from. Can you think of another alternative thought based on what we’ve just talked about? 

ben: How about “The MRI doesn’t control how much pain I feel?” If that’s true, then maybe there is more that I can do about my situation. 

TherapisT: I really believe that’s true, Ben. And I think you are really getting the idea of just how powerful our thoughts or images can be. Our own thoughts can do us powerful damage, or they can do us powerful good. Would you be willing to work with these thoughts and images some more during the next week? 

ben: Yeah, definitely. I can see there’s more to be done with this list. 

Module Figure 4.3 illustrates Ben’s Creating New Thoughts Worksheet after his work on it in session. 
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What is the stressful situation? 

Spending more time standing at work

Old Thought(s)

My back is completely destroyed

How much do I believe

my old thought NOW? 

—a lot less! 

New Thought

The MRI doesn’t control how much pain I feel

What happened

to my pain? 

  Pain increased

How much do you believe your new thought? 

  Pain decreased



  Pain did not change

—more than I ever have before! 

(hard to tell yet)

MODULE FIGURE 4.3. Ben’s Creating New Thoughts Worksheet after his work on it in session. 

Homework Assignment

In between this session and the next, ask group members to continue working with the Examining Thoughts and Creating New Thoughts worksheets. Their goal should be to fill out these sheets at least three times in the coming week. They should identify and work on new automatic thoughts as they arise during the week. Remind clients that although they will continue to identify automatic thoughts by noticing shifts in emotions or in their physical state, they now also examine the thought and pick out the untrue parts, and then create a new (more realistic) alternative thought. Be sure to tell clients that the stressful situations they list do not have to be major, extremely upsetting events. Even minor stressors probably elicit automatic thoughts that can be examined via this exercise. When clients get good at the skill of examining automatic thoughts in 

“minor” situations, they will be able to utilize this valuable technique in more significant stressful situations with greater ease. Tell clients that there are sample worksheets already filled out in their workbook, to give them an example to go by (Client Handouts 4.5 and 4.6). 
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Remind participants to continue practicing their relaxation skills, letting them know that in the next session we will teach them a new (and longer) relaxation exercise. Ask participants to be sure to practice the breathing exercise on their own, without the audio, as they go about their everyday life. They can also listen to the audio to help them build their relaxation skills as often as they would like to. 

Postsession Process Check

At the end of the session, ask group members to write down one or two things they learned from the current session that they could put to use both now and in the future (Client Handout 4.7). Encourage them to go back to their workbook and continue to jot down other notes as they review the session content and practice what they learned. 

CLIENT HANDOUT 4.1

Patient Guide: Examining Our Thoughts and Creating New Ones EXAMINING THE THOUGHTS INSIDE OUR HEADS

Taking a closer look at the thoughts that are running through our mind can be a useful practice. For one thing, once we become more aware of the running stream of self-talk inside our head, we begin to realize that our minds are fairly constantly commenting on the process of our everyday lives. When it comes to the thoughts that our mind generates in response to stress and pain, we often feel at the mercy of these thoughts. But once we become more observant of our thoughts, we can begin to examine them and decide which parts of the thought are true, and which parts of the thought are not true. Simply put, thoughts are ideas that may or may not be true.  Some thoughts in response to pain or stress are completely true. However, most thoughts about our pain or stress are partly true, but not completely true. The untrue parts of automatic thoughts do the most damage to our emotions, physical bodies, and our actions. In essence, negative automatic thoughts widen the pain gate and let in more pain signals. So it’s important to become aware of these thoughts as you are having them and to realistically separate out the true from the untrue parts. Examining the thought, and perhaps changing the thought, allows us to have more control over what is actually happening inside our head. This is one way to take the “teeth” out of some of our more negative thoughts. Think of your thoughts as if they were a garden. You’ve got the flowers and you’ve got the weeds. Once you can tell the difference between a flower and a weed, you can pull the weeds and leave the flowers. Pulling the 

“weeds” of our negative automatic thoughts is another way to close the pain gate. 

Here are some hints about looking for the untrue part of the thought: An automatic thought can be partly false in lots of different ways. The untrue part may be in the “always” or “never” part of the thought— for instance, “I will never be able to play ball with my kids again.” Or the untrue part could be in the level of intensity attributed to the pain, or in the threat value of the pain—for example, “This pain is  intolerable. I  cannot survive this pain.” Another example of how a thought can be untrue is when we forecast the outcome of an event before it has happened— for example, “Oh, oh, there’s a twinge in my back. Today  is going to be a bad day.” It might be useful to go back to your list of examples of negative thinking from Session 3 (Client Handout 3.4) and look them over again. This list gives a lot of examples of ways an automatic thought can be untrue. 

Another important point about negative thoughts is that they are often quite general and all- inclusive. For example, when I say to myself, “I just can’t stand it,” am I talking specifically about the pain sensation I feel at that moment, or am I creating a “one size fits all” statement about my pain condition and all of its associated stressors? 

By the way, it is natural and understandable to tend to have global, sweeping automatic thoughts during a pain flare-up or during times of stress. But when you learn how to identify those all- inclusive general thoughts and make them more specific (and more realistic), this has the effect of decreasing the part of your life you feel you have no control over, and expanding the part you  can take control of. 

Client Handout 4.3 gives you a step-by-step way of breaking down your automatic thought once you know what it is. This is particularly useful when the thought is negative. Once you write it down, you can see whether any “red-flag” words (like always or never) are embedded in the thought. Red-flag words (usually extreme) are often not true but can make the thought a much more powerful “hook” for you. You can also make a list of the facts that support your thought and the facts that don’t support your thought. You can weigh the facts, like a judge, to decide whether it is true or not true. 

 (continued)
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Patient Guide: Examining Our Thoughts and Creating New Ones   (page 2 of 2) CREATING THOUGHTS THAT ARE TRUE FOR YOU

Often, once you’ve figured out which parts of your negative automatic thought are not true, you can pretty easily come up with an alternative thought. Client Handout 4.4 guides you to write down your new thought after examining the evidence for and against the old thought. If you’re having trouble coming up with a new thought, you might ask yourself, “Is there another way to look at this?” or “What would I tell a friend in this situation?” Once you’ve come up with your new thought, it is useful to see whether this decreases the strength of your belief in the old thought— it usually does. You may also see a difference in the effect of your new thought on your pain level. Often, negative automatic thoughts increase one’s pain level, and the new, more realistic thoughts do not have the effect of increasing one’s pain level. Creating alternative thoughts to replace the negative, automatic ones inside our heads is one useful way to take more control. Now your thought is no longer commentary being generated from your brain and leading you around by the nose—your new thought is one that you purposefully created as true for you. In this way, you can take charge of your own thoughts rather than being a helpless bystander. 

KEEP PRACTICING THOSE RELAXATION SKILLS! 

As we’ve learned, the relaxation response is another powerful “gate closer” to pain signals. Practicing the relaxation exercise every day helps you reset your stress “thermostat,” which has likely gotten out of balance owing to the stress of chronic pain. Remember that the relaxation response can narrow or close the pain gate that we talked about in the introductory session. It’s also useful to practice creating the relaxation response as you go about your everyday life, even without the help of the audioguide. As you get more and more comfortable with your relaxation skills, you will find that you can create the relaxation response “on demand,” whenever you need to quiet your body and your mind. Because it is such a useful skill to have, we give you lots of practice with several different relaxation techniques. In the next session, we will teach you a different relaxation exercise called “passive muscle relaxation.” 
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Session 4 Outline for Clients:  

Examining Our Thoughts and Creating New Ones

THE GOALS OF THIS SESSION

•  In- session practice of the brief relaxation exercise. 

•  Review of the previous week’s session. 

•  Examination of negative automatic thoughts. 

•  Creation of new (more realistic) thoughts. 

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Thoughts influence feelings, behavior, other thoughts, and physical well-being (the think → feel → act model). 

•  Automatic thoughts are thoughts or images that can occur in response to pain or pain- related stressors without your full awareness of them. 

•  Negative automatic thoughts are harmful for these reasons:

||They focus your attention on the pain and pain- related stressors. 

||They increase your experience of pain. 

||They contribute to an inability to direct thoughts away from the pain. 

||They lead to a sense of helplessness. 

•  Automatic thoughts usually occur right before shifts in emotions or physical well-being. 

•  What have you been working on in terms of pain self- management since your last session? 

EXAMINING AUTOMATIC THOUGHTS

•   Some thoughts in response to pain or stress are completely true. 

•   Most thoughts in response to pain or stress are at least partly true but not completely true. 

•  The untrue parts of automatic thoughts do the most damage to our emotions, physical bodies, and our coping actions— they open the pain gate. 

•  It’s important to learn how to find the untrue parts of the thought and remove those parts. 

•  Use the Examining Automatic Thoughts Worksheet (Client Handout 4.3) to work thought the process of examining automatic thoughts. 

||Write down your negative automatic thought. ( Hint: Pick one that really “grabs” you.)

||How much do you believe the thought? (a little, medium, a lot, or completely)

||How does that thought affect your pain? 

 (continued)
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Session 4 Outline for Clients: Examining Our Thoughts and Creating New Ones   (page 2 of 3)

||Circle any “red-flag words” that are part of your automatic thought. ( Hint: Look for words like “always” and 

“never.”)

||List  all the evidence that supports the automatic thought. 

||List  all the evidence that does not support the automatic thought. 

CREATING NEW THOUGHTS

•  Alternative thoughts are a new version of the original automatic thought, with the untrue parts removed. 

•  Alternative thoughts are usually less negative and all encompassing. 

•  Alternative thoughts help to take the emotional “teeth” out of the original thought. 

•  Alternative thoughts might even change the level of pain one feels in response to the original thought. 

•  Use the Creating New Thoughts Worksheet (Client Handout 4.4) to create a new (more accurate) thought. 

•  Use the worksheet to guide you:

||Copy down the automatic thought you were working on in the last worksheet (Client Handout 4.3). 

||Keep in mind the  true and  not true facts about your automatic thought. 

||Can you come up with a new thought? If so, write it down now. 

||You might ask yourself, “Is there another way to look at this?” 

||You might ask yourself, “If a friend had this same thought or was in the same situation, what would I tell my friend?” 

|| Hint: When you remove the negative or untrue piece, the thought becomes more realistic (and a little bit more positive). 

||After you write your alternative thought on your Creating Alternative Thoughts Worksheet, ask yourself, “How much do I believe my new thought? How much do I believe by first thought now?” (not at all, a little, medium, a lot, completely)

||How does your new thought affect your pain? 

•  Remember: When you believe your negative or untrue automatic thought  less and your alternative thought  more, you are coping better! 

SUMMARY OF KEY POINTS

•   Some thoughts in response to pain or stress are completely true. 

•   Most thoughts in response to pain or stress are at least partly true but not completely true. 

•  The untrue parts of automatic thoughts do the most damage to our emotions, physical bodies, and our coping actions. 

•  It’s important to learn how to find the untrue parts of the thought and remove those parts. 

•  Replacing the untrue negative thought with a new, more realistic thought helps you cope better with pain and stressful situations. 

 (continued)
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Session 4 Outline for Clients: Examining Our Thoughts and Creating New Ones   (page 3 of 3) HOMEWORK ASSIGNMENT

•  Read Client Handout 4.1, a patient guide to this session. 

•  Try examining other negative automatic thoughts as you notice them this week. Use Client Handout 4.3 to help you find the true parts of the thought and the untrue parts of the thought. 

•  After you’ve come up with the evidence for and against the thought, use Client Handout 4.4 to write down your new thought. This should be a more realistic thought, one that is true for you. 

•  Use both worksheets at least three times during the next week to get good at the skill of examining your thoughts and coming up with new ones. 

•  Practice your relaxation skills every day this week, either with the audio or on your own as you go about your daily activities. 

•  Sample completed worksheets are included as Client Handouts 4.5 and 4.6. 
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CLIENT HANDOUT 4.3

Examining Automatic Thoughts Worksheet

•  Write down your negative automatic thought. ( Hint: pick one that really “grabs” you.)

•  How much do you believe the thought? (a little, medium, a lot, or completely)

•  How does that thought affect your pain? 

•  Circle any “red-flag words” that are part of your automatic thought. ( Hint: Look for words like “always” and 

“never.”)

•  List  all the evidence that supports the automatic thought. 

•  List  all the evidence that does not support the automatic thought. 

What is the stressful situation? 

Automatic Thought(s)

What does this make me think? 

What happened

to my pain? 

  Pain increased

How much do I believe this thought? (Circle)

  Pain decreased

A little

Medium

A lot

Completely

  Pain did not

change

Evidence

For (Facts that support the thought)

Against (Facts that don’t support the thought)

From  Cognitive Therapy for Chronic Pain: A Step-by-Step Guide, Second Edition, by Beverly E. Thorn. Copyright © 2017 The Guilford Press. 

Permission to photocopy this material is granted to purchasers of this book for personal use or use with individual clients (see copyright page for details). Purchasers can download additional copies of this material (see the box at the end of the table of contents). 
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CLIENT HANDOUT 4.4

Creating a New Thought Worksheet

•  Copy down the automatic thought you were working on the last worksheet. (Client Handout 4.3). 

•  Keep in mind the true and not true facts about your Automatic Thought. 

•  Can you come up with a new thought? If so, write it down now. 

•  After you write your Alternative Thought on your Creating Alternative Thoughts Worksheet, ask yourself: “How much do I believe my new thought? How much do I believe by first thought now?” (not at all, a little, medium, a lot, completely)

•  How does your new thought affect your pain? 

What is the stressful situation? 

Old Thought(s)

How much do I believe

my old thought NOW? 

New Thought

What happened

to my pain? 

  Pain increased

How much do you believe your new thought? 

  Pain decreased

  Pain did not change

From  Cognitive Therapy for Chronic Pain: A Step-by-Step Guide, Second Edition, by Beverly E. Thorn. Copyright © 2017 The Guilford Press. 

Permission to photocopy this material is granted to purchasers of this book for personal use or use with individual clients (see copyright page for details). Purchasers can download additional copies of this material (see the box at the end of the table of contents). 
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CLIENT HANDOUT 4.5

Example: Examining Automatic Thoughts Worksheet

What is the stressful situation? 

Family reunion—My cousin said, “You don’t need that cane, 

just lose some weight!” 

Automatic Thought(s)

What does this make me think? 

What happened

Everyone in my family thinks I’m faking my pain! 

to my pain? 

 

 Pain increased

How much do I believe this thought? (Circle)

  Pain decreased

A little

Medium

A lot

Completely

  Pain did not

change

Evidence

For (Facts that support the thought)

Against (Facts that don’t support the thought)

This is not the first time she’s made

My parents know I’m not faking this

a crack like that

This is not a weight issue—the pain

I am overweight

came first, then the weight

My knees and hips would have less

Even though two people in my family

strain on them if I lost weight

seem to think I’m faking, that doesn’t

mean everyone does

My brother said, “You just want 

a check” 

From  Cognitive Therapy for Chronic Pain: A Step-by-Step Guide, Second Edition, by Beverly E. Thorn. Copyright © 2017 The Guilford Press. 

Permission to photocopy this material is granted to purchasers of this book for personal use or use with individual clients (see copyright page for details). Purchasers can download additional copies of this material (see the box at the end of the table of contents). 
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CLIENT HANDOUT 4.6

Example: Creating New Thoughts Worksheet

What is the stressful situation? 

Family reunion—My cousin said, “You don’t need that cane, 

just lose some weight!” 

Old Thought(s)

Everyone in my family thinks

I’m faking my pain! 

How much do I believe

my old thought NOW? 

A little (when I’m mad

or embarrssed)

New Thought

Some people in my family think my pain

is not real, but most believe me

What happened

to my pain? 

  Pain increased

How much do you believe your new thought? 

  Pain decreased

 

 Pain did not change

A lot

(but it didn’t go up!)

From  Cognitive Therapy for Chronic Pain: A Step-by-Step Guide, Second Edition, by Beverly E. Thorn. Copyright © 2017 The Guilford Press. 

Permission to photocopy this material is granted to purchasers of this book for personal use or use with individual clients (see copyright page for details). Purchasers can download additional copies of this material (see the box at the end of the table of contents). 
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CLIENT HANDOUT 4.7

Postsession Check

Take a couple of minutes to write one to two things that you learned today that you could use now and in the future. 

(You can add to this list as you review the session material and begin to practice what you have learned). 

HOW CAN I USE WHAT I LEARNED TODAY? 

















































From  Cognitive Therapy for Chronic Pain: A Step-by-Step Guide, Second Edition, by Beverly E. Thorn. Copyright © 2017 The Guilford Press. 

Permission to photocopy this material is granted to purchasers of this book for personal use or use with individual clients (see copyright page for details). Purchasers can download additional copies of this material (see the box at the end of the table of contents). 
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THERAPIST TOOL 4.1

Session 4 Outline for Therapists:  

Examining Our Thoughts and Creating New Ones

SESSION OBJECTIVES

•  Lead brief relaxation exercise and process. 

•  Review of the previous week’s session. 

•  Evaluate automatic thoughts. 

•  Create new thoughts. 

NEEDED MATERIALS, HANDOUTS, AND WORKSHEETS

•  Session 4 Outline for Therapists (this sheet)

•  Session 4 Patient Guide for Clients (Client Handout 4.1)

•  Session 4 Outline for Clients (Client Handout 4.2)

•  Examining Automatic Thoughts Worksheet (Client Handout 4.3)

•  Creating New Thoughts Worksheet (Client Handout 4.4)

•  Example Examining Automatic Thoughts Worksheet (Client Handout 4.5)

•  Example: Creating New Thoughts Worksheet (Client Handout 4.6)

•  Postsession Check (Client Handout 4.7)

BRIEF RELAXATION EXERCISE

•  Lead the group in a brief diaphragmatic breathing exercise adapting the script provided in Session 2 as desired (Therapist Tool 2.2). 

•  Process the in- session relaxation exercise as well as at-home practice for returning members. 

•  Emphasize the importance of practicing the relaxation response, both with the audio and on their own in everyday situations. 

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Ask returning group members to help you review the last session for newer members: “What does the think → 

feel → act model have to do with pain?”; “What are automatic thoughts, and why are they important?” 

•  Ask all patients, “What have you been working on in terms of pain self- management since your last session?” 

 (continued)
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Session 4 Outline for Therapists: Examining Our Thoughts and Creating New Ones   (page 2 of 4) SESSION OBJECTIVE: EVALUATE NEGATIVE AUTOMATIC THOUGHTS

•   Some thoughts in response to pain or stress are completely true. 

•   Most thoughts in response to pain or stress are at least partly true but not completely true. 

•  The untrue parts of automatic thoughts do the most damage to our emotions, physical bodies, and our coping actions. 

•  It’s important to learn how to find the untrue parts of the thought and remove those parts. 

WORKSHEET: EXAMINING AUTOMATIC THOUGHTS WORKSHEET

•  Give out copies of the Examining Automatic Thoughts Worksheet (Client Handout 4.3). 

•  Using the worksheet to guide them, tell clients:

•  “Write down an automatic thought that you’d like to work with. Try to pick one that grabs you—one that you believe a lot.” 

•  “Next, circle any ‘red-flag words’ that are part of your automatic thought. ( Hint: Look for words like ‘always’ and 

‘never’).” 

•  “List  all the evidence that supports the thought.” 

•  “List  all the evidence that does not support the thought.” 

•  “Remember that most automatic thoughts have some truth to them but that they also have some untrue parts.” 

•  “Remember: The untrue parts are usually negative and are the most damaging.” 

SESSION OBJECTIVE: CREATE NEW THOUGHTS

•  Alternative thoughts are a new version of the original automatic thought, with the untrue parts removed. 

•  Alternative thoughts are usually less negative and all encompassing. 

•  Alternative thoughts help to take the emotional “teeth” out of the original thought. 

•  Alternative thoughts might even change the level of pain you feel in response to the original thought. 

WORKSHEET: CREATING NEW THOUGHTS

•  Give out copies of the Creating New Thoughts Worksheet (Client Handout 4.4). 

•  Using the worksheet to guide them, tell clients:

•  “Copy down the automatic thought you were working on from the last worksheet (Client Handout 4.3).” 

•  “Write down your new thought.” 

•  “Keep in mind the  true and  not true facts about your automatic thought.” 

•  “You might ask yourself, ‘Is there another way to look at this?’ ” 

 (continued)

186 

Session 4 Outline for Therapists: Examining Our Thoughts and Creating New Ones   (page 3 of 4)

•  “You might ask yourself, ‘If a friend had this same thought or was in the same situation, what would I tell my friend?’ ” 

•  “Hint: When you remove the negative or untrue piece, the thought becomes more realistic (and a little bit more positive).” 

•  “After you write your alternative thought on your Creating Alternative Thoughts Worksheet, ask yourself, “ ‘How much do I believe my new thought? How much do I believe my first thought now?’ ” (not at all, a little, medium, a lot, completely). 

•  “How does your new thought affect your pain?” 

•  “Remember: When you believe your negative or untrue automatic thought  less and your alternative thought  more, you are coping better!” 

HOMEWORK ASSIGNMENT

•  Tell clients: “Using the Examining Automatic Thoughts Worksheet:

||“First, write down any important automatic thoughts that you become aware of (those that you believe a lot or completely). Try doing this at least three times this week.” 

||“Rate how strongly you believe your automatic thought.” 

||“Next, circle any ‘red-flag words’ in your automatic thought.  Hint: These are words like ‘always’ and ‘never’.” 

||“Next, make a list of facts that support your automatic thought, as well as a list of facts that do not support your thought.” 

||“Look at any red-flag words you circled on your Automatic Thought Worksheet. Keep in mind the facts that support and don’t support your automatic thought.” 

•  “Now, use the Creating New Thoughts Worksheet and write down a new (more realistic) thought:

�|“To come up with your new thought, it may also help to ask yourself:

�|‘Is there another way to look at this?’

�|‘If a friend had the same thought or was in the same situation, what would I tell my friend?’ ” 

�|“After you write your new thought on your Creating New Thoughts Worksheet, ask yourself: ‘How much do I believe this new thought’? and ‘How much do I believe my first thought now?’ ” (not at all, a little, medium, a lot, completely). 

�|“Does your new thought affect your pain? If so, in what way (increases, decreases, stays the same)?” 

�|“When you believe your negative or untrue automatic thought  less and your new thought  more,  you are coping better!” 

•  Direct clients to Client Handout 4.5 in their workbook, which shows an example of a filled- out Examining Automatic Thoughts Worksheet. 

•  Direct clients to Client Handout 4.6 in their workbook, which shows an example of a filled- out Creating New Thoughts Worksheet. 

 (continued)
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Session 4 Outline for Therapists: Examining Our Thoughts and Creating New Ones   (page 4 of 4) POSTSESSION CHECK AND SESSION SUMMARY

•  Hand out the Postsession Check (Client Handout 4.7) and have clients write a couple of things down before they leave. Encourage them to add more to this sheet as they review the session content and practice during the week. 

•  Ask clients to practice the same relaxation exercise using the audio provided in Session 2 at least three times this week. Also, ask them to periodically practice the relaxation technique on their own as they go about their day. Be sure to give the audiolink (see the box at the end of the table of contents) to any new group members. 

•  Summarize the content of the session:

|

|  Some thoughts in response to pain or stress are completely true. 

|

|  Most thoughts in response to pain or stress are at least partly true but not completely true. 

|

| The untrue parts of automatic thoughts do the most damage to our emotions, physical bodies, and coping actions. 

|

| It’s important to learn how to find the untrue parts of the thought and remove those parts. 

|

| Replacing the untrue negative thought with a new, more realistic thought helps you cope better with pain and stressful situations. 

|

| Remind clients to read the patient guide (Client Handout 4.1) in order to get a recap of the session. 
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T R E A T M E N T   M O D U L E   5

Muscle Relaxation  

and Coping Self-Statements

The fifth treatment session introduces a longer relaxation exercise and the concept of coping self- statements. Therapist Tool 5.1, found at the back of this module, provides an outline of Session 5 to be used by the therapist. Client Handout 5.1 provides a patient guide for the session, and Client Handouts 5.2 through 5.4 can be found at the back of this module. 

SESSION 5 TRE ATMENT OB JEC TIVES

•  Brief relaxation exercise. 

•  Review the previous week’s session. 

•  Learn a deeper relaxation technique. 

•  Construct and use positive coping self- statements. 

Brief Relaxation Exercise

Begin the session with the brief relaxation practice utilized each session, adapting the script from Therapist Tool 2.2 as desired. Ask participants about their responses to the exercise, and ask returning participants about their relaxation practice between sessions. This can be quite brief, especially since we will introduce a longer relaxation exercise during the current session. 

Session Objective: Review the Previous Week’s Session

In Session 3, we taught participants how to recognize automatic thoughts. There were two new objectives in Treatment Module 4: First, we wanted to teach participants how to evaluate 189 
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their automatic thoughts (particularly the negative ones), and second, we wanted to teach them how to create alternative (more realistic) thoughts. Using Client Handout 4.3, participants engaged in an interactive learning exercise to help them recognize “red-flag” words in their negative automatic thoughts, as well as listing facts both supporting their negative thought and refuting their negative thought. Next, using Client Handout 4.4, clients were guided through the process of creating a new, more realistic (and hopefully more positive) automatic thought. 

As a snapshot review of the material covered, ask returning group members to help you explain to the newer group members what was discussed last week and how they think it relates to pain. In addition to offering a brief review of the last session (with the help of returning group members), ask patients to share what they have been working on in terms of pain self-management since their last session. Remind group members to keep reviewing their patient workbook as well as the session summaries provided for each module. 

It is useful to go over a couple of examples that returning group members came up with on their worksheets between sessions. Ideally, clients will have followed up with work begun in the previous session and will have progressed further with evaluating their negative automatic thoughts and creating alternative responses. This is the time to deal with areas where group members are stuck, as well as to reinforce their success experiences. Between Sessions 4 

and 5, Julie examined her negative automatic thought from the previous session (“If they can’t find anything wrong with my neck, it must be all in my head!”) and came up with a new, more realistic thought. Module Figure 5.1 illustrates her completed Examining Automatic Thoughts worksheet, and Module Figure 5.2 illustrates her completed Creating New Thoughts Worksheet (from Client Handouts 4.3 and 4.4). Following is a session transcript. 

TherapisT: Julie, last week you were working with a pretty powerful negative thought, “If they can’t find anything wrong with my neck, it must be all in my head!” 

Julie: Yep, I realized pretty quickly that I was really mad, and that made me realize what I was saying to myself. 

TherapisT: So you noticed a shift in your emotions, and then you were able to recognize your automatic thought. Good for you. Tell us how you worked with that thought on your worksheets. 

Julie: Well, first I circled the word “all,” as in “all in my head.” That was a red-flag word. 

bill: The whole phrase “all in my head” is pretty red flag, I would say, because we’ve been told that before. 

Julie: Yeah, it was like I was giving up and buying into what others are saying about me, and that made me even madder. 

Calia: How about the word “must?” Is that a red flag? 

TherapisT: That’s a pretty “definite” word too, isn’t Calia? I think that could be worth circling. 

Julie: So, “it must be all in my head” is all red flag! 

TherapisT: And what did that thought (and the anger) do to your pain? 

Julie: Oh, it raised it for sure! 
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What is the stressful situation? 

Got another MRI on my neck this week—

same old non-results

Automatic Thought(s)

What does this make me think? 

What happened

If they can’t find anything wrong with my neck, 

to my pain? 

it must be all in my head! 

 

 Pain increased

How much do I believe this thought? (Circle)

  Pain decreased

A little

Medium

A lot

Completely

  Pain did not

change

Evidence

For (Facts that support the thought)

Against (Facts that don’t support the thought)

The pain has to be coming 

I’m not faking this pain, and “all in

from somewhere! 

your head” implies faking. 

If it’s not my neck where is the pain

This gate in the spine might have 

coming from? 

something to do with my pain. 

Some people have told me that the 

Maybe what’s wrong with my neck

pain must be in my head. 

can’t be seen on an MRI. 

Doctors tell me I have to learn to live

Maybe it’s part in my head and part

with it. 

in my neck! 

MODULE FIGURE 5.1. Julie’s completed Examining Automatic Thoughts Worksheet. 

TherapisT: That’s an important connection to make. I see you have a pretty good list of facts supporting your thought and facts not supporting your thought. As the judge in the case, which side won? 

Julie: Well, I’d say knowing what I now know about the pain gate, there would be a whole different interpretation of “all in my head.” 

TherapisT: Interesting. And what new thought did you come up with? 

Julie: First, I said, “Some of the pain is in my back, and some of the pain is in my head,” but I still didn’t like that. The one I came up with, and this fits exactly for me now, is, “Some (but not all) of my pain comes from things I think and do to open my pain gate.” 

TherapisT: And you say this really fits for you. In what way does believing this new thought make a difference? 
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What is the stressful situation? 

MRI—nothing

Old Thought(s)

If they can’t find anything wrong 

with my neck it must be all in my head

How much do I believe

my old thought NOW? 

Not at all! 

New Thought

Some (but not all) of my pain comes from things

I think and do to open my pain gate. 

What happened

to my pain? 

  Pain increased

How much do you believe your new thought? 

  Pain decreased

  Pain did not change

Completely! This fits! 

I can see how the pain

might get less

MODULE FIGURE 5.2. Julie’s completed Creating a New Thought Worksheet. 

Julie: I don’t feel so guilty and hostile! I actually have a better understanding of that phrase 

“in my head” than other people do! And I also like the new thought because it gives me something I can do about the pain, rather than just feel crazy! 

TherapisT: Very nice work Julie, I think you’re getting the hang of this. Keep up the good work, all of you. As we have already seen, it can make a big difference because your thoughts influence your mood and emotions, which influences your actions. And all of this influences how you feel physically, including your experience of pain. Let’s move on to the next part of the session. 

By this point in treatment, returning clients should be learning to recognize negative automatic thoughts, examine those thoughts, and create new (more realistic thoughts) where necessary. We also want them to understand that believing the original thought less, and the alternative thought more, influences their emotions, actions, subsequent thoughts, and even 
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their sense of physical well-being. When a client begins to realize that her thoughts can actually have an impact on how her body feels and that she has some control over her thoughts, she is at a turning point in cognitive therapy: She now has an internal tool for exerting control over her physical well-being. This tool is not dependent on drugs, nor is it dependent on physicians or other health care professionals. The power (and the responsibility) lie within her. For those group members who have only recently joined the group, it may be challenging to pick up in the middle of the flow of Sessions 2–5. Nonetheless, they will likely get something useful out of the group discussions at whatever point they join the group, and their workbook will also be a useful “catch-up” tool. Depending on your practice model, the new participant may be able to cycle through the missed groups on the back end of their participation. Although, technically, they would be learning material out of sequence (and thus probably not in the ideal fashion), doing so would allow them to get all 10 sessions without waiting to join the group for an inordinate time. 

Session Objective: Learn a Deeper Relaxation Technique

Up to this point, clients have only been exposed to a very brief relaxation technique, the diaphragmatic breathing exercise. Diaphragmatic breathing instruction is a good way to introduce people to relaxation, and one can quickly learn what the relaxation response feels like. 

Participants in my most recent randomized controlled trial (where this technique was used at the beginning of every session for those receiving cognitive- behavioral therapy) reported that they found the brief relaxation exercise exceptionally useful for dealing with small, everyday stressors. Even if a client never listened to the relaxation audio or practiced any other relaxation technique, the vast majority of participants reported success with using the brief breathing technique. Longer relaxation practices are also useful because (1) they can prolong the relaxation response, and (2) they provide a sanctuary to which patients can retreat, often giving them temporary relief from the pain experience. Anecdotally, I would estimate that 25% of my patients exposed to both the brief breathing technique and the longer relaxation technique end up preferring the long practice. There are many options for relaxation instruction, including progressive muscle relaxation, autogenic relaxation, imagery relaxation, meditation, and hypnotic relaxation. Although I generally offer my clients a smorgasbord of options, a mainstay for my clients with pain is a passive muscle relaxation exercise. Passive muscle relaxation is a technique whereby you guide the client to focus his attention on sequential muscles and body regions, eventually progressing through the entire body. It is similar to, and derives from progressive muscle relaxation (PMR), though without the “tense” component before the relaxation. 

Even though I am not aware of any literature that reports adverse reactions from PMR in patients with pain, I have always preferred to avoid the possibility of exacerbating pain caused by volitional tension of various muscle groups, as is practiced in PMR. Thus, I have opted for a passive attentional strategy that guides the client to focus on one part of his or her body, observe any sensations in that body region, and self- suggest to the muscles in that region that they “let go, unwind, and relax.” The body scan in mindfulness meditation is similar to the passive muscle relaxation procedure, although there are also conceptual and practical differences between the two. The main difference between the mindfulness body scan and passive 
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muscle relaxation is that, with mindfulness, the aim is not necessarily to induce the relaxation response or reduce muscle tension, whereas in passive muscle relaxation, the aim is to reduce muscle tension in the body and deepen/extend the relaxation response. As you read the script provided, you will notice that it also includes a few elements of hypnotic suggestion (focusing attention), imagery (visualizations of muscles relaxing), and mindfulness (observing the sensations in the body as they are in the present). If you prefer to offer a menu of distinct relaxation strategies, a wide variety of scripts and audios are available in the literature (see, e.g., J. C. 

Smith, 2005). You can introduce participants to passive muscle relaxation using the following material as a guide. 

We’ve spent the first part of every session practicing the brief relaxation technique called diaphragmatic breathing or “belly breathing.” You’ve also been asked to practice this brief relaxation exercise in between sessions, both using the audio guide and on your own as you go about your everyday activities. Today, we want to introduce a relaxation deepening strategy called passive muscle relaxation. Using this technique, we will teach you how to focus on specific regions of the body, progressing sequentially from one body region to the next. 

While you are focusing on that part of your body, we’ll guide you to notice any sensations in your muscles or other tissues, and then you’ll learn how to silently suggest to those muscles that they can let go, unwind, and relax. This technique is longer than the short breathing exercise you have learned (this one is approximately 25 minutes long), and it can be very useful when you want to achieve a deeper or more extended period of relaxation. It is also particularly helpful for reducing muscle tension in general. Many people with chronic pain tense up their muscles as a reflex reaction to pain, and then they carry around a lot of extra muscle tension throughout the day. This relaxation exercise, if you practice it regularly, can actually help you to recognize muscle tension when you have it, and relax the muscles before the extra tightness contributes to the pain problem. 

Following this introduction of the passive relaxation exercise, lead the group members (or individual, if you are doing individual therapy) in passive muscle relaxation. A script is provided in Therapist Tool 5.2; see the box at the end of the table of contents for the audiolink. 

Following the relaxation exercise, you should check in with participants and ask them what their experience was like. I do not find it useful to ask, “How was that?”, as the implicit request with such a question is “tell me that this was a good experience for you.” Instead, asking them to talk about their experience with the exercise opens the door for participants to talk about negative, “strange,” neutral, and positive reactions. Since the experience of eliciting and extending the relaxation response is likely to be new for most participants, some individuals may report feeling “weird” or “strange.” You can delve a little bit further into their experience by asking them about the sensations, thoughts, and emotions they may have experienced. For the vast majority of experiences (even “weird” ones), you can normalize it as something that goes on in our body and mind without awareness, which is now brought into our awareness. 

Happily, the majority of individuals will experience a calming and quieting that they perceive as helpful. This new skill, just like any other skill, requires practice to get “good” at it, and to reap the maximal benefits, so continue to reinforce the importance of practice outside of the actual session. 
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Troubleshooting  Tip:  It is not uncommon for a participant to fall asleep during the longer relaxation exercise. Usually, a client will comment that they “almost” fell asleep, or they 

“briefly” fell asleep, but occasionally, you will get someone who is more deeply asleep and perhaps even snoring. If this happens while you are leading the exercise, begin to vary the pitch and volume of your voice, which may help the client wake up. It is also okay to add a brief suggestion to “shift positions” or even “open your eyes if you get sleepy.” If the snoring individual seems to be disturbing the other group members, you can try gently putting your hand on the individual’s shoulder as you continue with the exercise. In general, however, it is important to normalize an incident of falling asleep. Individuals with chronic pain often have sleep disorders secondary to their pain, and they frequently experience daytime drowsiness. When they are able to relax, they are more likely to fall asleep. I explain this to patients (after the initial exercise, whether or not someone has fallen asleep), telling them that if they do fall asleep, it is okay (i.e., not a “failure”). I also explain to patients that if they want to use the relaxation technique as a way to relax enough to get to sleep, that is certainly an option. In fact, for a few patients, helping them get restorative sleep by providing a relaxation tool to get them settled has, by their account, been the most useful aspect of our program. However, in addition to using the relaxation practice as a potential sleep aid, I encourage everyone to practice relaxation at times when they are not trying to sleep, so that they can experience a prolonged relaxation response during wakeful periods. For some, this may involve practicing shortly after they get up in the morning, sitting rather than lying down, and keeping their eyes open for the most part. 

Session Objective: Construct and Use Positive Coping Self-Statements Coping self- statements are broader than the alternative responses clients have already learned to create in response to specific negative automatic thoughts. Coping self- statements are shortcuts to a positive cognitive process that can be used in a variety of situations to facilitate adaptive coping responses. In short, coping self- statements are the emotional “cheerleaders” of the coping repertoire. You can use the material below as a guide. It is best presented in the format of an interactive discussion, eliciting examples from group members and listing them on the whiteboard or flipchart. 

Today we are going to learn about creating broad coping self- statements. These go beyond specific alternative responses to negative automatic thoughts, as you will see. 

As people go through life and deal with the various challenges presented to them, they develop beliefs about their ability to control what happens to them. Most people with chronic pain feel at least some amount of helplessness when it comes to controlling their situation, particularly as it relates to pain. From this pain management group, you’ve learned that there are some parts of the total experience of pain that you do have the ability to influence or control. So the ability to control your surroundings is not a black-or-white, yes-or-no occurrence, but more specific to certain aspects of the situation. 

There are various parts making up your pain situation, and you might judge yourself to have control over some of them, but not to be in control of others. People can be internally directed (look to the self), externally directed (looking to others), or both when it comes to 
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their ideas about controlling their pain situation. For example, at first glance, most patients with pain state that they do not have personal control over their pain level. Instead, they might feel that pain medications are the only thing that can help them control their pain. 

You’ve already learned that increased stress or emotional upset can definitely raise your pain level, and ideally, you are beginning to learn that reducing stress and emotional upset can lower your pain level. In this way, your judgment of who controls your pain situation is changing from outside yourself (external) to inside yourself (internal). Another example of a control belief would be your judgment about your ability to influence the number of pain flare-ups or pain episodes you have. Another example might be your personal sense of being able to calm your emotions when you get upset. ( Get some examples from group members and list them on the whiteboard.)

A different kind of sense of control we have is the part of us that believes we can do what it takes to accomplish some particular goal. These could include your belief that you have the ability to do the homework assigned to you in this group, or your belief that you can recognize a negative thought and replace it with a more realistic, positive alternative. Another example could involve your judgment about whether you can do the exercises prescribed to you by your physical therapist. ( Get some additional examples from group members here, and list them on the whiteboard.)

The more we believe in ourselves, the better able we will be to cope with the stressors associated with the pain. One way to believe in ourselves more is to create positive coping statements that we can use throughout the day as reminders to ourselves about the ways we do cope. These coping self- statements serve as the emotional “cheerleaders” in our coping toolbox. Coping self- statements can be pain- specific (meaning that they can be statements specifically about the pain level or our ability to deal with the pain), or they can be much more general (meaning that they can be statements about our ability to deal with emotions or stress, or about our self- concept in general). Can anyone think of a coping statement they already use? 

Begin a list of the coping self- statements provided by group members, helping facilitate a discussion around their meaning and ways in which they are useful. In order to stimulate discussion, I also provide group members with a list of coping statements that have been crafted by previous group members (see Client Handout 5.3). The list gives clients some ideas, and the interactive discussion provides an opportunity for them to construct their own, more personally relevant examples. As you help group members, it is useful to bear in mind the various themes particular clients have been presenting in the context of their in- session work and homework. 

Helping each client construct coping self- statements around the topic of a particularly relevant theme may provide the most therapeutic gain for the client. How deeply you go into a client’s belief system with a coping self- statement depends partly on the client and partly on your therapeutic judgment. In earlier sessions, for example, Bill has brought in automatic thoughts with associated work- related themes. In the following example, I took my cue from Bill and helped him construct coping self- statements that would encourage him to stay physically active (both at work and at home) despite the pain. Bill is a 55-year-old black male, divorced, with two grown children and several grandchildren. He works full time at a local car dealership and enjoys hunting and fishing, although his activities have been limited by lower back pain for the past 10 years. 
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A session transcript illustrates this procedure. Clients will sometimes relate to a particular coping self- statement provided in the handout as a good one for them and will sometimes react negatively to one or more of the examples provided. The point is to get them to generate coping self- statements that are of most relevance to them. At first, I just jot down all of their ideas on the flipchart. Shortly thereafter, I have them transfer their coping statements to cards they can carry with them or post at strategic locations around their surroundings. 

TherapisT: Did anyone relate to any of the coping statements on the list? 

ColeTTe1: Well, I thought about the one that says, “For some reason it is important for me to endure the pain,” but that may not be a real good one for me, since I sometimes feel that my car accident was a message from God that I’ve been bad. So, while I relate to it, I’m not going to use that one. 






TherapisT: Good idea, Colette. I agree that, for you, using that one would be buying into negative thoughts you have about blame and punishment. We’ll come up with a better one for you. Anyone else? 

bill: I liked the one about carrying on despite the pain. The “be brave” part is a little dramatic for me, but I could use “Carry on despite the pain.” 

TherapisT: Okay, great. Write that one down, and we’ll fine-tune it in a few minutes. What did other folks come up with? 

shweTa2: Well, I can relate to “there are others who are much worse off than me.” 

TherapisT: In terms of pain, or in general? 

shweTa: Oh, well, I was thinking in general. Is that supposed to be about the pain? 

TherapisT: That example was written about others in pain being worse off. You could certainly use it as a general statement too. 

shweTa: How about if I said, “Just because others are worse off, I don’t always have to help them?” 

TherapisT: Go ahead and write that one down, and we’ll work with that statement too. 

anoTher group member (Josh3): None of those fit for me. I’m going to make up my own. 

TherapisT: That’s fine, Josh, and these are meant to be examples to get you thinking. The point is to make up your own—ones that are most relevant for you and your particular situation. 

1 Colette is a 55-year-old white divorced female with three grown children. Her chronic head, neck, and shoulder pain is related to a one-car motor vehicle accident 7 years ago. She had just purchased the “new car of my dreams,” 

and that week went off the road over an embankment, totaling her car and requiring multiple surgeries as well as cognitive rehabilitation for mild traumatic brain injury. She has been struggling with the belief that the accident was a sign from God that she should not have been self- indulgent and purchased a brand-new sports car. She is now on disability and has moved in with one of her children. 

2 Shweta is a 30-year-old Indian American female who works as a bank supervisor. She is married, with one child. She has had chronic headaches since the age of 15. The coping self- statements that she is working with here relate to her intermediate and core beliefs, which we will delve into in more detail in Module/Session 7. 

3 Josh is a 60-year-old single black male with a history of depression. He has low back pain that radiates down his right leg, which he has experienced off and on for over 20 years. He worked in a local auto assembly plant for 35 years and has recently retired. 
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Coping Cards

This week’s session utilizes blank, colored 3″ × 5″ index cards instead of the typical worksheet. 

Hand each client five index cards (they can pick their favorite colors). They will be picking one of the coping statements they generated during their discussion and (soon) transferring it to an index card. Before they do, you will want to go over the group members’ coping self- statements, as they may need some adjustments. By way of illustration, the session transcript that was begun earlier continues. 

TherapisT: Okay, now let’s begin taking some of the ideas you’ve come up with, and refining them so that you can come up with some good coping self- statements. Remember that the idea is to have some good coping self- statements ready and waiting, so that when you’re feeling bad, you can use them to outwit those negative thoughts that tend to creep in. Bill, can we start with yours? You had “Carry on despite the pain.” 

bill: Yeah, I like that one. It seems like when the pain gets bad, my negative thoughts try to get me to give up and give in to it. I tell myself that I can’t keep going if I’m in pain. 

TherapisT: I remember you saying before that you feel better being at work than sitting at home doing nothing. 

bill: Yup, and either way, I’m going to have the pain. There’s stuff I can do at work that doesn’t make it worse—like I shouldn’t keep standing in one place for more than 15 to 20 minutes. 

But I can move around a lot, and at least I’m occupied and feeling worth a damn. 

TherapisT: Okay, then. Do you want to add anything to your coping statement, “Carry on despite the pain?” 

bill: No, I like it just like that. It’s short and sweet. I can use it as a motto, and I can remember it, even if I don’t have the card with me. 

TherapisT: Okay, great. Let’s move on to Shweta. 

shweTa: Mine was “Just because others are worse off, I don’t always have to help them.” 

TherapisT: At what times would you use this coping statement? 

shweTa: When I feel that angry feeling— that I have to drop what I’m doing and clean up someone else’s mess for them. 

Calia: I don’t like that one as well as an alternative thought you came up with earlier. It was “I can and will take care of myself,” or something like that. It sounded more positive. 

shweTa: Jeesh, it’s so hard for me to say that. What I really need on a coping card is, “I am worth taking care of myself.” 

TherapisT: I think you’ve hit the nail on the head. How would it feel to read that in your own handwriting? 

shweTa: I think darn good, actually! 

TherapisT: Great! Get that one down. Josh, have you come up with an idea yet? 

Josh: Well, when I have pain, I just go to bed. I have “When I’m in pain, there’s lots I can do besides go to bed.” Then I’ve listed some things: I can take a hot shower. I can go for a walk. 

I can call my sister. I can go to the hardware store. I can download a video. 
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TherapisT: That’s great, Josh. This gives you a list of things you can try as alternatives to going to bed when you are in pain. You’ve already realized that, for you, going to bed when you’re in pain just makes matters worse because you get lonely and depressed. The coping card gives you the reminder to consider different options. 

Homework Assignment

Ask group members to come up with at least three additional coping self- statements that they can use to short- circuit negative thoughts as well as increase their sense of personal control and empowerment. Remind clients that coping self- statements are a bit different from the alternative responses they generated for negative automatic thoughts because coping self- statements are more general, while alternative responses to negative automatic thoughts are pretty specific. Also ask clients to post the coping cards in strategic locations where they will see them frequently. One of my favorite locations is the sun visor of my car because I flip it up and down several times each day. Other popular locations are over the kitchen sink, on the refrigerator, and on the computer monitor. Perhaps the most creative one I have heard so far was one in which the participant pinned each of her five coping cards to the throw pillows on her couch and chairs in the living room, a room that was also the family gathering place. Coping cards should be prominently displayed and used several times each day. Tell clients that coping cards may be habit- forming, but happily, they are without negative side effects! 

We also ask group participants to listen to and practice the new passive muscle relaxation audiorecording at least three times in the coming week. This is a bigger time investment than the brief diaphragmatic breathing exercise introduced in the beginning of treatment, and you should problem- solve with patients ahead of time to increase their chances of adherence. As an interactive discussion, ask them to choose a time of day and a setting in which they will be most likely to practice. Ask them what sorts of barriers they see as presenting themselves and getting in the way of their practice. One barrier includes lack of motivation, and it is important to raise this as a possibility in order to troubleshoot with patients to get them more motivated. 

Underscore the fact that practicing relaxation as one regular part of one’s coping repertoire can be a very powerful way to increase a sense of personal control over one’s situation, including the experience of pain. Suggest to participants that they also continue using the brief breathing exercise on their own as a way of coping with everyday hassles as they arise, or simply as a way to take a short break throughout the day to induce the relaxation response as an inoculation from stress. 

Important Note: Clients should not use the audiorecordings while driving a car or operating other machinery. It is perfectly fine for clients to use the brief breathing technique (with eyes open) on their own throughout the day during their daily activities, and we want the relaxation response to generalize to everyday activities. However, since the audios suggest eye closure, they are not meant to be used while driving. Furthermore, especially since the passive muscle relaxation exercise is longer and may elicit sleepiness for some individuals, listening in the car, even when keeping one’s eyes open, is not recommended (nor is it recommended that the client listen as a passenger while someone else is driving unless they are using earphones). 

Although this should seem obvious, I am surprised by offhand remarks made by the occasional client that she tried it in the car. Therefore, I recommend stressing this to your participants. 
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This cautionary note is also repeated in their summary handout for this session (Client Handout 5.1). 

Postsession Check

At the end of the session, ask group members to write down one or two things they learned from the current session that they could put to use both now and in the future (Client Handout 5.4). Encourage them to go back to their workbook and continue to jot down other notes as they review the session content and practice what they learned. 

CLIENT HANDOUT 5.1

Session 5 Patient Guide:  

Muscle Relaxation and Coping Self- Statements

WHY GO DEEPER WITH RELAXATION PRACTICE? 

Up to this point, you have had experience with a very brief relaxation technique, the diaphragmatic or “belly” 

breathing exercise. This is a good way to introduce you to relaxation, and hopefully you have now learned what the relaxation response feels like. The belly breathing exercise is very helpful for taking a quick break in your everyday activities and destressing. Longer relaxation practices are also useful, particularly because they can prolong the relaxation response, which helps reset the stress thermostat that may have become overactive with the chronic stress of having long-term pain. Further, longer relaxation exercises provide a sanctuary, where you can often get temporary relief from the pain experience. In particular, passive muscle relaxation, as the name implies, is an effective way of reducing overall muscle tension. Muscle relaxation is a really important tool for people with pain problems because their muscles reflexively tighten up in response to pain. Most of the time, you are carrying around quite a bit of extra muscle tension, and you may not even know it. This extra tension only serves to make the pain worse. If you can learn to let go of the extra muscle tension, it follows that your overall experience of pain will be lessened, and that is what many people who practice relaxation come to find. 

Passive muscle relaxation is also named “passive” because you don’t really do anything in particular with your body. Instead, you simply find a place where you can sit or lie down in relative comfort for about 30 minutes, hopefully without being disturbed. Using this technique, we teach you how to focus on specific regions of the body, progressing sequentially from one body region to the next. While you are focusing on a particular part of your body, we’ll guide you to notice any sensations in your muscles or other tissues, and then you’ll learn how to silently suggest to those muscles that they let go, unwind, and relax. 

Notice that I said “about 30 minutes.” Clearly, this is a longer time commitment than the short breathing exercise that you learned in the first part of the treatment program. Some folks with chronic pain feel they can’t sit or lie down for such a long period of time without stirring or shifting position. It’s perfectly okay to shift position as you need to and even to stand up if that is useful to you. The point of the exercise is not to take any particular body position, but to learn to pay attention to the sensations in different parts of the body, and then passively, without any force or real effort, suggesting to the muscles in that part of the body to let go, unwind, and relax. We move from feet to head in an upward fashion, but there is nothing magical about the direction of the movement of attention. 

Once you are comfortable with the technique and can do this on your own without the aid of the audiorecording, you can tailor the exercise to meet your specific needs and desires. You are also welcome to use the audiorecording for as long as it is useful to you, so there is no goal for you to wean yourself off the audio if that works for you. 

During the session, you were guided through the process of the passive muscle relaxation exercise. Between sessions, you are being asked to practice this exercise using the audiorecording at least three more times. Why three? This number of practices gives you a fair trial with the exercise, helps you notice small changes as you continue to practice, but does not impose an extraordinary demand on your time. It’s an investment but a relatively modest one. It’s often helpful to think about, in advance, what the barriers might be to your practice. Does your dog demand constant attention when you are nearby? If there are others in the house, do you feel you are expected to be 

“on call” for their needs? Are you in charge of small children? All of these (and many other things) can be possible roadblocks to practice, but some advance planning can take care of those concerns. Think about the best time of (continued)
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Session 5 Patient Guide: Muscle Relaxation and Coping Self- Statements   (page 2 of 3) day and the most likely physical location where you can sit or lie down in relative comfort for about 30 minutes. And make a plan for that to happen at least three times this week. 

If you find yourself getting sleepy or even nodding off to sleep, you might consider keeping your eyes open while you listen to the audiorecording and sitting, rather than lying down while doing the exercise. If you do fall asleep, it is not a particular problem. People with chronic pain often have sleep difficulties and may be sleep deprived as a result. When you finally settle down and really relax with this exercise, your body may compel you to fall asleep. You can also use this audiorecording to help you fall asleep when you are ready to go to bed, but try experimenting with the exercise at other times as well. This will give you a better sense of what a prolonged, wakeful, relaxation response can do for you. Some people need to practice the relaxation audio first thing in the morning, while they are relatively rested and less likely to fall asleep. 

Important Note: Don’t use the audiorecordings while driving a car or operating other machinery. The audios are not meant to be used while driving, even if you keep your eyes open while doing them. If you are a passenger in a car and want to listen to the audio, listen with headphones on. 

CREATING AND USING POSITIVE COPING SELF- STATEMENTS

Positive coping self- statements are often broader and more general than the new thoughts you came up with after evaluating your negative automatic thoughts. In short, coping self- statements are your emotional “cheerleaders” in your coping toolbox. 

As we go through life and deal with the various challenges presented to us, we develop beliefs about our ability to control what happens to us. Most people with chronic pain feel at least some amount of helplessness when it comes to controlling their situation, particularly as it relates to pain. From this pain management group, you’ve learned that there are some parts of the total experience of pain that you do have the ability to influence or control. 

So the ability to control your surroundings is not a black-or-white, yes-or-no occurrence, but more specific to certain aspects of the situation. 

Various parts make up your pain situation, and you might judge yourself to have control over some of them but not to be in control of others. This is absolutely normal and is likely a realistic take on the situation. People can be internally directed (look to the self), externally directed (looking to others), or both, when it comes to their ideas about controlling their pain situation. For example, when our treatment begins, many people with pain say that they don’t have any personal control over their pain level. Instead, they might feel that pain medications are the only thing that can help them control their pain. You’ve already learned that increased stress or emotional upset can definitely raise your pain level, and ideally, you are beginning to learn that reducing stress and emotional upset can lower your pain level. In this way, your judgment of who controls your pain situation is changing from outside yourself (external) to inside yourself (internal). A different kind of sense of control we have is the part of us that believes we can do what it takes to accomplish some particular goal. These could include your belief in your ability to do the homework assigned to you in this group or your belief that you can recognize a negative thought and replace it with a more realistic, positive alternative. Another example could involve your judgment about whether you can do the exercises prescribed to you by your physical therapist. The more we believe in ourselves, the better able we will be to cope with the stressors associated with the pain. One way to believe in ourselves more is to create positive coping statements that we can use throughout the day as reminders to ourselves about the ways we  do cope. Coping self-statements can be pain- specific (meaning that they can be statements specifically about the pain level or our ability to deal with the pain), or they can be much more general (meaning that they can be statements about our ability to deal with emotions or stress or about our self- concept in general). 

 (continued)
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Session 5 Patient Guide: Muscle Relaxation and Coping Self- Statements   (page 3 of 3) During this session, we helped you create at least one coping self- statement that makes sense to you as true. We also provided you with Client Handout 5.3 in your workbook, which gives you some coping statements created by past clients. During the coming week, try to come up with at least three more coping self- statements that are right for you. Make sure they are phrases or sentences that are positive and helpful but also true. Write them down on the index cards provided to you. Once you have a small “deck” of coping cards, put them in places around your living space where you will notice them. Popular spots are the refrigerator, the bathroom mirror, and the sun visor on your car. You will probably come up with your own creative spots if you give it a bit of thought. The idea is to have these coping self- statements at the ready to help remind you that you are a “coper,” that there are pieces of any challenging experience (including chronic pain) that you do have control over and that you can use your coping skills to make your situation more manageable. 
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CLIENT HANDOUT 5.2

Session 5 Outline for Clients:  

Muscle Relaxation and Coping Self- Statements

THE GOALS OF THIS SESSION

•  In- session practice of the brief relaxation exercise. 

•  Review of the previous week’s session. 

•  Learn relaxation deepening exercise: passive muscle relaxation. 

•  Create and use positive coping self- statements. 

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Our negative automatic thoughts are usually part true and part untrue. The untrue part is not helpful. 

•  You can evaluate your negative automatic thoughts much as a judge would weigh the evidence for and against a case. 

•  First, look for “red-flag words” such as “always” or “never” in your negative automatic thought. 

•  Also, look for “worst-case scenario” statements. 

•  List all the facts that support your automatic thought. 

•  List all the facts that don’t support your automatic thought. 

•  Weighing all the evidence, see if you can create a new, more realistic thought. 

•  How does your new thought affect how much you believe the old thought? 

•  What have you been working on in terms of pain self- management since your last session? 

LEARN RELAXATION DEEPENING EXERCISE:  

PASSIVE MUSCLE RELAXATION

•  Passive muscle relaxation:

||Is a relaxation deepening strategy that prolongs the relaxation response. 

||Directs your focus to specific regions of the body, going in an orderly fashion from one body region to the next. 

||Teaches you to notice any sensations in your muscles or other tissues and then silently suggests to those muscles that they let go, unwind, and relax. 

||Is an effective tool for reducing general muscle tension and may reduce your overall level of pain. 

 (continued)
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Session 5 Outline for Clients: Muscle Relaxation and Coping Self- Statements   (page 2 of 2) CONSTRUCT AND USE POSITIVE COPING SELF- STATEMENTS

•  Coping self- statements are the emotional “cheerleaders” in your coping toolbox and can help to increase your sense of personal control and ability to cope. 

•  Coping self- statements are general positive self- statements. 

•  Coping cards are used to record and display coping self- statements. 

POSTSESSION CHECK

•  Passive muscle relaxation is a deepening strategy that prolongs the relaxation response and relaxes the muscles. It also helps reset the “stress thermostat.” 

•  Coping self- statements are your “emotional cheerleaders” to help you to feel more in control of your situation and better able to cope. 

HOMEWORK ASSIGNMENT

•  Read Client Handout 5.1, a patient guide to this session. 

•  Create at least three additional coping self- statements and put them on separate coping cards. 

•  Pick meaningful places to display your coping cards so that you will notice them and use their messages. 

•  Client Handout 5.3 lists some coping self- statements that other group members came up with. They may or may not be right for you. 

•  Using the audiolink provided, practice the passive muscle relaxation exercise at least three additional times this week. (Don’t listen while driving or operating other machinery.)

•  Try to use the brief relaxation exercise (belly breathing) every day on your own as you go about your daily activities. 
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CLIENT HANDOUT 5.3

Examples of Pain- Related Coping Self- Statements

• I am not my pain. 

• I have managed worse pain than this before. 

• I won’t let the pain ruin my life. 

• I pause and am grateful today. 

• I am learning ways to help me help myself. 

• I am not alone. 

• I am loved. 

• Others care about me. 

• The pain is only part of my larger life. 

• I am learning to focus on what I can do instead of what I can’t do. 

• I am learning to love myself! 
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CLIENT HANDOUT 5.4

Postsession Check

Take a couple of minutes to write one to two things that you learned today that you could use both now and in the future. (You can add to this list as you review the session material and begin to practice what you have learned). 

HOW CAN I USE WHAT I LEARNED TODAY? 
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THERAPIST TOOL 5.1

Session 5 Outline for Therapists:  

Muscle Relaxation and Coping Self- Statements

SESSION OBJECTIVES

•  Lead brief relaxation exercise and process. 

•  Review of the previous week’s session. 

•  Learn passive muscle relaxation exercise. 

•  Create and use positive coping self- statements. 

NEEDED MATERIALS, HANDOUTS, AND WORKSHEETS

•  Passive muscle relaxation audiolink for client practice (describe how clients can get to this link; remind clients not to use while driving)

•  3″ × 5″ index cards of various colors

•  Session 5 Outline for Therapists (this sheet)

•  Passive Muscle Relaxation Script (Therapist Tool 5.2)

•  Session 5 Patient Guide for Clients (Client Handout 5.1)

•  Session 5 Outline for Clients (Client Handout 5.2)

•  Examples of Pain- Related Coping Self- Statements (Client Handout 5.3)

•  Postsession Check (Client Handout 5.4)

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Ask returning group members to help you review the last session for newer members: “How do you evaluate a negative automatic thought once you recognize it?”; “How do you create new responses that are more realistic?” 

•  Ask all patients, “What have you been working on in terms of pain self- management since your last session?” 

( Hint: Even those patients who are new to the groups will have had at least the introductory treatment session). 

SESSION OBJECTIVE: LEARN PASSIVE MUSCLE RELAXATION

•  Introduce passive muscle relaxation:

|

| A relaxation deepening strategy that prolongs the relaxation response. 

|

| Directs your focus to specific regions of the body, progressing sequentially from one body region to the next. 

|

| Teaches you to notice any sensations in your muscles or other tissues, and then silently suggests to those muscles that they let go, unwind, and relax. 

|

| Is an effective tool for reducing general muscle tension and promoting the relaxation response. 

 (continued)
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Session 5 Outline for Therapists: Muscle Relaxation and Coping Self- Statements   (page 2 of 2)

•  Use script to lead participants though passive muscle relaxation (approximately 25 minutes.)

•  Process participants’ experience. 

SESSION OBJECTIVE:  

CONSTRUCT AND USE POSITIVE COPING SELF- STATEMENTS

•  Say to clients: “Coping self- statements are the emotional ‘cheerleaders’ in your coping toolbox and can help to increase your sense of personal control and ability to cope.” 

•  “Coping self- statements are general positive self- statements.” 

COPING CARDS

•  Tell clients: “Coping cards are used to record and display coping self- statements.” 

•  “Construct a coping self- statement relevant to your pain situation.” 

•  “Write it on a 3″ × 5″ index card.” 

•  “Pick a place to display the card and refer to it often.” 

HOMEWORK ASSIGNMENT

•  Tell clients: “Construct at least three additional coping self- statements and put them on separate coping cards.” 

•  “Pick meaningful places to post them and display them prominently.” 

•  Ask clients to listen to and practice the new passive muscle relaxation audiorecording at least three times in the coming week. 

•  Do advance problem solving with clients to troubleshoot potential barriers to relaxation practice. 

•  Remind clients not to use relaxation audios while driving a car or operating machinery, even if they keep their eyes open. 

•  Ask clients to continue using brief breathing exercise on their own in everyday situations to help with stress inoculation. 

POSTSESSION CHECK AND SESSION SUMMARY

•  Hand out the Postsession Check (Client Handout 5.4) and have clients write a couple of things down before they leave. Encourage them to add more to this sheet as they review the session content and practice during the week. 

•  Summarize the content of the session:

|

| Passive muscle relaxation is a deepening strategy that prolongs the relaxation response and relaxes the muscles. 

It also helps reset the “stress thermostat.” 

|

| Coping self- statements are your “emotional cheerleaders” to help you to feel more in control of your situation and better able to cope. 

|

| Remind clients to read the patient guide (Client Handout 5.1) in order to get a recap of the session. 
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THERAPIST TOOL 5.2

Passive Muscle Relaxation Script

Find a quiet place where you can sit or lie down in relative comfort without being disturbed for a little while. If you are sitting, you can use the back of the chair to support your lower and middle back . . . your spine is lengthened slightly but not stiff. Let your shoulders relax down away from your ears. You might want to uncross your legs if they are crossed and rest your feet on the floor if that is comfortable for you. If there is a headrest on your chair, your head can be supported by it. If there is no headrest, you can lower your chin slightly toward your chest. If you are lying down, allow your body to be supported in a way that is most comfortable for you. You might want to prop a pillow underneath your knees and use a neck rest, but these aren’t necessary if you’re comfortable without them. In either position, your gaze should be soft and somewhat unfocused if you have your eyes open. At any point, you can close your eyes if you want to. 

Once you are relatively settled, allow your attention to be drawn to your breathing. Notice the intake and the outflow of air, in and out of your lungs. Allow your breathing to become slower, deeper, and more regular if that’s comfortable for you. Continue to focus on your breathing, and notice the slow, comfortable rhythm of breathing that you are beginning to establish. Inhale, exhale. . . . Each time you take a breath, consider that the clean, fresh air you are breathing in has a cleansing, relaxing effect. Each time you exhale, you are removing the old stale air from your body. Inhaling clean, fresh, relaxing air, and exhaling the used up air. . . . 

We call this passive relaxation because it doesn’t require any effort. It simply involves focusing your awareness on something that I suggest— at this moment, the breath. And as you focus on the breath, just experiment with observing all the little details going on with the simple act of breathing. Breathing in and breathing out. . . . 

Once you’ve settled reasonably well into observing the details of your breathing, allow the focus on your breath to move to the background. You’re still aware of your breath as it moves in and out of your body, but let it fade into the background. And when you are ready, just allow your focus of awareness to begin moving to your feet and ankles. Experiment with noticing any sensations coming from your feet and ankles, for example, the feel of your socks or stocking around your toes and ankles, your shoes enclosing your feet, the bottoms of your feet against the floor or the sensation of your heels being supported by the bed or floor. Be aware that there are many bones, liga-ments, tendons, and small muscles in your feet and ankles. Experiment with focusing your awareness on the muscles in your feet and ankles. Pay close attention and notice any sensations coming from the muscles in your feet and ankles. . . . And then simply suggest to those muscles that they let go, unwind, just relax. . . . 

Next, move your focus to your legs. Notice the feel of your clothing against your legs, the feel of the chair (or bed) against the back of your legs. Feel any differences in sensation between your right and left leg. This might be felt as a difference in the way you are holding your legs, or perhaps a difference in temperature, or perhaps a difference in muscle sensations. Be aware of any feelings of tightness, tautness, muscle activity, or muscle tension in your legs. And then just suggest to those muscles that they too let go, unwind, and relax. Simply by focusing your awareness on your legs, noticing any sensations of muscle tension, and suggesting to yourself that the tension can be released, you will successfully reduce the muscle activity in the area. Without effort or energy, just let it go. . . . 

As we progress upward through all of the muscles in your body, continue to allow your breathing to remain deep, slow, and regular, at a level that is most comfortable for you. Inhale the fresh, relaxing air, and exhale the used air. . . . Now move your focus upward to your hips and buttocks. Notice any sensations in your hips, your buttocks. 

Notice whether the sensations are near the surface or deep. Pay close attention to every little detail of sensation as you become aware of it. And then, just suggesting to the muscles in your hips and buttocks to let go, unwind, and relax. 

 (continued)

210 

Passive Muscle Relaxation Script   (page 2 of 3) Continue upward now, focusing your awareness on the muscles in your lower and middle back. Even if there are some uncomfortable sensations there, see if you can simply observe them for the moment. What are the characteristics of the sensations you are aware of? If uncomfortable, is there a sharpness? A throbbing? An ache? What other sensations are you aware of? There are many different layers of muscles in your back: short ones running side to side and long muscle fibers running up and down your back. You might experiment with visualizing these muscle fibers as lengths of twisted rope, the amount of tension matching the amount of twisting in the rope. Perhaps allowing the rope- muscles to untwist and unwind. Allowing the muscle- rope to lengthen and slacken, to get longer and looser, as if all of the muscles in your lower and middle back were letting go of tension and going slack. . . . Let the muscles in your belly or abdomen area simply join in to the relaxation process, letting go, and going along. . . . Letting those muscles slacken. . . . And now allowing the muscles in your ribcage to join in. The muscles joining your ribs together are very tiny muscles that tend to draw the ribs together. Think about those muscles for a moment . . . 

the tiny, short muscles drawing the ribs together. Suggest to those muscles that they lengthen, relax, and let go. And, as that happens, you may notice a very slight, or perhaps not so slight, relaxation of your chest cavity, of your rib cage. And, as that happens, you have even greater ability to breathe deeply, more fully, more comfortably . . . going deeper and deeper into relaxation. . . . 

And letting your awareness be focused on your upper back and shoulder blades. Noticing if you’ve got any extra tension or tightness in your shoulders, an area where we generally hold a lot more tension. Even if it doesn’t get up to the level of pain—see if you can make that distinction between tension and pain. See if you can find tension in the trunk of your body that may or may not be to the point where you would label that as painful. Letting yourself focus on any muscle activity or tension involved in your upper back and shoulders. This is where a lot of people tend to take a lot of their tension. So, I’d like you to pay particular attention to it now. Focusing your awareness on those muscle fibers . . . very large muscles in your shoulders, running through the upper back. Some people describe their tension as knots of tension. If you should have any of those knots of tension, you might want to visualize them as springs on a tightly wound clock. You might want to experiment with visualizing the spring on the clock beginning to unwind, to loosen, to slacken up. And as that happens, allowing the muscles in your upper back and shoulders to continue to slacken, to continue to relax . . . deeper and deeper. 

Next, focusing on your upper arms and your lower arms. Focusing your awareness on the sensations in your arms, notice the sensation of the sleeve of your clothing as it encircles your arm. And focusing specifically on the muscles and the muscle activity in your arms. . . . See if you can just observe that for the moment. Notice whether the sensations have a temperature component— hot . . . warm . . . cold. . . . Are there other characteristics to those sensations?. . . . And then suggesting to the muscles in your arms that they just let go, that the muscles lengthen and smoothen, and relax . . . more and more. 

Even your hands have muscles, and we sometimes hold our hands with tension; perhaps we’re not even aware of doing so. Focusing on your hands, notice how you are holding them. Chances are you are holding them fairly comfortably at this point because your body is beginning to really relax pretty deeply. But see if you can become aware of the very tiny muscles in your hands—they may be holding some lingering tension or some muscle activity that you may not even sense as tension. Letting that muscle tension simply flow out of your hands and away from your body, continuing to breathe in the relaxing fresh air and continuing to exhale the old, used up air . . . in and out. And, now your arms and hands have joined into the whole process of relaxation. . . . 

. . . . Let’s pay some particular attention to your head and face and neck before we finish. Consider the muscles in your neck, the muscles that run up and down from the back of your head down to your shoulder blades. This is (continued)
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Passive Muscle Relaxation Script   (page 3 of 3) another area where people tend to take in a lot of tension, and you may be one of those people, maybe not. Notice the sensations in your neck. Notice those long muscle fibers. Again you might visualize these muscles as twisted ropes . . . go ahead and allow that rope to unwind, to untwist. Allow the fibers of the rope to begin to separate, and soon you are dealing with individual fibers slackened and untwisted. If you have a headrest, go ahead and allow it to totally support the head, and if you are in a chair without a headrest, allow your chin to lower slightly more toward your chest as your neck relaxes more and more. 

. . . . And allowing that feeling of relaxation that has taken over your entire body to begin to spread up the back of your head, into the thin layer of muscles surrounding your skull. Allowing that sense of relaxation to travel slowly up the back of your head like warm, liquid relaxation. Simply allowing the back of your head to be bathed in that sensation . . . warm, liquid relaxation. . . . And continuing upward to the top of your head and, at the same time, around your temples, around the side of your head, this warm, liquid sensation bathing and penetrating the thin sheet of muscles surrounding your skull, in your scalp. Allowing the muscles to just let go, relax, and unwind. 

Let’s pay special attention to your forehead and the rest of your face. You might want to visualize the skin on your forehead as a wrinkled piece of velvet. These imagined wrinkles aren’t from age but match to the amount of tension in your forehead right now, and that can change during the exercise. Visualizing your forehead as a wrinkled piece of velvet. Visualizing the color. And taking an imaginary finger, you begin to smooth out each wrinkle, one by one. You can even count the wrinkles as you smooth them away . . . 1 . . . 2 . . . 3 . . . 4 . . . just continuing on at your own pace, and as you count, going deeper and deeper into luxurious relaxation. You can do this same thing with your face. Smoothing the wrinkles in your eyelids, smoothing the wrinkles in your lips. Allowing your jaw to go slack. You may even find that your mouth begins to open ever so slightly as the muscle tension holding your jaw clenched begins to let go . . . begins to relax. 

. . . . And now, just sitting and enjoying any sense of relaxation you may be aware of. Go ahead and take an additional brief survey of all the parts of your body to see if there are certain areas where you’d like to release any lingering tension. Go ahead, and as you find a spot here and there, allow yourself to let go, unwind, and relax. . . . 

. . . . And just taking a moment to experience your sense of relaxation. This relaxation can carry over even after you finish the exercise.  Also, you can practice this relaxation at home. I want you to practice at least three times each week.  Each time you practice, you may notice that you become better and better at relaxing your body and mind. . . . Now, as you continue to experience the luxury of relaxation, bring your awareness back to the room in which you’re sitting or lying. Feel the support of the chair you’re sitting in or the surface you’re lying on . . . notice any noises in the room or outside of the room. . . . Notice the temperature of the room. . . . Notice your thoughts and feelings as the relaxation practice comes to an end. You might want to wiggle your fingers and toes, maybe shrug your shoulders a little bit. . . .  And when you’re ready, go ahead and open your eyes, alert, refreshed, and relaxed. 
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T R E A T M E N T   M O D U L E   6

Deeper Beliefs

The sixth treatment session introduces the concept of intermediate and core beliefs. Therapist Tool 6.1, found at the back of this module, provides an outline of Session 6 to be used by the therapist. Client Handouts 6.1–6.6 can be found at the back of this module. 

SESSION 6 TRE ATMENT OB JEC TIVES

•  Brief relaxation exercise and processing of passive relaxation practices. 

•  Review the previous week’s session. 

•  Identify deeper negative beliefs and make new beliefs. 

•  Learn about the “acting as if” exercise

Brief Relaxation Exercise and Processing of Passive Relaxation Practices As usual, begin the session with the brief relaxation used each session, adapting the script from Therapist Tool 2.2 as desired. Ask participants about their responses to the exercise, and ask returning participants about their relaxation practices between sessions. 

Remember that in the previous session, we introduced a longer passive muscle relaxation exercise, so you want to allocate a longer amount of time than in previous sessions to process patient comments. Ask participants to compare their experiences of the brief relaxation to the longer relaxation exercise. Also, ask them to share their experiences of practicing the passive relaxation at home versus experiencing it in the previous session. It is important to reinforce the participants who practiced the relaxation exercise. You will have several who did it at least once, a couple who practiced at least three times, and a few who didn’t do it at all. Without being punitive to the nonadherent clients, first focus your attention on those who practiced. They will likely be your best motivators to those who did not because some of them will be delighted with 213 
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the effects they observed. Not only do some report temporary relief from pain, but many also report a sense of calm and peace that is not typical for them. After adequately focusing on those who practiced, you will also want to hear from people who did not. 

Troubleshooting  Tip:  Some clients will not have practiced at all. The most common reason given is finding the time to practice. It may help to deconstruct the issue for nonadherent patients, starting with what plan they came up with in the previous week. Recall that we asked patients to identify when and where they would practice, and we also asked them to identify potential barriers to practice and how they would get around the barriers. Ask them to remind you of what they came up with, and also ask them to paint you a word picture of what transpired to get in their way. 

A brief session transcript follows. 

TherapisT: Now that many of you have practiced both the brief relaxation exercise and the passive muscle relaxation exercise, let’s talk about your experiences with your practice. 

shweTa: I was surprised how relaxed I got after the 25 minutes. My body felt great! 

TherapisT: Tell us more about what you mean when you say your body felt great, Shweta. 

shweTa: It kind of felt heavy and “floaty” at the same time. And my pain level definitely decreased. I think it was because my mind was distracted by focusing on different body parts. 

bill: Yeah, but when I got to the part about focusing on back muscles, I kind of just seized up! 

I work hard trying to ignore my back, and I just didn’t want to go there! 

ColeTTe: I had just the opposite reaction. When I got to my back muscles, I was able to really feel them relax, and I realized that the extra tension contributes to my pain. 

TherapisT: One important point here is that different people have different reactions when they practice. It’s also important to know that your experiences can change as time goes on and you continue to practice. Bill, it’s perfectly okay to “tune out” my instructions to focus on the back as you’re doing the exercise. The important thing is that you practiced and noticed. What was it like for you as you focused on other body parts? 

bill: The other parts were fine, and I felt like I got heavier, kind of like what Shweta was saying. 

Calia: I didn’t think it worked as well at home as it did in the session last week. I wonder why? 

TherapisT: Help us understand what you mean by “didn’t work as well.” 

Calia: I didn’t get as deeply relaxed. Last week, in the session I almost fell asleep I was so relaxed! 

TherapisT: Let’s talk about the differences between doing this at home versus doing this in session. 

ben: Well, home is real life. This is not! ( Several group members laugh.) TherapisT: And what’s the difference for you, Ben? 

ben: Here, there are no distractions. And everyone’s doing the same thing. Real life is a constant distraction. Haha. 

Calia: Yea, plus my house is either totally empty and lonely or filled up with my grans and really noisy! 
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ColeTTe: Even though I felt really relaxed, I felt a little bit guilty taking the time for myself. 

Josh: My living situation is really stressful, but here, everyone understands. You’re not the weirdo with pain. Everyone supports each other here. 

TherapisT: So you guys just said a lot! There are lots of potential differences between practicing the relaxation here, in a quiet place surrounded by people who understand and support you, in a time that’s carved out to be doing exactly this. This is what “you’re supposed to be doing” in this group, this self-care stuff! 

ColeTTe: Oh yeah, that’s big time for me, cause I don’t feel like I should be taking any more time out for me than what I’m already doing in this group. 

TherapisT: This is a great one to work further on this week, Colette, because we are going to be talking about the deeper beliefs we hold about pain and about ourselves, and you just named one. For now, let’s review how your practice with coping cards went and then we’ll move to a new topic called “deeper beliefs.” 

Session Objective: Review the Previous Week’s Session

In addition to practicing the passive muscle relaxation exercise, group members were asked to come up with at least three coping self- statements as part of their at-home activity assignment. 

In reviewing the homework, you want clients to report on the content of the statements they constructed, but you also want to hear about how and where they chose to display their coping cards. A brief session transcript follows. 

TherapisT: How did folks do with their coping cards? I’d like to hear about at least one new coping card you made for yourself. And where did you put your cards? 

ColeTTe: Well, I’ve been thinking about that one on the list you gave us—the one that said, 

“I try to imagine that for some reason it is important for me to endure the pain.” There’s really two ways to look at that one: first, it could be a punishment and you’re “sentenced” to suffer. Or another interpretation is that it’s important to “endure” in order to not get sucked into the pain. 

TherapisT: Keep talking, Colette. I think you’re onto something. 

ColeTTe: Well, I changed the meaning of the word “endure,” actually. I came up with “It’s really important to go on with what’s important in life, in spite of the pain.” That’s kind of a long one, I know. 

bill: Sounds similar to the one I came up with: “Carry on despite the pain.” 

ColeTTe: Yeah, but I want mine to be more toward the “what’s important in life” part. 

Calia: How about “Keep your focus on what’s important in life?” 

ColeTTe: I like that, and then I could even list those things that  are important to me in my life. 

TherapisT: Excellent idea, Colette. And good work. I really like how the group members help each other like this. That’s a really important part of having a group! 

andrea (a newer group member): Lord, listen to us. We sound like the walking wounded! 
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ColeTTe: Hmmm. We may be wounded, but we’re walking! Hey, there’s a slogan! ( Group laughs.)

TherapisT: Actually, Colette, that’s not a bad coping card for everyone, is it? It’s catchy, and it puts a totally different spin on the “walking wounded” saying. 

Calia: Making lemonade out of lemons, my mom used to say. 

TherapisT: Not a bad thing to do with lemons, actually. Now how about places for the coping cards? Did anyone get creative? 

Calia: You gave us this idea, but I pinned each one to a different throw pillow in the living room. I spend a lot of time in there, and I’m always picking up throw pillows. I told my grans they better not remove them or make fun of them! 

TherapisT: That’s great, Calia! Now one thing about coping cards I didn’t tell you earlier is that you should replace them with new ones every couple of weeks, or whenever a new situation comes up for you. Experiment with changing the colors of the cards, and changing where you post them, in order to keep noticing them. Coping cards can serve as a great positive reminder to you, as long as you keep working with them, and keep it so that you notice them. Now let’s move on to the next topic. 

After the homework review, it is time to move on to presenting the new treatment objective for Session 6: identifying deeper negative beliefs and making new ones. 

Session Objective:  

Identify Deeper Negative Beliefs and Make New Beliefs

Recall from Chapter 2 that intermediate and core beliefs are less situation- specific than automatic thoughts and that these underlying belief systems are said to provide the thematic content of automatic thoughts. Intermediate beliefs are generally held attitudes, assumptions, and rules (J. S. Beck, 2011), and they are assumed to stem from core beliefs. Intermediate beliefs often express themselves in terms of a “should,” a “must,” or an “ought to.” To simplify terminology for clients, I have begun to refer to intermediate beliefs as “should” beliefs. Core beliefs (sometimes referred to in the literature as “cognitive schemas”) are considered to reflect one’s most central beliefs about the self and the world. People hold both positive and negative intermediate and core beliefs, and we certainly aren’t out to change them all—only the negatively biased ones that really get in our clients’ way. It’s important to note that negative beliefs are not necessarily everyday thoughts; when things are going well, people tend to have positive belief systems. 

However, environmental stressors are likely triggers for negatively distorted beliefs. Certainly, the stress associated with a chronic pain disorder is sufficient to activate negative belief systems. 

Troubleshooting  Tip:  Identifying deeper beliefs, particularly negative core beliefs, tends to be more distressing for clients than identifying automatic thoughts. This makes sense when one considers that underlying beliefs are not specific to particular situations and that they tend to be more firmly held than automatic thoughts. Nonetheless, I have encountered groups where one or more clients insist that they do not hold negative beliefs about themselves, 
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and they can’t quite understand others’ doing so. In cases like this, I assure clients that we are not assuming that they all go around “branded” by fixed, negative core beliefs that guide their every move. However, especially during stressful and unpleasant times, it is quite natural and normal for negative belief systems to be triggered. These beliefs then provide a theme for negative automatic thoughts, guiding which, if any, coping responses are attempted. 

In preparation for introducing the concept of should beliefs and core beliefs, it is useful to go back through the clients’ homework worksheets from previous sessions if you have copies of them. Ideally, you will be making notes along the course of treatment that will help you generate hypotheses about clients’ intermediate and core beliefs in preparation for this session. Often, clients give clues about their deeper beliefs with the language they use or with the images that come to mind when they are describing their automatic thoughts. Another way to identify clients’ deeper belief systems is to look for common themes across automatic thoughts. 

Troubleshooting  Tip:  As I have mentioned earlier, a client sometimes mistakes an underlying belief for an automatic thought and brings it into an earlier session, when he may not be ready to work on underlying beliefs. If so, inform the client that what he has proposed as an automatic thought is probably a more deeply held belief (which will be examined in a later session), and help the client come up with an associated automatic thought that he can work on for the moment. Then file the client’s underlying belief away in your notes so that you can bring it up and work on it in the appropriate session. 

In basic cognitive therapy texts (e.g., J. S. Beck, 2011), it has been suggested that negative core beliefs tend to take on themes of either helplessness or unlovability and that it helps to determine whether core beliefs are on the helplessness side or on the unlovability side. You can use the following material as a guide to introducing deeper beliefs. 

We’ve spent the last few sessions learning about the importance of thoughts, and we’ve focused mostly on the automatic thoughts that pop up in our mind like a steady stream of commentary. You’ve probably noticed that some of your automatic thoughts have common “themes” to them. For example, the subject matter of your automatic thoughts might include some notion of not being in control of certain aspects of your life. Some automatic thoughts are “frequent flyers”; that is, the same automatic thoughts seem to keep coming up in response to similar situations. Frequent flyer thoughts come from deeper beliefs about the world around us and about ourselves. Everyone has deeper beliefs— they are the way we try to make sense of the world. Deeper beliefs can be divided into two types: “should beliefs” and “core beliefs.” 

Should beliefs are the “rules” we hold for ourselves and for others. When we tell ourselves that something  should be a certain way, or that we  must do such-and-such, those are should beliefs. Core beliefs are the very deeply held notions we have about ourselves and about the world around us. Core beliefs are our basic notions about the general goodness (or badness) of people, and about our own self-worth and capability. When things are going fine in our lives, we usually operate under positive belief systems about ourselves and the world around us. But in times of stress, belief systems are more likely to become one-sided in the negative direction. Negative core beliefs often have themes of helplessness (“I’m weak, needy, ineffective, inferior to others”) or unlovability (“I’m defective, unworthy, worthless, bad, toxic, or evil”). Core beliefs affect your should beliefs and your automatic thoughts. It’s important to examine our own belief systems because they can be negatively one-sided just the way 
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automatic thoughts can be negatively biased. Belief systems are trickier to change than automatic thoughts because they are more general and more deeply held. That’s why we usually work on automatic thoughts first—to give you some success with this. In this session, we’ll learn how to recognize and evaluate negative beliefs and come up with new ones that work better for you. Deeper beliefs, just like automatic thoughts, are ideas, and ideas are not set in stone. Once you recognize them, you can change deeper negative beliefs just like you can with automatic thoughts. 

Using Client Handout 6.3 as your guide, draw a simple tree (roots, trunk, branches, some leaves) on the flipchart (or whiteboard). Explain that automatic thoughts are the leaves, which stem from the branches. The branches and trunk represent should beliefs. The deepest beliefs, core beliefs, are the roots of the tree. It helps to get some examples from group members of what a should belief or a core belief might be, and list them on the flipchart next to the part of the tree to which they belong. You can also help clients draw connections between having possible should beliefs and core beliefs and a negative automatic thought. 

Worksheet: Deeper Beliefs Worksheet

Using the Deeper Beliefs Worksheet (Client Handout 6.4), we want participants to identify a stressful situation, a negative automatic thought, a should belief, and a core belief that are all related to each other. Ultimately, we also want them to construct a new belief once they have recognized and examined their deeper beliefs. Some clients will be able to take the examples they contributed in the preceding discussion and use it on the new worksheet. Others will need to come up with some ideas, and it helps to give them an example of an already completed worksheet. You can use Client Handouts 6.5 and 6.6 for this purpose. Using Client Handout 6.5, explain how the stressful situation (e.g., “I couldn’t cook dinner for my family tonight”) led to an automatic thought (e.g., “My family thinks I do not do enough for them”). There are also some should beliefs and core beliefs that fuel this automatic thought. In this case, the should belief is “I should cook supper every night for my family,” and the identified core belief is “I am useless.” Notice that the worksheet has a place to indicate whether the client believes that the thought (or belief) is completely true or not. Next, the worksheet has a place to list some ways in which these beliefs are not helpful to them (e.g., “If I believe I am useless, I’ll get depressed and stop trying.”). Also listed are some ways that the belief system might  seem to work in their favor (e.g., “Believing I am useless gives me an excuse not to try”). The final part of the worksheet asks clients to construct a new belief based on their work so far. The new belief doesn’t need to be unrealistically positive; in fact, we are striving for a realistic and balanced new belief, rather than a sugarcoated new belief. Clients will be also be given a homework assignment to experiment with the new belief, the “acting as if” assignment. In our example, the client’s new belief is “Whether I cook dinner or not, I am a valuable member of my family.” 

Once you have gone through the example worksheet (Client Handout 6.5), you can guide group participants through the process of filling out their own worksheet, using the material below as a guide. 
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Let’s start the Deeper Beliefs Worksheet together. First, write a few words about a problem situation. 

Next, write an important automatic thought about your stressful situation. 

To come up with your should belief, it may help to ask yourself:

•  What are the “rules” I have about this situation? 

•  What do I think I should have done/acted/said/thought in this situation? 

•  This could be your should belief. Next indicate with a yes or no if you believe it is completely true. 

Next, try to come up with a core belief. Remember, these are the deepest beliefs. These are the roots of the tree. It might help to ask yourself:

•  What does this whole situation mean about me as a person? 

•  Your answer may be your core belief. Next indicate with a yes or no if you believe it is completely true. 

Just like our automatic thoughts, our should beliefs and core beliefs may have some parts that are not true. When we hold onto beliefs that are not completely true, they may work against us and we run into problems. Write down some ways that your deeper belief might work against you. Also write down some ways that your deeper belief might  seem to work in your favor. One reason why we might hold on to a negative deep belief is that it seems to work in our favor, but in the end, it doesn’t. We’ll see how this goes as we continue to fill out the forms together. 

Now it’s time to come up with a new belief. Remember how we said that your automatic thoughts are ideas? Your deeper beliefs are also ideas. Ideas are not set in stone. Ideas are not permanent. 

You can challenge ideas. In the last box of your Session 6 worksheet, write an alternative or new belief to replace your original belief. 

•  Use the worksheet already completed until this point to help you. 

•  You don’t need to make your new belief so positive that it is not realistic. 

•  The point is to make the new belief work better for you than the old belief. 

To return to Ben’s case (last used as an example in Session 4), it is easy to see how his beliefs related to the meaning of his MRI results (“physical evidence” of spinal pathology) played into his automatic thoughts, subsequent emotions, and behavior. If Ben believed that the MRI pathology guaranteed that he would perceive pain (i.e., the “tissue damage equals pain” 

theory), he would be likely to view his MRI results as a sentence to chronic and possibly even worsening pain, over which he would have little control. He would be likely to have considerable fear of engaging in restorative exercises, out of concern that he might do even more damage to his spine. Without having a clear understanding of his doing so, Ben would be likely to adopt a passive approach to his pain condition— believing recovery of function to be an impossibility; behaving likewise; and simultaneously increasing the likelihood of additional surgeries, more medications, and ever- decreasing function. In the next section, I use Ben’s example to illustrate how his core beliefs as a person in pain gave rise to pain- related should beliefs, which in turn led to some of the specific automatic thoughts that recurred for him on a day-to-day basis. 

[image: Image 7]
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Recall from Session 4 that Ben had struggled with creating an alternative belief for his original automatic thought, “My spine is completely destroyed!” Although he created a somewhat less noxious alternative response, “My spine is real messed up,” he still believed the original automatic thought a moderate amount, and his alternative thought was still quite negative. 

I therefore worked further with Ben in session, and he came up with another alternative: “The MRI doesn’t control how much pain I feel.” I made a mental note that a common theme in many of Ben’s “facts” refuting his automatic thought had to do with work- related issues. Also, since Ben was referred to cognitive treatment by his physician after they had discussed his applying for disability, work- related issues were probably paramount for Ben. I therefore suggested to Ben that he might think about possible should beliefs and core beliefs related to work issues for his in- session worksheet. 

During our discussion of using the Deeper Beliefs Worksheet, Ben filled it in, as shown in Module Figure 6.1. A narrative of the interactive work in session follows. 

S

tressful situation: More pain at work

A

utomatically I think: I guess I should apply 

for disability, I can’t work much longer

Automatic

Completely true? Mostly

Thoughts

Men should take care of their families 

Should

by working

Beliefs

Completely true? Yes

Core

Beliefs

I’m becoming an invalid; I will be worthless

Completely true? Yes

How do my deeper beliefs seem to work

How do my deeper beliefs seem to work

against me? 

for me? 

I’d feel worthless (I already do)

? ? ? 

I’m giving up on life

Alternative or new belief(s)

? ? 

MODULE FIGURE 6.1. Ben’s Deeper Beliefs Worksheet, filled out during our discussion of deeper beliefs. 
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TherapisT: Ben, you have listed as an automatic thought “I guess I should go ahead and apply for disability; I won’t be able to work much longer,” and as a should belief “Men should take care of their families by working.” 

ben: Actually, I don’t believe I won’t be able to work much longer as much as I did before last week, but I figured it was a good one to keep working on. I put that I “mostly” believe it. 

TherapisT: I think it’s critical to keep working on, I agree. Let’s take a look at your deeper beliefs. 

ben: Oh yea, well, if I have to quit my job, I will definitely be totally worthless to my family! 

And even my doctor thinks I should apply for disability, so she’s already given up on me! 

TherapisT: Do you see how your deeper beliefs generate lots and lots of negative automatic thoughts? Here’s another one that just popped up: “My doc has given up on me!” 

ben: Geez, once again, I wasn’t even aware I was doing that. These thoughts we have are down-right deadly! 

TherapisT: The more you pay attention to this, the better you get at catching those unhelpful thoughts and challenging them. For now, let’s focus on where these negative automatic thoughts might be coming from—the trunk and the roots of the tree. So you have the should belief that “men should work to be worthwhile.” And you have an even deeper belief that “I will be worthless.” Do you see how the core belief “I will be worthless” could drive a should belief of “Men should work to be worthwhile?” 

ben: Yeah, and both of those beliefs make lots of negative thoughts pop into my brain!. . . . Actually, I already feel pretty worthless. 

TherapisT: Okay, so you’ve taken that deeper belief a step further to “I am worthless.” 

ben: Yes, and I know that does me no good. I’m giving up on life by buying into feeling worthless. 

TherapisT: And by giving up on life, how does that affect your emotions and behavior? 

ben: I’m depressed, I mope around, I’m grouchy, and I withdraw and go to bed. 

TherapisT: And what happens to your pain level? 

ben: It goes up. That’s why I said I’d rather be at work. At least it distracts me. 

TherapisT: Now let me ask you a tricky question. What is the possible advantage of holding onto the belief “I am worthless?” How does it seem like it might serve you? 

ben: I can’t see any advantage. That’s why I left that one blank. It makes me feel terrible about myself— like a real loser! 

TherapisT: That’s certainly a disadvantage. And I think it contributes to your depression and all those negative behaviors you just told us about. But is there any seeming benefit of believing you are a worthless invalid? 

Josh: Maybe it helps us feel less guilty. If it’s not our fault, then maybe we can live easier with the fact that we’ve brought this burden on our family. 

bill: Hey, it’s not like any of us are getting a kick out of making things tougher on our family. It just makes matters worse if you make yourself feel guilty about it. 

ben: I don’t want to feel guilty, but I can’t help it. 
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Josh: Believe me, Ben, I don’t want to feel guilty either, and I do sometimes. But isn’t the point of this group to teach us that we  can help it? 

TherapisT: Sounds like some of Ben’s belief systems about the meaning of his pain condition operate for several of you, which isn’t surprising. The question I asked is a challenging one: What do we get out of holding the belief systems that we hold? Because if we feel like there are some benefits to holding onto a belief, we are less likely to let it go. 

Julie: For me, it’s easier to accept this steady decline believing there’s nothing I can do about it than if I believed there was something I could be doing about it. 

ben and oThers: Oh, yeah. That’s true. I can relate to that. 

TherapisT: So, if I understand what many of you are saying, it seems like there’s an advantage to believing you can’t do anything about your pain condition (that you are a “helpless invalid”) because you feel less guilty if things get worse or if your family is burdened. It’s as if you are telling yourself that if you believed you had control over your condition, then any setback would be your fault—any family burden would be avoidable. 

ben: You pretty much hit the nail on the head there. 

TherapisT: Okay, I think that’s important to put something like that down under how your beliefs seem to work for you. Now, I also notice that you didn’t have anything down yet for a new belief— something that might be more balanced and less weighted on the negative side. 

ben: Hey, man, I was told “you’re worthless” all my life. Why should I stop believing it now? 

TherapisT: You will have to decide if that belief is really serving your needs or not. But if, as I suspect, it’s getting in the way of your taking control of your life, then it may be one you want to really examine. Since many of you can relate to what Ben is saying, can anyone help Ben out with a new belief that he might try on for size during the next week? 

ColeTTe: What if we said something like what was on the example worksheet? In Ben’s case, it would be “Whether I work or not, I’m a valuable member of my family.” 

ben: Wow, I have a  really hard time buying that! 

TherapisT: Our deeper beliefs are tougher to change than our automatic thoughts, for sure. But I want to show you a way you can experiment with it in the next week, if you are willing. 

Let’s take just this part: “I am a valuable member of my family.” If you believed that, Ben, would there be things that you did differently than you are doing now? 

ben: You mean besides bringing in a paycheck? 

TherapisT: Yes, things beside that. If you believe you are valuable to your family, what else would you be doing? 

ben: Oh, I know one thing right off the bat: I’d read to my little one. She loves it, and I can do that. She loves to snuggle with me in the bed and read. But I get so down on myself, I just withdraw. 

TherapisT: Okay, now you have something to work with! Let’s keep going as I explain the “acting as if” exercise. 
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Session Objective: Learn about the “Acting As If” Exercise Obviously, some powerful material is generated by examining deeper beliefs. Remind clients that although underlying belief systems are harder to challenge than automatic thoughts, they are still ideas, not necessarily facts. Ideas can always be tested. The trick is to help clients buy into the new (more balanced) belief. It is useful for clients to experiment with a new belief in order to test out whether it has potential merit. To help them do this, you should suggest a behavioral test often referred to as the “acting as if” exercise. Even if a client does not wholly accept the alternative belief in replacing the original intermediate or core belief, ask her to experiment during the next week with  acting as if the new belief is true. It is important to help clients be specific about how they plan to act as if their new belief is true. In the session, help clients come up with a specific behavior or activity they can try that will be different for them and in the spirit of acting as if their new belief is true. For example, Ben was able to identify a specific behavior that he would engage in if he believed that he was a valuable family member. 

Most clients who try this exercise will report at the next session that at least certain elements of their old belief system are challenged when they try the exercise, and invariably, they feel better about themselves in the process. 

Troubleshooting Tip:  The fact that negative core beliefs are often contrary to one’s ordinary sense of self makes them all the more upsetting when they are recognized and examined. 

Group members do not like to examine negative core beliefs. In my experience, clients put up more resistance to this part of the therapy than to any other aspect. One client in a recent group claimed not to have understood the assignment and therefore did not come up with any examples to work on or homework to turn in. After the other group members left, however, she admitted to the group leaders that this part of the treatment was too upsetting for her and she just couldn’t “go there” at this point in her life. It is important to respect that and not push clients beyond what they are willing to do at the time. Remember that core beliefs are usually rigidly held as incontrovertible “truths” about the self. Understandably, none of us  wants to examine what we sometimes interpret to be the harsh reality of our (negative) core being. If some people are not ready for the core beliefs work at this particular time, reassure them that they can come back to it at a later point if they decide they are ready to do some work with it. 

Homework Assignment

As homework, clients should use the Deeper Beliefs Worksheet to complete the work they began in session with identifying an underlying should belief and core belief in response to a key automatic thought. In addition, they should use the worksheet to examine how the deeper belief works against them and how it might seem to work for them. The final piece of the worksheet is to come up with a new belief that is more balanced (and realistic). Often clients will come in with a very similar “new” belief system identified, which is okay. The point is to get them to work with these concepts on their own at home. Any homework should be considered good work! 

Clients are also asked to experiment with the “acting as if” exercise. After coming up with an alternative belief to test, they should spend the week behaving  as if the new belief is true, even if they don’t wholly buy into the new belief. They should think of, and experiment with, a 
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variety of ways they can act as if their new belief is true. Clients should note others’ reactions to their new behavior, as well as their own. Most clients who try this exercise will report at the next session that at least certain elements of their old belief system are challenged when they try the exercise, and invariably, they feel better about themselves in the process. 

Postsession Check

At the end of the session, ask group members to write down one or two things they learned from the current session that they could put to use both now and in the future (Client Handout 6.7). Encourage them to go back to their workbook and continue to jot down other notes as they review the session content and practice what they learned. 

CLIENT HANDOUT 6.1

Session 6 Patient Guide: Deeper Beliefs

THE IMPORTANCE OF GOING DEEPER THAN OUR AUTOMATIC THOUGHTS

In several previous sessions, we have addressed the importance of thoughts. Our thoughts influence our emotions and our actions. Remember also that our thoughts and emotions (which of course are created from brain activity) have the capability of changing the number of pain signals that get to the brain. Helpful thoughts and positive emotions (the ones that work for you rather than against you) narrow the pain gate, whereas negatively biased, unhelpful thoughts can widen the pain gate and let more pain signals into the brain. Up to this point, we’ve focused mostly on the automatic thoughts that pop up in our mind like a steady stream of commentary. We showed you ways to examine the negatively weighted automatic thoughts and change them into more positive (and more realistic) thoughts. You may have noticed that some of your automatic thoughts have common “themes” to them. For example, the subject matter of your automatic thoughts might include some notion of not being in control of certain aspects of your life. Some automatic thoughts are “frequent flyers”; that is, the same or similar automatic thoughts seem to keep coming up in response to similar situations. Frequent flyer thoughts come from deeper beliefs about the world around us and about ourselves. 

Everyone has deeper beliefs— they are the way we try to make sense of the world. Deeper beliefs come in two basic types: “should beliefs” and “core beliefs.” Should beliefs are the “rules” we hold for ourselves and for others. 

When we tell ourselves that something  should be a certain way or that we  must do something, those are should beliefs. Core beliefs are the very deeply held notions we have about ourselves and about the world around us. Core beliefs are our basic notions about the general goodness (or badness) of people and about our own self-worth and capability. When things are going fine in our lives, we usually operate under positive belief systems about ourselves as well as the world around us. But in times of stress, belief systems are more likely to become slanted in the negative direction. Negative core beliefs often have themes of helplessness (“I’m weak, needy, ineffective, inferior to others”) or themes of being unlovable (“I’m defective, unworthy, worthless, bad, toxic, or evil”). It may help to look at the tree diagram, Client Handout 6.3, that illustrates how the roots of the tree (core beliefs) provide a base for the trunk and branches (should beliefs), which in turn furnish the structure for the many leaves of a tree (automatic thoughts). Core beliefs affect your should beliefs and your automatic thoughts. A positive core belief is likely to generate more positive should beliefs and automatic thoughts than a negative core belief. It’s important to examine our own belief systems because they can be negatively one-sided just the way automatic thoughts can be negatively biased. Negative belief systems are trickier to change than automatic thoughts because they are more general and deeply held. But deeper beliefs, just like automatic thoughts, are ideas, and ideas are not set in stone. Once you recognize them, you can change deeper negative beliefs just like you can with automatic thoughts. 

WHAT HAPPENS TO OUR DEEPER BELIEFS AS PAIN BECOMES MORE CHRONIC? 

As pain becomes more chronic, we often retain the should beliefs that we had previously. It may be that you feel you should be able to do what you used to do. Most people have fairly well- developed roles and expectations of themselves by the time they are adults, and chronic pain doesn’t automatically erase our self- expectations. As we do less of what we think we should do, ought to do, or must do, it can erode our self- concept. And our self- concept is our core belief— the roots of the tree. Think for a moment about how your self- concept has changed since you began (continued)
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Session 6 Patient Guide: Deeper Beliefs   (page 2 of 2) experiencing chronic pain. People with chronic pain often talk about feeling less worthwhile, more unlovable, and less competent. Developing a personal identity as a “chronic pain patient” is also related to the idea of a negative, one-sided core belief. And, over time, “the pain” becomes “my pain,” and if we’re not careful, “my pain” can become one’s whole identity. Furthermore, as people assume a greater and greater role as  patient,  they may grow to believe less and less in themselves as competent to deal with  anything associated with the pain. 

HOW TO IDENTIFY AND EXAMINE YOUR DEEPER BELIEFS

Handout 6.4 is a worksheet that gives you the space to write down the following: a stressful situation, an automatic thought related to the situation, a should belief related to the situation, and a related core belief. When trying to identify a should belief, you might ask yourself: “What should I have done in this situation?” (These are the rules you have developed over time for how you “should” be.) It also might help to ask yourself how much you believe the rule. Most of us don’t completely believe the rule, but it helps to ask yourself if you do. To identify your core belief, it sometimes helps to ask yourself “What does this situation, and how I handled it, mean about me as a person?” 

Again, how much do you believe the identified core belief? The next piece of the exercise involves asking yourself how these deeper beliefs work against you. Making a list of the ways these beliefs get in your way can help you change the beliefs, if you choose to do so. The trickiest part of this exercise is to ask yourself how holding on to these deeper beliefs may seem to work in your favor. Look closely: does holding on to negatives about yourself give you any excuses to just give in and give up? If so, it bears examining this further. In the long run, of course, these seeming advantages are actually big disadvantages to coping. Finally, you’ll want to come up with a new belief, one that is more realistic and, hopefully, a bit more positive. We are not talking here about some sugar- coated saying that has little meaning for you. Rather, we are talking about shaping your deeper belief in a way that works for you more than it works against you. Client Handouts 6.5 and 6.6 give you two examples of completed worksheets to help you. 

ACTING AS IF

Once you’ve come up with a new belief, it will be important to try it on for size. Remember that our deeper beliefs are harder to change than our automatic thoughts, so it is likely you won’t immediately believe the alternative you’ve come up with for your new deeper belief. The “acting as if” exercise is a way to help you experiment with your new belief. First, you need to identify a specific action that you would take if you believed your new belief. This doesn’t have to be a big or all- encompassing action; it could be as small as calling a specific person on the telephone. The key is this: if I were looking at you, what specific thing would you be doing that would show me you were “acting as if” 

your new belief was true. For example, if I identify my original core belief as “Because I can’t work, I am worthless to my family” and I create a new belief that “Even if I can’t work, I am a valuable family member,” I might “act as if” 

the new belief were true by doing something different. In this example, I might make a point of reading to my young daughter at night before she goes to bed. The point of the acting as if exercise is to get you reenergized to undertake small activities that are consistent with more positive core beliefs, like: “I am worthwhile” and “I am loveable.” 

Looking at your deeper beliefs can be more painful than looking at and challenging negative automatic thoughts. 

Both positive and negative deeper beliefs are generally formed in our childhood, and they’ve therefore been with us quite a while. We tend to accept them as “the truth” and can even feel like there is no point in examining them if they are “the truth.” People who have experienced childhood traumas may be more prone to having negative deeper beliefs, and they sometimes feel like that looking at those deeper beliefs might open up an old wound. What we know about this is that avoiding these negative feelings is more likely to do you harm than facing the feelings. With help from your therapist, you may find that some beliefs you have harbored for a long time can indeed change. 
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CLIENT HANDOUT 6.2

Session 6 Outline for Clients: Deeper Beliefs

THE GOALS OF THIS SESSION

•  In- session practice of the brief relaxation exercise. 

•  Review of the previous week’s session. 

•  Learn about deeper beliefs. 

•  Learn how to change negatively slanted deeper beliefs and create new beliefs. 

•  Learn about the “acting as if” exercise. 

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Longer relaxation exercises, like the passive muscle relaxation exercise we learned, help deepen the relaxation response and make it last longer. 

•  Both the longer and the shorter relaxation exercises are important to practice on a daily basis. 

•  Positive self- statements are a useful tool to help combat negative thoughts and emotions. 

•  Positive self- statements are our emotional “cheerleaders.” 

•  Coping cards can be used to remind us of our positive self- statements. 

•  What have you been working on in terms of pain self- management since your last session? 

IDENTIFYING DEEPER BELIEFS AND CREATING NEW ONES

•  Think of your thoughts and beliefs as a tree with leaves, branches/trunk, and roots. 

||Automatic thoughts are the leaves of the tree. There are many of them. 

||Deeper beliefs are the branches/trunk and the roots of the tree. 

||Deeper beliefs can shape our automatic thoughts. 

||Deeper beliefs are ideas, just like automatic thoughts, and may not be completely true. 

||Should beliefs are the “rules” we hold for ourselves and for others. These are the branches and the trunk of the tree. 

||Core beliefs are the deeply held notions we have about the world around us and about ourselves (our own lovability and worth). 

•  Negatively weighted deeper beliefs can be examined, and you can create new (more realistic and positive) beliefs. 

•  Use the Deeper Beliefs Worksheet (Client Handout 6.4) to identify your should beliefs and core beliefs as they relate to a stressful situation. 

 (continued)
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Session 6 Outline for Clients: Deeper Beliefs   (page 2 of 2)

•  You can use the filled- out example worksheets (Client Handout 6.5 and 6.6) to guide you:

||Write down a problem situation. 

||Write down an automatic thought that pops into your mind from that situation. 

||What are the “rules” (shoulds, musts, ought-tos) that influence your reaction to the situation (e.g., what “should” 

you or others have done in this situation?)

||What are your deepest beliefs about you as a person as they relate to this situation? 

||Ask yourself: What are the drawbacks of holding onto these deeper beliefs? (e.g., how is it unhelpful?)

||What are the seeming benefits of holding onto these deeper beliefs? (that’s a trickier question). 

||See if you can create a new belief that is more realistic and less weighted toward the negative. 

||Use the acting as if exercise to experiment with your new belief:

||Name a specific thing that you would do if you believed your new belief (i.e., if I were looking at you, how would I know that you were acting as if the new belief was true?)

||Remember: When you believe your Negative Beliefs  less and your new belief  more,  you are coping better! 

HOMEWORK ASSIGNMENT

•  Read Client Handout 6.1, a patient guide to this session. 

•  Use Client Handout 6.4 to write down other deeper beliefs as you notice them this week. 

•  Use Client Handouts 6.5 and 6.6 to help you understand how to fill in the worksheet. 

•  Try to create a new deeper belief that is less negatively weighted and more realistic. 

•  Do at least one specific thing three times this week to experiment with acting as if the new belief is true. 

•  Practice your relaxation skills every day this week, either with the audiorecording or on your own as you go about your daily activities. 

228 

[image: Image 8]

CLIENT HANDOUT 6.3

Tree Diagram: Thoughts and Beliefs

Automatic

Thoughts

Should Beliefs

Core Beliefs
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CLIENT HANDOUT 6.4

Deeper Beliefs Worksheet

•  Write down a problem situation. 

•  Write down an automatic thought that pops into your mind from that situation. 

•  What are the “rules” (shoulds, musts, ought-tos) that influence your reaction to the situation (e.g., what “should” 

you or others have done in this situation?). 

•  What are your deepest beliefs about you as a person as they relate to this situation? 

•  Ask yourself, What are the drawbacks of holding onto these deeper beliefs? (e.g., how is it unhelpful?). 

•  What are the seeming benefits of holding onto these deeper beliefs? (that’s a trickier question). 

•  See if you can create a new belief that is more realistic and less weighted toward the negative. 

Stressful situation:

Automatically I think:

Automatic

Completely true? 

Thoughts

Should

Beliefs

Completely true? 

Core

Beliefs

Completely true? 

How do my deeper beliefs seem to work

How do my deeper beliefs seem to work

against me? 

for me? 

Alternative or new belief(s)
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CLIENT HANDOUT 6.5

Example 1: Deeper Beliefs Worksheet

S

tressful situation: I didn’t cook dinner for my

family tonight

A

utomatically I think: My family thinks I do

not do enough for them. 

Automatic

Completely true? No

Thoughts

I should cook supper every night for my

Should

family. 

Beliefs

Completely true? Probably not

Core

Beliefs

I am useless! 

Completely true? No

How do my deeper beliefs seem to work

How do my deeper beliefs seem to work

against me? 

for me? 

If I believe that I am worthless, I will

Believing I am useless gives me an

likely get depressed and stop trying. 

excuse not to try. 

I won’t work to improve my

relationships with others. 

Alternative or new belief(s)

I can do some things and I cannot do others. I’ll focus on improving my relationships, whether that involves cooking or not. 
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CLIENT HANDOUT 6.6

Example 2: Deeper Beliefs Worksheet

S

tressful situation: The doctor left before I

could ask questions. 

A

utomatically I think: No one wants to listen

to me and understand the pain I am in. 

Automatic

Completely true? No

Thoughts

If doctors cared for me, they would

Should

understand and cure my pain. 

Beliefs

Completely true? Probably not

Core

Beliefs

Nobody cares for me! 

Completely true? No

How do my deeper beliefs seem to work

How do my deeper beliefs seem to work

against me? 

for me? 

Makes me depressed. 

Gives me an excuse to blame others

not to try and improve my 

Makes me withdraw from others and

relationships. 

stop trying to communicate. 

Alternative or new belief(s)

There are things that I can do to feel more cared for. I will go prepared with a list of questions for my doctor next time. 

I can start doing more with friends to feel less alone. 
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CLIENT HANDOUT 6.7

Postsession Check

Take a couple of minutes to write one to two things that you learned today that you could use both now and in the future. (You can add to this list as you review the session material and begin to practice what you have learned.) HOW CAN I USE WHAT I LEARNED TODAY? 
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THERAPIST TOOL 6.1

Session 6 Outline for Therapists: Deeper Beliefs

SESSION OBJECTIVES

•  Brief relaxation exercise. 

•  Review of the previous week’s session. 

•  Identify deeper negative beliefs and create new ones. 

•  Try the “acting as if” exercise. 

NEEDED MATERIALS, HANDOUTS, AND WORKSHEETS

•  Session 6 Outline for Therapists (this sheet)

•  Session 6 Patient Guide (Client Handout 6.1)

•  Session 6 Session Outline for Clients (Client Handout 6.2)

•  Tree Diagram (Client Handout 6.3)

•  Deeper Beliefs Worksheet (Client Handout 6.4)

•  Examples of Completed Deeper Beliefs Worksheet (Client Handouts 6.5 and 6.6)

•  Postsession Process Check (Client Handout 6.7)

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Ask returning group members to help you review the last session for newer members: “How does the longer relaxation exercise compare to the shorter one we’ve been doing at the beginning of every session?”; “What was practicing the longer relaxation exercise like for you (perceptions, barriers to practice)?”; “What are coping cards, and how do you create and use them?” 

•  Ask all patients: “What have you been working on in terms of pain self- management since your last session?” 

(Even those patients who are new to the groups will have had at least the introductory treatment session.) SESSION OBJECTIVE: IDENTIFY DEEPER BELIEFS AND CREATE NEW ONES

•  Draw a simple tree on a flipchart or whiteboard (roots, trunk, branches, leaves). 

•  Give out copies of the tree diagram (Client Handout 6.3). 

||The leaves are automatic thoughts. There are many of them. 

||The deeper beliefs are the branches and trunk, and the roots of the tree. 

||Automatic thoughts often come from deeper beliefs. 

||Should beliefs are the “rules” we hold for ourselves and for others. These are the branches and the trunk of the tree. 

||Core beliefs are the deeply held notions we have about the world around us and about ourselves (our own lovability and worth). 

 (continued)
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•  Get some examples of possible should beliefs and core beliefs from group members and put them on your drawing, in the proper tree location. 

•  Draw connections between having possible should beliefs and core beliefs and negative automatic thoughts. 

WORKSHEET: DEEPER BELIEFS WORKSHEET

•  Give out copies of the Deeper Beliefs Worksheet (Client Handout 6.4). 

•  Give out copies of the example completed in the Deeper Beliefs worksheets (Client Handouts 6.5 and 6.6). 

•  Using either example worksheet, walk clients through the following:

|

| A stressful situation leads to automatic thought. 

|

| How the should beliefs and core beliefs fuel this automatic thought. 

|

| Ways these beliefs are not helpful and ways the beliefs might  seem to help. 

||The creation of a new, more realistic, and balanced belief. 

•  Help clients fill out their own Deeper Beliefs Worksheet. 

“ACTING AS IF” EXERCISE

•  Explain that it helps to experiment with their new belief by acting as if it were true. 

•  Help clients come up with a specific behavior or activity they can try that will be different for them and in the spirit of acting as if their new belief is true. 

•  Ask clients: “If I were looking at you, what would you be doing that would make me think that you were acting as if the new belief is true?” 

HOMEWORK ASSIGNMENT

•  Ask clients to continue listening to and practice the passive muscle relaxation audio recording at least once in the coming week to help create a deeper relaxation response. 

•  Ask clients to continue using brief belly breathing exercise on their own in everyday situations to help with stress inoculation. 

•  Ask clients to fill out at least one more Deeper Beliefs worksheet on their own throughout the week. 

•  Ask clients to practice the “Acting As If” exercise at least three times during the coming week on the new belief of their choice. 

 (continued)
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•  Hand out the Postsession Check (Client Handout 6.7) and have clients write a couple of things down before they leave. Encourage them to add more to this sheet as they review the session content and practice during the week. 

•  Summarize the content of the session:

|

| Deeper beliefs are the way we make sense of the world

|

| Should beliefs are the “rules” we hold for ourselves and for others. 

|

| Core beliefs are our very deeply held notions about the general goodness (or badness) of people, and about our own self-worth and capability. 

|

| Deeper beliefs, like automatic thoughts, are ideas, and are not necessarily true. 

|

| Deeper beliefs can be negatively one-sided just like automatic thoughts. 

|

| You can examine your deeper beliefs and change the negative (untrue) ones. 

|

| Creating a new (more realistic) belief and then acting as if it is true can help you overcome the negatively biased deeper beliefs. 

•  Remind clients to read the Patient Guide (Client Handout 6.1) in order to get a recap of the session. 
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Observing and Letting Go

The seventh treatment session introduces the incorporation of components of mindfulness into this cognitive therapy treatment program. In previous sessions, we have helped clients become aware of unhelpful thoughts, examine them, and create alternative thoughts that are both more realistic and more positive. In essence, these cognitive restructuring exercises are helping clients form a different relationship with their thoughts (i.e., they are no longer slaves to preconscious thoughts, intermediate beliefs, and core beliefs; rather, they purposefully create a different mindset). Through mindfulness exercises, we can also help clients form a different relationship to their thoughts. Using mindfulness, we are teaching clients to notice their thoughts and emotions in the moment in which they are occurring and to gently let them pass. 

Using this approach, one does not need to examine the validity of the thought. Rather, the goal is to observe without judgment and then let go. In both approaches (cognitive restructuring and mindfulness), the goal is to help patients develop a different relationship to their thoughts. In both approaches, rather than being swept away by the internal dialogue, emotions, and (sometimes) reflexive reactions that can occur in response to being “hooked” by a powerful thought, we are giving clients the tools to work with their thoughts. Mindfulness exercises can also be used as another method of achieving the relaxation response. As mentioned earlier, most mindfulness teachers do not suggest that mindfulness be approached as a relaxation strategy per se. Nonetheless, the relaxation response is often a beneficial side effect of meditation. Many practitioners are now adding mindfulness techniques to their practice, and this treatment module demonstrates how it would be incorporated into the current cognitive therapy treatment program for chronic pain. Those practitioners interested in emphasizing mindfulness therapy should refer first to Jon Kabat-Zinn’s  Full Catastrophe Living (Kabat-Zinn, 1990) and then to others emphasizing mindfulness- based cognitive therapy (Day, 2017; Segal, Williams, & Teasdale, 2012). Therapist Tool 7.1, found at the back of this module, provides an outline of Session 7 to be used by the therapist. Client Handout 7.1 provides a patient guide of the session, and Client Handout 7.2 provides a client outline. Both can be found at the back of this module. 
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SESSION 7 TRE ATMENT OB JEC TIVES

•  Brief relaxation exercise. 

•  Review the previous week’s session. 

•  Introduce the concept of mindfulness as it relates to cognitive therapy. 

•  Learn a simple mindfulness exercise. 

Brief Relaxation Exercise

As usual, begin the session with the brief relaxation used each session, using the script from Therapist Tool 2.2 as your guide and adapting as desired. Process participants’ experience with the in- session relaxation exercise. If you have new participants at this point in the group, you should explain that those who have previously attended sessions have learned both the brief relaxation exercise that was just practiced and a longer relaxation exercise that newer members will receive as they continue along in the 10 sessions. Tell participants that everyone will be learning a new skill in this session that can be added to their pain self- management toolbox. 

Session Objective: Review the Previous Week’s Session

In Session 6, we introduced the concept of deeper beliefs using a tree diagram to illustrate how automatic thoughts are fueled by intermediate (should) beliefs and core beliefs (Client Handout 6.3). We also engaged in an interactive learning activity to help clients identify and evaluate unhelpful should beliefs and core beliefs, as well as create new, more realistic and positive beliefs. Finally, we introduced the “acting as if” exercise as a way of trying out the new belief. 

Ask returning group members to help you explain to the newer group members what was discussed last week and how they think it relates to pain. In addition to offering a brief review of the last session (with the help of returning group members), ask all patients to share what they have been working on in terms of pain self- management since their last session. Remind group members to keep reviewing their patient workbook as well as the session summaries provided for each module. 

It is also useful to go over a couple of examples that returning group members came up with on their worksheet between sessions, as well as discuss what clients learned from the “acting as if” exercise. As a reminder, it is preferable when processing patients’ experiences with the at-home activities to use open-ended and permissive language that allows them to discuss both their successes and challenges with the activities. Asking “How did it go?” may tend to pull for the positives, while asking clients what their experiences were with the at-home activities may allow for a wider variation of patient reports. 

Between Session 6 and the present one, Shweta did quite a bit of work with her intermediate and core beliefs. You may recall in Session 5 that (with some difficulty and lots of assistance from other group members) Shweta created a coping card that said: “I’m worth taking care of.” 

Although the coping card was a step in the right direction, it seemed evident that she had further work to do toward feeling “worthy.” Module Figure 7.1 illustrates her completed worksheet (from Client Handout 6.4). Following is a session transcript. 

[image: Image 12]
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S

tressful situation: Dropping everything to help

someone at work

A

utomatically I think: No one ever takes care

of me! 

Automatic

Completely true? Partly

Thoughts

If I can help I should help; I am “the fixer”; 

Should

I must put others’ needs ahead of my own

Beliefs

Completely true? Yes

Core

Beliefs

I’m not worth taking care of

Completely true? Mostly

How do my deeper beliefs seem to work

How do my deeper beliefs seem to work

against me? 

for me? 

Makes me resent others and feel sorry

Keeps me from being selfish; keeps me

for myself; makes me grumpy and not

humble; plays to my strengths

fun to be around; makes me “all busi-

ness”; keeps me distant from others; 

keeps me from asking for help

Alternative or new belief(s)

I’m worth taking care of

MODULE FIGURE 7.1. Shweta’s completed Deeper Beliefs Worksheet. 

TherapisT: Shweta, I see you have quite a bit written down on your worksheet. Would you like to share what you’ve been working on? 

shweTa: It’s the same old issue that keeps coming up. Everyone relies on me, but it’s always a one-way street. I feel guilty even saying that, but that’s how I feel a lot of the time. 

TherapisT: I’m really impressed that you recognized a “frequent flyer” type of automatic thought— in this case, it sounds like “Everyone relies on me, but no one takes care of me.” 

What was the situation that triggered that thought? 

shweTa: Oh, having to drop everything at work because someone’s computer went down and they don’t know how to fix it. Or maybe it’s just easier for them if they have me fix it! 

TherapisT: Do you see how automatic thoughts are like leaves on the tree diagram we did last week? Another one just popped up, didn’t it? 

anoTher group member (Josh): Yup, I heard it too: “It’s easier for them if they have me fix it!” 

240 

A C OGNI T I V E T RE AT MEN T PROGR A M FOR CHRONIC PA IN 

shweTa: Oh dear, yes, that’s another one. What I wrote down for my automatic thought was 

“No one ever takes care of me.” 

TherapisT: That’s certainly one of them. Now how about your should belief? 

shweTa: I have a bunch of them. This is where it gets interesting for sure! I’m telling myself that it’s kind of my role in life to help others! 

TherapisT: So if I understand what you are saying, your should belief is that you  should help others? 

ColeTTe: What’s wrong with helping others? 

Julie: Nothing, unless you don’t help yourself too! 

TherapisT: That’s right Julie, when we take care of others’ needs at the expense of our own needs, doing so may get us into a fix. 

shweTa: Yeah, in fact I wrote down that I  must put others’ needs ahead of my own. This was a big thing growing up in my family. I’ve always been the “fixer.” 

TherapisT: What does all this mean  about you as a person, do you think? What ideas did you come up with for your core belief? 

shweTa: Oh, that was easy: “I’m not worth taking care of.” 

TherapisT: And how much do you buy these deeper beliefs, Shweta? A little? A lot? 

shweTa: Almost completely, and it just feels like others treat me as if it’s true that I’m not worth taking care of. 

TherapisT: So were you able to come up with ways these deeper beliefs work against you? 

shweTa: Oh, yes, and I was surprised by these. It keeps me grumpy and “all- business” and distant from others. 

TherapisT: And here comes the hard part: How do you think these beliefs might  seem to work for you? 

shweTa: This answer was remarkably easy for me—“It keeps me from being selfish, it keeps me humble”! I had to laugh when I wrote that down, but it’s true! I’m telling myself if I take care of myself (or let others take care of me), I’ll become a selfish person! Gotta guard against that! 

TherapisT: This is really important stuff you’ve tapped into, and lots of other unhelpful automatic thoughts keep popping in from your deeper beliefs. This is how it works with deeper beliefs. But remember, all of these are ideas, and ideas can be completely true, partially true, or mostly false. Did you come up with an alternative idea for a deeper belief? 

shweTa: Yes, I just wrote down “I am worth taking care of.” This was one of my coping cards; I just haven’t gotten to the point of believing it yet. 

TherapisT: These things take time, Shweta, but you now have a much better understanding of what’s going on in your head, don’t you? Did you have a chance to “act as if” you’re worth taking care of? 

shweTa: Well, when my brother called for help on his job situation, I gave it, but then I said: 

“Let me tell you about what’s been going on at my job.” He actually seemed interested and 
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supportive. I would have never done that before— shared what I needed, especially when someone else needed something! 

TherapisT: That’s awesome progress, Shweta, and in later sessions, we’re going to teach you other skills to ask for what you need and say no when you want to say no. For now, would you be willing to continue working on acting as if you are worth taking care of? 

shweTa: I’ve got nothing to lose. I feel a bit better already. 

TherapisT: Great! Now let’s hear from some others too about their work on this during the past week. 

Troubleshooting Tip:  In their attempt to try the “acting as if” exercise, sometimes clients choose a behavior or action that is too challenging all at once and ends up backfiring. 

Although it is possible to avoid this to some degree by helping clients plan their “acting as if” 

exercise prior to the end of Session 6, they will also invariably come up with new ideas and try them out after the close of the session. To illustrate how easy it is to shoot oneself in the foot, and how you can help a client self- correct, I offer the following vignette, which involves examining Andrea’s “acting as if” homework in session. Andrea is a 32-year-old married white mother of two children in middle school. She does not work outside the home (she is on disability), although she was employed as a nurse prior to injuring her back at work 2 years ago. 

Andrea has gained considerable weight since her accident, and this is an important self- esteem issue. In addition to becoming relatively sedentary, Andrea is taking antidepressant medication, which can also cause weight gain. Andrea identified a key automatic thought while doing her in- session work, which occurred in response to a situation where she was weighed in her physician’s office, and found she had gained 5 additional pounds in 3 months. She noticed feeling “deflated” after getting off the scales and said to herself, “I’m going downhill; I might as well give up on trying to eat right.” Andrea was able to identify her should belief as “The least I should be able to do is stay slim!” The core belief she identified was “I am weak and unattractive.” It is fair to say that she hit on a key automatic thought that triggered very emotionally charged material. Many patients with chronic pain have issues regarding changed body image and/or feel betrayed by their bodies because their bodies have “failed” them. Andrea’s Deeper Beliefs Worksheet reflected her struggle between trying to do something about maintaining her weight and giving herself permission to quit trying and accept “fate.” Key here, though, is that she held a strong core belief that she was weak and unattractive. Andrea tried the “acting as if” exercise on a segment of her core belief: She decided to act as if she was not a weak person. 

Unfortunately, she defined “not weak” as being able to lose 2 pounds in the upcoming week, which may have been an unrealistic goal without a structured plan. She came back to the next session more convinced than ever that she was a weak person. First, we had to undo the damage by deconstructing her (perfectly reasonable) idea to lose 2 pounds per week. We discussed how, although this is an achievable goal, it takes planning and fairly careful monitoring rather than sheer willpower to eat less. She agreed that she approached the task as a test of her willpower and so decided that she would not eat anything until noon, but then by the time she was making her children lunch, she began “eating everything in sight.” We could have continued helping her devise a reasonable weight loss plan, but I decided to try another approach for the moment. I pointed out to Andrea that she seemed to be basing her beliefs about being unattractive mainly 
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on the fact that she had gained weight. This week, I invited Andrea to try the “acting as if” 

exercise with the other part of her core belief: I invited her to experiment with behaving as if she was attractive, despite her weight. I asked her specifically what she could do differently if she believed she was attractive. She immediately said that she could dress more nicely, take care with her hair, and apply makeup. Happily, she arrived at the following session well groomed and well dressed, feeling like “a million bucks.” What astonished her during the week she behaved as if she were attractive was that people responded to her the way they would respond to an attractive person, even though she had not lost an ounce. It is more likely that helping to create this successful experience can give clients the boost in self- efficacy needed to pursue a healthy, evidenced- based behavioral weight loss plan should they want to continue along that path. This was also an excellent opportunity to bridge back to the values exercise that Andrea completed at the very beginning of treatment and invite her to add a reasonable weight- loss strategy to her list of values. 

Session Objective:  

Introduce the Concept of Mindfulness as It Relates to Cognitive Therapy As noted in the introductory paragraph of this module, mindfulness is introduced here as another way of helping clients form a different relationship with their thoughts. Mindfulness exercises teach the process of observing the present moment, without trying to judge or change what is happening. And since what is occurring in the present moment is constantly changing, our observations naturally occur on a moment- by- moment basis. There are at least two things happening in the present moment: what is going on in the external environment around us and what is going on inside our skin (brain activity certainly included). Often, we are “in our head” 

and only partially aware of our external surroundings, particularly when performing an activity that has become automatic through routine (e.g., driving our same route to work every day). 

Furthermore, when we are “in our head” we lose touch with the subtleties of what is going on in our body. It is quite typical for our minds to engage in thought processes in any number of ways, such as revisiting previous conversations (especially if they were problematic in some way), planning our next activities, engaging in internal commentary about a previous event, and talking to ourselves about how we might handle an upcoming challenge. It is also very common to get caught up in our mental activity and find ourselves “down the road” without any real awareness of how we got there, perhaps even angry all over again about a past interchange or fearful of what is coming up. When we get carried along down the road of our mental superhighway, our bodies (and brains) respond as if the mental event is current rather than past or future. And it is common for the stress response to occur as a result. 

Mindfulness is a skill that allows us to slow down and consider the present moment rather than dwell on the past or future. It is a means for us to be able to note the fleeting complexity of what is happening internally and externally without getting swept along by any one thing. 

The therapeutic suggestion of focusing one’s attention on the inbreath and the outbreath is a way of providing an anchor to the present moment, since we are breathing every moment of our lives. The technique of bringing our attention to the breath also helps us to come back to the present moment when our mind has wandered away. A key element of mindfulness (and many other meditation techniques) is the acknowledgment that our minds naturally wander here and 
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there as we are going about the present moment. The observational component of mindfulness is a tool that helps us to notice when our mind has wandered, and bring it back to the present moment. The nonjudgmental component of mindfulness helps us to stay neutral, rather than engage in the typical running toward the “good” and away from the “bad.” For example, we might become aware of a sound outside the window, and we likely attend to it briefly, but we also typically label it (good, bad), appreciate it or abhor it, and possibly associate the sound with a memory (positive or negative). Soon, our mind has taken off, and we are knee-deep in the last time we heard a revving engine (let’s say), and how that signified the end of our relationship (perhaps), which then results in a host of negative thought and feelings. Helping ourselves (and others) to get a bit more in touch with the present moment by noticing the wanderings, then bringing our attention back to the breath, then noticing the next thing that captures our attention, then bringing our attention back to the breath again and again and again results in a shift in one’s ability to pay attention to the present moment (and let it go). 

As used in this cognitive therapy program, mindfulness exercises are explicitly used to give clients an additional tool to relate to their thoughts. We’ve taught them cognitive restructuring exercises (which help them evaluate their thoughts and create new, more realistic ones), and we now teach them to observe their thoughts and let them go. 

Mindfulness techniques are another way of taking the emotional punch out of our thoughts, which goes a long way to help people avoid reflexive actions (e.g., aggressive outbursts, withdrawal from others, using pain medication to “feel something” or, conversely, “feel nothing,” 

and avoiding any number of self-care activities because we are convinced they will hurt us). You can use the following material as a guide to introduce mindfulness in the context of this cognitive therapy program. 

Today we are introducing a new skill called mindfulness meditation. Has anyone ever heard that term before? ( Get participant input. ) What about the word “meditation?” What comes to mind when you hear that term? ( Get participant input. ). ( Following participant input:) Let’s start by saying what mindfulness meditation is not: it is not a religion, it is not something you have to do sitting cross- legged on a cushion, and it does not require any special clothes or equipment. Mindfulness meditation does not involve “emptying the mind”; in fact, the mind naturally wanders around, and that’s okay. Mindfulness training involves teaching you to observe the mind on purpose as it wanders around, without judging it, and without trying to change it, but also without getting “hooked” by the mind and carried down a rushing river of thoughts and emotions. Mindfulness meditation is a brain- training skill, and research has shown that mindfulness training actually creates positive brain changes. In essence, with mindfulness practice, your brain gets thicker, with stronger connections and better coordina-tion of its electrical- chemical activity. Just like all the skills we have been teaching, this skill gets better with practice. With practice, you can train your brain to pay attention to each passing moment as it happens rather than being caught up in your thoughts and emotions. It is another way of managing our thoughts and feelings, but instead of examining our negative thoughts and then creating new ones (like we have been doing with some of the other exercises we’ve taught you), we simply observe our thoughts and emotions as they come and go. 

Mindfulness helps us create a different relationship to our thoughts and feelings. As we get practice with observing our thoughts instead of judging them, we realize that thoughts and emotions are pretty short-lived. They come and they go, unless we get swept away by them 
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and are carried down the rushing “thought stream.” Some mindfulness teachers have talked about thoughts as being electrical- chemical discharges that the brain makes. When we view our thoughts this way, it takes the emotional punch out of some of the things we get hung up on. Also, mindfulness meditation often creates the relaxation response, and as we’ve already learned, the relaxation response counteracts the stress response and helps us to reset our stress thermostats. So, to summarize, mindfulness meditation is another approach to creating a different relationship with our thoughts and emotions, another potential relaxation tool, and another way of closing the pain gate. 

Troubleshooting  Tip:  It is important to facilitate a discussion regarding participants’ 

preconceived notions about or experience with meditation. The word  meditation itself often generates a variety of images and/or judgments. Many people associate meditation with Eastern religions, and some may be nervous that we are asking them to adopt a certain spiritual stance. 

Others say the word congers up images of monks in robes, chants, cushions, and ringing bells. 

Although the historical tradition of meditation did arise in eastern religious practices, there are meditative practices in other religions, including (but not limited to) contemplative prayer in the Catholic Church, communitive prayer in the Jewish tradition, and meditation on bible passages in many Christian traditions. When I first began introducing mindfulness meditation into my cognitive therapy program, we were offering psychosocial pain management groups to patients in rural southern Alabama. I was nervous about how the term would be received in the midsec-tion of the “Bible Belt.” With some trepidation, I asked the question “Have you ever heard of the term ‘meditation’?” They had no problem with the term and said they meditated every morning as they read their daily devotional guide! In a very few instances, I have had individual clients express discomfort with the prospect of “meditation” and instead of trying to talk them out of their discomfort, I invite them to simply observe without joining in. With only one exception, once these few individuals observed the guided meditation, they found it completely acceptable and began to participate. (The one individual who remained discomfited had been told by her minister that meditation was for Buddhists and that she should not do it; she discontinued as a participant.) Spiritual traditions and meditation notwithstanding, mindfulness meditation, as offered in this (and most) cognitive- behavioral programs, is secular and should be described as such. I have experienced good receptivity to describing what we teach as a brain- training strategy that has a research backing. 

Session Objective: Learn a Simple Meditation Exercise

Following your introduction to mindfulness meditation, lead the group members (or individuals, if you are doing individual therapy) in a guided mindfulness meditation exercise. Therapist Handout 7.2 provides a script, and an audio version of this exercise is available at the accompanying website (see the box at the end of the table of contents for the audiolink). 

Following the mindfulness exercise, it is very important to process participants’ experience. 

In fact, the processing component following the mindfulness exercise is the most important and takes the most skill to conduct. Many mindfulness experts assert that processing others’ 

experiences with mindfulness exercises is quite difficult to do skillfully if one does not personally engage in a formal practice of mindfulness. This may be something for you to consider. To 
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proceed with the processing component, take adequate time to check in with participants and ask them to share the details of their experience with the exercise. Especially with the experience of mindfulness, it is important not to reinforce the clients’ belief that their experience is supposed to be a certain way. Avoid inquiries such as “Did you feel relaxed?” or “Was that a good experience for you?” to ask about participants’ experiences. Instead, asking them to talk about their experience with the exercise opens the door for participants to talk about negative, 

“strange,” neutral,  and positive reactions. As with every new experience, some individuals may report feeling “weird” or “strange.” You can delve a little bit further by asking them about sensations, thoughts, and emotions they may have experienced. And for the vast majority of experiences (even “weird” ones), you can normalize it as something that is always going on in our body and mind, typically without awareness, which is now brought to our awareness. The majority of individuals will experience a calming and quieting that they perceive as helpful, and several may make immediate and important insights related to their thoughts and deeper beliefs. This new skill, just like any other skill, requires practice to get “good” at it and to reap the maximal benefits, so it is important to continue to reinforce the importance of practice outside of the actual session. 

Troubleshooting Tip:  Many individuals’ first reaction is to be surprised at how active the mind is once they pay attention to it. Their second reaction is often “I’m no good at this,” 

because they assume that they are supposed to stop the mind chatter instead of observe it. 

Because in practice, you are teaching participants to bring their attention back to the breath once they notice their mind wandering, there is the implication that attention to other things is not the right strategy. The tricky concept to get across is that returning one’s attention to the breath is a strategy for letting go of wherever the mind has wandered, rather than trying to prohibit the mind from wandering in the first place. Minds wander; that’s what they do. It is an automatic process. Mindfulness brings our attention to this automatic process, helps us pay attention to it, and then helps us let it go, over and over again. 

Here is a brief session transcript illustrating the processing component following the mindfulness exercise. 

TherapisT: Let’s talk about what that experience was like for you. 

bill: I can tell already that I’m not going to be good at this. My mind was going ninety- to-nothing! 

ColeTTe: Yeah, I was astounded how much my mind is running around with thoughts! 

Julie: Yeah, but I thought it was interesting how I was  aware of it happening and paying attention to that. And I liked the focus on the breath. That felt familiar since we’ve already been practicing with the belly breathing. 

TherapisT: You guys were paying attention to what was going on in your mind! That’s awesome! And our minds do wander. It must be in their “job description,” I think! ( Participants chuckle. ). So, point #1, our minds wander all over the place, whether we are aware of it or not. Bill, can you say more about why you think that you won’t be good at this because you recognized your thoughts? 

bill: Well, I figure you’re trying to get us to clear our mind—like erase everything temporarily, and that sure didn’t happen! 
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TherapisT: Anybody else have this idea? That this is the goal of mindfulness meditation? 

Calia: I think we  think that the big meditators clear their mind, so this is our goal, yes. 

TherapisT: The “big meditators” I’ve read and studied with tell me that our minds don’t go blank. Our minds are always going, and thoughts and feelings are always popping up. The idea is to learn to become aware of them rather than just staying on autopilot. 

andrea: I hated my thoughts! I was really aware of being so down on myself! The last thing I need is to be  more aware of what I think of myself! 

TherapisT: That’s such an important insight, Andrea! In reality, some of the thoughts we think are not pleasant, and if the thoughts are touching some deep negative beliefs we have about ourselves, it does feel bad. 

andrea: I was glad for the breath. I would just try to shove the thought out of my mind and focus on the breath. 

TherapisT: The breath is always there for you as an anchor to come back to. I wonder if you used the breath not to get swept away by the thoughts. Sounds like you recognized that you were having those thoughts and brought your attention back to the breath. 

andrea: That’s a generous way of putting it, haha! I  hate those thoughts, and I ran away from them by using the breath. 

TherapisT: Sometimes our thought content is tough! And sometimes our emotions are quite negative too. Remember, negative thoughts often lead to negative emotions (and vice versa), which sometimes lead to a kind of reflex reaction. In general, when you become aware of these negative beliefs and emotions, what is your “go to” action to get away from it? 

andrea: Oh, that’s easy! I eat! Yuck, I just realized that. 

TherapisT: So in this one short exploratory practice, you noticed a recurring negative deep belief as it was happening in the moment, and you were able to bring your attention back to the breath. This is tremendous! You consciously took an action that didn’t involve your kneejerk reaction of eating. 

andrea: Yeah, well, it’s not like I’m going to jump up and stuff my face in front of the group while we are doing this meditation, haha! ( Group laughs. ) TherapisT: True, and the other thing you did was notice that during  this present moment,  you did something different. So, there might be a choice there for you that maybe wasn’t apparent before you did this exercise. 

andrea: I think I get it. And practice makes perfect, right? 

TherapisT: I don’t know about perfect, but practice helps us teach our brain that we have choices, that we can respond, rather than react. The other thing that practice does is teach us that our brain is constantly squeezing out thoughts. No need to latch on to one single thought because there are plenty more where that one came from! 

Julie: Oh, I like that. Haha, that could be a coping card for me—“No need to latch on to that thought— there’s plenty more where that came from!” 

TherapisT: I love it! That might be a good one for me too! Yup, the brain is a thought factory, that’s what it does. Being able to watch that process, and let them float on down the stream 
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out of our awareness can be a really useful skill to have. It sort of takes the emotional punch out of some of our thoughts knowing that it’s just a chemical blip in the brain, and there will be plenty more! 

Josh: I wasn’t aware of many thoughts or emotions— mostly aware of how much my back hurt. 

Like there was a spotlight on my back problem. I didn’t like that at all. 

TherapisT: Let’s talk more about that Josh. Our body sensations, especially the strong ones, can really call for our attention! Can you tell us more about what the sensations were like for you? 

Josh: Just hurting, hurting, hurting. Couldn’t  wait for the exercise to be over! 

TherapisT: Were you aware of any thoughts or emotions associated with the sensations? 

Josh: I hate to say it, but I was kind of cussing you, like, “Why is she making me pay attention to my back pain, I thought we were trying to get rid of our pain!” 

TherapisT: So, sounds like you were angry, and you had some juicy negative thoughts, eh? 

Thanks for being honest! ( Smiles. Some group members chuckle. ) Let’s go back to your body sensations for a minute. Can you describe the “hurting” in any more detail? 

Josh: I noticed a throbbing and a tightness mostly. And oh, yeah, it felt warm—not hot, but warmish, yeah. 

TherapisT: And then when you brought your attention back to the breath, what did you notice? 

Josh: Jeesh, I’m not sure. I was so focused on being miffed and in more pain, I’m not even sure I tried bringing my attention back to the breath! 

TherapisT: The point of doing the breath thing is so that we don’t get carried away by our thoughts and feelings, especially. Sounds to me like you were at least as distracted by your anger and your thoughts as you were by the pain. Is that fair to say? 

Josh: Oh, yeah, it is. I agree. 

TherapisT: So, wow, it was more complex than just “hurting, hurting, hurting,” wasn’t it? Would you be willing to give it another try during the week and see if you can experiment with bringing your attention back to the breath when you become aware of your thoughts and feelings, good or bad? Just observing that it’s happening and escorting your brain back to paying attention to the breath, over, and over, and over again? 

Josh: Yeah, but I need to be able to move around, man! I can’t sit there for long without changing my position! 

TherapisT: That’s an excellent point, Josh. Thanks for reminding me to make sure that each of you knows that it’s okay, even preferable, for you to make adjustments to your body while you practice this exercise. The point is not to make you more stoic and grit your teeth. Some folks even do this lying down, or standing up, or even walking in a sort of circle. And by all means, be kind to yourself by adjusting your body. All of you will have plenty of time to practice in the next week, and we can talk about your experiences some more then, okay? 

bill: Okay, but I’m going to be using the belly breathing for my relaxation, ‘cause I didn’t find this too relaxing! 

TherapisT: Absolutely okay to do that, Bill. Mindfulness may or may not be relaxing to you in 
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any given practice session. And it’s great to use more than one skill that you are learning. I really appreciate you guys experimenting with this. 

Homework Assignment

As homework, clients should be invited to practice the technique using the provided mindfulness audiorecording at least three times during the week. (You have the option of providing your own audiorecording for clients to use or providing the link to the prerecorded audio included with this book.) Furthermore, ask participants to practice pausing and observing the breath on their own for short periods each day. Mindfulness practice is usually discussed in terms of formal and informal practice. The formal practice involves the more extended sitting periods (whether or not one uses a guided meditation). The informal practice involves the brief pauses throughout the day, getting in touch with what is happening in the present moment, noticing the breath, and then moving on with one’s ongoing activities. We want to encourage both the formal and informal practice so that participants not only develop the skillset, but also generalize it to everyday living. Again, the longer relaxation exercises, such as the passive muscle relaxation exercise introduced in Session 5 and the mindfulness exercise introduced in the current session, involve a bigger time commitment than the brief diaphragmatic breathing exercise introduced in Session 2. It is important to help participants do some planning in order to successfully find time to practice, especially for the more extended audio- assisted practice. Ask them to choose a time of day and a setting in which they will be most likely to practice. Ask them what sorts of barriers they see as presenting themselves and getting in the way of their practice. Make sure to underscore the fact that practicing these techniques is a powerful tool for coping with one’s pain and the accompanying stress associated with managing a chronic illness, such as chronic pain. 

In essence, noticing one’s thoughts and feelings, and then letting them go rather than being carried away by them, is another tool for narrowing the pain gate. 

Postsession Check

At the end of the session, ask group members to write down one or two things they learned from the current session that they could put to use both now and in the future (Client Handout 7.3). Encourage them to go back to their workbook and continue to jot down other notes as they review the session content and practice what they learned. 

CLIENT HANDOUT 7.1

Patient Guide: Observing and Letting Go

ANOTHER WAY TO HAVE A DIFFERENT RELATIONSHIP  

WITH OUR THOUGHTS AND FEELINGS

The earlier treatment modules have emphasized the importance of thoughts as they relate to your pain self- management. We started with the gate control model of pain, noting that our thoughts and feelings can affect our pain experience. Thoughts tend to drive emotions and actions, and when our thoughts are negatively slanted, our emotions and actions take on a similar characteristic. Research clearly shows that brain activity (including the brain activity generating thoughts and emotions) has a direct effect on the pain signals getting to the brain. In other words, our thoughts and emotions can open the pain gateway, making our pain worse, or can narrow the gate, resulting in less experienced pain. Since thoughts are so important, we want to approach them in a number of different ways and use a variety of tools to help us create the optimal brain environment to make the pain gateway as small as possible. 

In earlier treatment modules, you learned to notice what thoughts you were having, (especially negatively slanted, unhelpful thoughts), examine them for their truthfulness, and come up with new, more realistic thoughts. The current treatment module approaches thoughts in a different way: instead of examining the  content of thoughts (i.e., what we tell ourselves), this approach teaches you to explore the  process of thoughts (i.e.,  the way they arise in our brain and the way they pass by). This approach is called mindfulness meditation. 

You may have heard something about mindfulness, and/or you may have some ideas about what meditation is. 

Some people associate the word “meditation” with Eastern religions, although many Western religions use meditation as part of their spiritual tradition. Mindfulness meditation is not a religious practice, although some people find the practice spiritually fulfilling. Mindfulness practice doesn’t require any special clothing, equipment, or body positions. It can be practiced sitting in a chair, lying down, or even standing. Mindfulness as used in the current treatment approach is not employed to fulfill a spiritual goal. In this treatment program, mindfulness is used to give you another way to approach troubling thoughts, emotions, and even body sensations. Most people also find the practice relaxing and calming. 

WHAT IS MINDFULNESS? 

In essence, mindfulness practice teaches your brain to pay attention to what is happening in the present moment without judging it or clinging to it or running away from it. 

There are at least two things happening in the present moment: what is going on in the external environment around us and what is going on inside our skin (brain activity certainly included). Often, we are “in our head” and only partly aware of our external surroundings, particularly when performing an activity that has become automatic through repetition (for example, driving our same route to work every day). It is quite typical for our minds to engage in thought processes in any number of ways, such as revisiting previous conversations (especially if they were problematic in some way), planning our next activities, engaging in internal commentary about a previous event, and talking to ourselves about how we might handle an upcoming challenge. It is also very common to get caught up in our mental activity and find ourselves “down the road” without any real awareness of how we got there, perhaps even angry all over again about a past disagreement or fearful of what may be coming. When we get carried along (continued)
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Patient Guide: Observing and Letting Go   (page 2 of 3) down the road of our mental superhighway, our bodies (and brains) respond as if the mental event is current rather than past or future. And it is common for the stress response to occur as a result. Mindfulness is a skill that allows us to slow down and consider the present moment rather than dwell on the past or future. Mindfulness helps us realize the complex and ever- changing process of what is happening internally and externally, without getting swept along by any one thing. Once they start paying careful attention using mindfulness, most people are surprised to see how much is happening in the present moment! 

WHY DO WE FOCUS ON OUR BREATH IN MINDFULNESS? 

The suggestion to focus your attention on the inbreath and the outbreath is a way of providing an anchor to the present moment, since we are breathing every moment of our lives. The technique of bringing our attention to the breath also helps us to come back to the present moment when our mind has wandered away (which it does frequently). A key element of mindfulness (and many other meditation techniques) is the recognition that our minds naturally wander here and there as we are going about the present moment. As we pay attention and observe what is happening in the present moment, we begin to notice when our mind has wandered, and we bring it back to the here and now. Another part of mindfulness is  how we bring our mind back to the present moment. Many of us are rather impatient with ourselves and have a tendency to scold ourselves when we think we’re “not doing it right.” In mindfulness, when you notice your mind has wandered, I encourage you to congratulate yourself! In noticing the mind wandering, you are “doing” mindfulness. And then you gently bring your attention back to the breath, over and over and over again. As you continue to practice, there is a gradual shift in your ability to pay attention to the present moment, and just as important, your ability to let it go. 

WHY DO WE STAY NEUTRAL  

ABOUT OUR THOUGHTS AND FEELINGS? 

The nonjudging part of mindfulness also helps you to stay neutral rather than engage in the typical running toward the “good” and away from the “bad.” For example, typically we might become aware of a sound outside the window, and we may pay attention to it briefly, but we also label it (good, bad), appreciate it or dislike it, and maybe even associate the sound with a memory (positive or negative). Soon, our mind has taken off, and we are knee-deep in the last time we heard a revving engine (let’s say), and how that signified the end of our relationship (perhaps), which then results in a host of negative thought and feelings. Mindfulness encourages us to stay neutral as we observe what is happening, which then goes a long way to help us avoid our typical reflexive actions (e.g., angry outbursts, withdrawal from others, using pain medication to “feel something” or, conversely, to “feel nothing,” and avoiding any number of self-care activities because we are convinced they will hurt us). 

Mindfulness helps us create a different relationship to our thoughts and feelings. As we get practice with observing our thoughts instead of judging them, we realize that thoughts and emotions are pretty short-lived. They come and they go, unless we get swept away by them and are carried down the rushing “thought stream.” Some mindfulness teachers have talked about thoughts as just being electrical- chemical discharges that the brain makes. 

When we view our thoughts this way, it takes the emotional punch out of some of the things we get hung up on. 

 (continued)
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Patient Guide: Observing and Letting Go   (page 3 of 3) MINDFULNESS AND THE RELAXATION RESPONSE

Mindfulness is not specifically aimed at creating the relaxation response, but many people report feeling calmer and less stressed when they practice on a regular basis. And, as we’ve already learned, the relaxation response counteracts the stress response and helps us to reset our stress thermostats. 

To summarize, mindfulness meditation is another approach to creating a different relationship with our thoughts, emotions, and even physical sensations, and it is another potential relaxation tool. 
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CLIENT HANDOUT 7.2

Session 7 Outline for Clients: Observing and Letting Go

THE GOALS OF THIS SESSION

•  In- session practice of the brief relaxation exercise. 

•  Review of the previous week’s session. 

•  Learn about mindfulness and how it relates to this cognitive therapy program. 

•  Learn a simple mindfulness exercise. 

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Deeper beliefs are the way we make sense of the world. 

||Should beliefs are the “rules” we hold for ourselves and for others. 

||Core beliefs are deeply held notions about the general goodness (or badness) of people and about our own self-worth and ability. 

||Deeper beliefs, like automatic thoughts, are ideas, and not necessarily true. 

||Deeper beliefs can be negatively one-sided just like automatic thoughts. 

||You can examine your deeper beliefs and change the negative (untrue) ones. 

||Creating a new (more realistic) belief and then acting as if it is true can help you overcome the negatively slanted deeper beliefs. 

•  What have you been working on in terms of pain self- management since your last session? 

•  What was your experience with the acting as if exercise? 

WHAT IS MINDFULNESS? 

•  In the past few sessions, you’ve learned how to notice thoughts and deeper beliefs, examine them, and create new, more realistic thoughts. 

•  Mindfulness is another skill to create a different relationship to your thoughts and feelings. 

•  Mindfulness teaches your brain to pay careful attention to what is happening in the present moment, without judging it, and without trying to change it. 

•  Mindfulness is a skill to allow you to observe your thoughts and emotions as they come and go, without getting hooked and carried away by them. 

•  Mindfulness often creates the relaxation response, which helps reduce stress. 

 (continued)
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Session 7 Outline for Clients: Observing and Letting Go   (page 2 of 2) MINDFULNESS EXERCISE

•  We will do this together in session. 

•  Common reactions:

||“My mind took off!” ( Hint: Our minds are mostly very active; slowing down and observing it draws attention to what our minds do naturally.)

||“I couldn’t keep my attention on the breath.” ( Hint: The point of paying attention to the breath is to give you an anchor to come back to once you realize your mind has wandered. The mind will wander.)

||“I’m no good at this.” ( Hint: Many people feel they are supposed to clear their mind. Not so! The point is to notice where your mind has gone; note that without punishing yourself, and gently return your attention to the breath.)

||“I can’t sit still that long.” ( Hint: Feel free to make adjustments to your body as you need to. Treat your body with kindness whenever you can.)

HOMEWORK ASSIGNMENT

•  Read Client Handout 7.1, a patient guide to this session. 

•  Use the guided mindfulness audiorecording to practice at least three times in the coming week to begin to learn the skill of mindfulness. 

•  For short periods each day, pause a moment and pay attention to your breathing. 
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CLIENT HANDOUT 7.3

Postsession Check

Take a couple of minutes to write one to two things that you learned today that you could use now and in the future. 

(You can add to this list as you review the session material and begin to practice what you have learned.) HOW CAN I USE WHAT I LEARNED TODAY? 
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THERAPIST TOOL 7.1

Session 7 Outline for Therapists: Observing and Letting Go SESSION OBJECTIVES

•  Brief relaxation exercise. 

•  Review of the previous week’s session. 

•  Introduce mindfulness as it relates to cognitive therapy. 

•  Teach a simple guided mindfulness exercise

NEEDED MATERIALS, HANDOUTS, AND WORKSHEETS

•  Session 7 Outline for Therapists (this sheet)

•  Session 7 Mindfulness Script (Therapist Tool 7.2)

•  Session 7 Narrative Summary for Clients (Client Handout 7.1)

•  Session 7 Session Outline for Clients (Client Handout 7.2)

•  Postsession Check (Client Handout 7.3)

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Ask returning group members to help you review the last session for newer members: “How do should beliefs and deeper (core) beliefs relate to automatic thoughts?”; “What did you discover when you asked yourself how your deeper beliefs work against you? How about when you asked yourself how your deeper beliefs seem to work for you?”; “What was your experience with the Acting As If exercise?” 

•  Ask all patients: “What have you been working on in terms of pain self- management since your last session?” 

( Even those patients who are new to the groups will have had at least the introductory treatment session). 

SESSION OBJECTIVE:  

INTRODUCE MINDFULNESS AS IT RELATES TO COGNITIVE THERAPY

•  Tell clients: “In the past few weeks, you’ve learned how to notice thoughts and deeper beliefs, examine them, and create new, more realistic thoughts.” 

•  Tell clients: “Mindfulness training is another way to help you manage strong thoughts and feelings.” 

•  Ask clients what they have heard about the term “mindfulness” or “meditation.” 

•  Dispel myths about mindfulness (i.e., not a religion, doesn’t require specific body positions, special clothes, or equipment). 

•  Tell clients: “Mindfulness is a brain- training exercise: It teaches your brain to pay careful attention to what is happening in the present moment, without judging it, and without trying to change it.” 

 (continued)
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Session 7 Outline for Therapists: Observing and Letting Go   (page 2 of 2)

•  Tell clients: “Mindfulness is a skill to simply observe our thoughts and emotions as they come and go, without getting hooked by the thoughts and carried away by them. In this way mindfulness gives us another skill to create a different relationship to our thoughts and feelings.” 

•  Tell clients: “Mindfulness also often creates the relaxation response, which helps reduce stress.” 

SESSION OBJECTIVE:  

LEARN A SIMPLE MINDFULNESS RELAXATION EXERCISE

•  Lead the group members in a guided mindfulness meditation exercise, using the script provided in Therapist Tool 7.2 as a guide. 

•  Process the experiential exercise with participants:

||Ask them what their experience was like, without implying it should be any particular way. 

||Ask about specific sensations, thoughts, and emotions they may have experienced. 

||Ask participants about their experience with using the breath as an anchor for their attention. 

||Help participants understand that “mind chatter” is normal and that they needn’t try to achieve a “blank mind.” 

||Emphasize that returning one’s attention to the breath is a strategy for letting go of wherever the mind has wandered, rather than trying to prohibit the mind from wandering in the first place. 

||Using a permissive and exploratory style, reinforce participants’ detailed observations and potential insights, and reframe as needed to relate their experience to becoming aware of observing and letting go, rather than getting swept away by thoughts and feelings. 

HOMEWORK ASSIGNMENT

•  Ask clients to listen to and practice the guided mindfulness audiorecording at least three times in the coming week to begin to learn the skill of mindfulness. 

•  Ask clients to practice pausing and observing the breath on their own for short periods each day. 

POSTSESSION CHECK AND SESSION SUMMARY

•  Hand out the Postsession Check (Client Handout 7.3) and have clients write a couple of things down before they leave. Encourage them to add more to this sheet as they review the session content and practice during the week. 

•  Summarize the content of the session:

||Mindfulness is another way to help you manage strong thoughts and feelings. 

||Mindfulness is a skill to help you observe your thoughts and emotions as they come and go, without getting carried away by them. 

||Mindfulness teaches your brain to pay attention to what is happening in the present moment, without judging it and without trying to change it. 

||Mindfulness also often creates the relaxation response, which helps reduce stress. 

•  Remind clients to read the Patient Guide (Client Handout 7.1) in order to get a recap of the session. 
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THERAPIST TOOL 7.2

Mindfulness Script

Settle down in a chair, making yourself comfortable as best you can. Allowing your gaze to be soft and somewhat unfocused if your eyes are open. . . . At any point you can close your eyes if you want to. Bringing your awareness to how you’re sitting in the chair and where your body makes contact with the chair. Where on your body do you notice contact with the chair? What do you notice about it?. . . . Maybe adjusting your body so that you are sitting with your legs uncrossed and feet flat on the floor, now maybe noticing the backs of your legs resting against the chair, and the bones at the bottom of your pelvis, the so- called sitting bones providing a stable base on the chair . . . 

your lower and middle back can be supported by the back of the chair, and you are sitting upright but not stiff. 

Allowing your shoulders to relax down away from your ears and gently guiding your chest to be a little bit lifted. 

Your head is centered, balanced comfortably between your shoulders. . . . Allowing the crown of your head to point toward the ceiling and your chin to lower slightly. Taking on this sitting posture each time you practice will teach your body and mind that it is time to quiet . . . and to pay attention in a different way than we are typically used to. 

And knowing that while you are practicing, it is always okay to adjust your body when you need to do so, always being kind to your body as you practice. 

. . . . And taking a few moments to get in touch with the movement of your breath and the sensations in the body. . . . Bringing your awareness to the physical sensations of how your breath is coming into the body . . . notice how your breath comes in, through the nostrils, past the back of the throat, down into the lungs. . . . And notice how it goes out. . . . As you breathe in, and the air moves into your lungs, your chest lifts slightly and your belly may balloon out, making room for more air to fill the bottom of the lungs. As you breathe out, your belly goes back in toward the spine, like you’ve let the air out of a small balloon, and your lungs gently release the air back out through the back of your throat and out the nose. Take a few minutes to feel the sensations as you breathe in and as you breathe out. Noticing your breath come in and go out, like a gentle ebb and flow of a tide, rising, and falling away with each breath. . . . 

There is no need to try to control the breath in any way—just paying attention and watching the breath as it comes in and goes out. . . . And experimenting with also bringing this viewpoint of  observing without trying to control the experience to the rest of this practice. There is nothing that needs to be fixed while you practice . . . no particular state to be achieved. Simply experimenting with allowing your experience to be your experience, without needing it to be other than it is. You are simply being an observer, paying attention in a way that we don’t usually do. 

Continuing to focus your attention on all the little details of breathing in, and breathing out, over and over again, without needing to change it in any way. . . . 

And . . . sooner or later (usually sooner), your mind will wander away from the focus on the breath to thoughts, planning, daydreams, drifting along— whatever. This is perfectly okay . . . it’s simply what our minds do. It is not a mistake or a failure. When you notice that your awareness is no longer on the breath, noticing what has captured your attention. And then gently bring your awareness back to a focus on the changing pattern of physical sensations of the breath, paying attention to the ongoing inbreath, and the ongoing outbreath, like the ebb and flow of a gentle tide. If you find yourself getting sleepy, just note that. . . . And bring your focus back to the breath. You may want to experiment with opening your eyes, allowing your gaze to be soft and unfocused. . . . If you find yourself feeling an emotion— maybe boredom, or sadness, or calm, or irritation, just note that. . . . And then gently bring your awareness back to the breath, over and over again. 

 (continued)
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Mindfulness Script   (page 2 of 3)

And now, allowing your focus of attention to expand around the breath to include a sense of the physical sensations throughout the whole body. You’re still aware of the movements of the breath, but that awareness is in the background, as you shift your focus of attention to an awareness of the physical sensations where the body makes contact with the chair–—the sensations of touch, pressure, or contact of the feet with the floor; the buttocks with whatever supports them; the hands where they rest on the thighs, or on each other. You might also become aware of other sensations in your body that call for your attention. It could be an itch or a tickle, it could be an ache that you hadn’t been aware of before sitting quietly, or it could be a painful sensation that you deal with on a daily basis. For now, experimenting with simply observing this sensation and noticing what happens. . . . Does the physical sensation take on a different quality? Does it go away or grow in intensity? Are thoughts or emotions tied to the sensation? 

Experimenting with simply observing the sensation and maybe becoming aware of the separation of the sensation from the thought that labels it or the emotion that may come along with it. If, as you are observing a sensation . . . 

say, an itch . . . you decide to scratch the itch, that’s perfectly okay. Go ahead and make whatever adjustment you need to make—a scratch, or a shift in posture, whatever you need to do to be kind to your body at this particular moment in time. 

And then as you gently allow your focus of attention on physical sensations to fade into the background, bringing your attention to any sounds inside or outside the room. Noticing as your focus your attention on sounds that you may become aware of noises you hadn’t noticed before paying attention to them. Noticing that you might be attracted to particular sounds, and judging other sounds to be unpleasant, maybe wishing for certain sounds to go away or be different in some way . . . and just noticing these judgments about the sounds, and experimenting with letting the judgments go and focusing your attention to the sound itself, as if the noise were just sound waves, with no particular meaning. . . . 

And noticing where your focus of attention is right now . . . simply noting that, and letting it go. And maybe bringing your attention to any thoughts that are floating through your mind . . . knowing that our minds are very busy with all kinds of thoughts— it’s as if our mind is a superhighway for thoughts. . . . So our minds will naturally drift in and out of thinking . . . just noticing what thoughts you might be having now . . . how certain thoughts might grab for your attention, sweeping you along on the superhighway. Just noting the thought and then experimenting with letting it go. Maybe refocusing your attention on the inbreath and the outbreath. Riding the ebb and flow of the breath. . . . And then noticing that your mind has wandered onto a thought or feeling, noting it, and gently bringing your focus of attention back to the breath. . . . As we get practice with observing our thoughts instead of judging them, we realize that thoughts and emotions are pretty short-lived. They come and they go, unless we get swept up into the thought superhighway by them and are carried along for a while. And then, with this practice, we begin to notice when that happens, and just continue experimenting with letting the thought go as we bring our focus of attention back to the breath, over and over and over again. Maybe even noting that our thoughts are really just discharges that the brain makes. When we view our thoughts this way, it takes the emotional punch out of some of the things we get hung up on. 

It’s as if you are sitting on the side of the thought superhighway and watching thoughts and emotions and sensations come and go like little cars going by. When you notice that you have been “taken for a ride” on one of the thoughts or emotions or sensations— that you are being carried down the highway, simply noting that, and bringing yourself back to the side of the road, observing, and watching the thoughts and emotions and sensations pass by. 

This is a new way to deal with experiences that have a strong pull on our awareness. 

 (continued)
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Mindfulness Script   (page 3 of 3)

As we come to the last few minutes of this practice, wherever your attention is right now, simply bring your focus back to your breathing. Focus on the fullness of the inbreath and the fullness of the outbreath. Maybe noticing any thoughts or emotions about this practice session coming to an end. . . . Maybe relief or impatience. . . . 

Maybe disappointment. Maybe a tendency to judge what you have just done, as if there is a right or a wrong way to do this. . . . Simply note what is going through your mind as you become aware that you are nearing the end of the sitting, and then let those thoughts or emotions float on by as you sit on the side of the thought superhighway, simply observing your breath. . . . And when you are ready, bringing your awareness back into the room where you are sitting, maybe rolling your shoulders a little bit, taking a little stretch, wiggling your fingers and toes, and then opening your eyes, finished with the experiment of observing for now, but knowing that you can come back to it. . . . 

As you teach your body and mind to pay attention in a different way than we are typically used to doing. . . . 
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T R E A T M E N T   M O D U L E   8

Writing about Strong Emotions

 Another Way of Acknowledging and Letting Go

The eighth treatment session teaches clients an emotional disclosure exercise. Here, we teach patients a writing exercise, but it should be noted that both written and spoken emotional disclosure have been shown to be effective in reducing distress and promoting broad cognitive benefits such as finding meaning, recognizing one’s personal strengths, seeing new possibilities, and relating to others following aversive or unresolved stressful experiences (Slavin- Spenny, Cohen, Oberleitner, & Lumley, 2011). Since chronic pain by its very nature is an unresolved and aversive stressful experience, emotional disclosure may be a useful addition in a CBT program for chronic pain. Furthermore, the stress of chronic illness has interpersonal relationship ramifications, both with loved ones and with health care providers. 

Providing a technique that helps patients acknowledge strong feelings in an appropriate and safe manner can have positive (albeit delayed) effects on their health, perceptions of control over pain, and depression. (See Chapter 3 for associated research.) Emotional disclosure exercises may also be a way of connecting patients with their deeper beliefs, especially those that are associated with strong emotions. Although there is no evidence that the combination of emotional disclosure plus CBT provides greater cumulative efficacy over and above standard CBT 

(Lumley et al., 2014), we do not yet know which patients will respond to which particular techniques. Furthermore, given our focus on helping patients process cognitions  and emotions more adaptively, emotional disclosure exercises may be a useful technique that facilitates awareness and expression of strong emotions rather than avoidance. 

Since there is some indication that participants who expect to turn in their writings gain more benefit from an expressive writing exercise than those who know that they will be keeping it to themselves (Radcliffe et al., 2010), it may be an option for patients to share their writings with a receptive neutral party, such as the therapist. As Mark Lumley (personal communication, February 14, 2016) stated so cogently, “Of course,  who the audience is matters. Anonymous researchers are very different from family members. I actually think that therapists and similar 260 
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others (clergy, fellow group members) make ideal readers of one’s writing.” Although there is no research on the impact of having group members share their writings, you will see in the following material that I give patients the option to share their writings with the therapist, if they so choose. 

Emotional disclosure exercises result in short-term increases in negative affect (Smyth, 1998), and I think this is important to mention to your clients. However, I think it is also important to note that mood reduction is not a universal and typically resolves quickly. Finally, we are not advocating the indiscriminant expression of strong negative emotions in all situations, which in some cases can be dangerous (in the case of physically abusive relationships) or at least very damaging to ongoing relationships. Since we will be following up this session with work on communication (Session 9), we give patients an option for healthy, honest, balanced communication that may indeed acknowledge strong emotions but (hopefully) does so in a productive manner. 

Therapist Tool 8.1, found at the back of this module, provides an outline of Session 8 to be used by the therapist. Client Handout 8.1 provides a patient guide of the session, and Client Handout 8.2 provides a client outline. Both can be found at the back of this module. 

SESSION 8 TRE ATMENT OB JEC TIVES

•  Brief relaxation exercise. 

•  Review the previous week’s session. 

•  Learn and practice an emotional disclosure exercise. 

Brief Relaxation Exercise

As usual, begin the session with the brief relaxation used each session, using the script from Therapist Tool 2.2 as your guide. Process participants’ experience with the in- session relaxation exercise, and be aware that those participants who attended Session 7 (and hopefully practiced the mindfulness exercise at home) may want to compare their impressions of the abbreviated relaxation practice with their experience of the mindfulness practice at this point. Rather than artificially dichotomize the discussion, if someone brings up the week’s practice with mindfulness, you should feel free to process that with them at the same time. If you have new participants at this point in the group, you should explain that those who have attended previous sessions have learned both the brief relaxation exercise that was just practiced and longer relaxation exercises that newer members will receive as they continue along in the 10 sessions. 

Session Objective: Review the Previous Week’s Session

In Session 7, we introduced the concept of mindfulness as another way of managing negative automatic thoughts, self- prescribed rules, and core beliefs. Additionally, mindfulness was discussed as a tool to notice and let go of emotions and even physical sensations, rather than being swept away by them. Although practicing mindfulness often results in the relaxation response, 
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the main point is not so much relaxation as it is noticing without judging or trying to change things and being able to let go of thoughts and feelings without being carried away by them. 

Mindfulness is very much an experiential activity, and it is important to be able to process the clients’ experiences with their reported practice during the week. If their experiences with the practice didn’t come up after the brief relaxation exercise, make sure to discuss this as part of last week’s session review. 

Ask returning group members to help you explain to any new group members what their understanding of last week’s session was about and, importantly, how they think it relates to pain. In addition to offering a brief review of the last session (with the help of returning group members), ask all patients to share what they have been working on in terms of pain self-management since their last session. Remind group members to keep reviewing their patient workbook as well as the session summaries provided for each module. 

Between Session 7 and the present session, Josh practiced mindfulness several times using the audiolink provided to patients (see the box at the end of the table of contents). Remember that in session Josh was quite distracted by both his back pain and his irritation at the therapist for engaging him in an exercise that seemed to shine a spotlight on the very thing he was trying to get away from. Other group members also talked about their experiences with the practice. 

Following is a session transcript. 

TherapisT: Let’s talk a bit about what it was like to practice the mindfulness exercise on your own during the past week. Who would like to share their experience? 

Josh: Well, I have to be honest, I was surprised! I didn’t find nirvana or anything, far from it. 

But I was able to really hone in on my back pain and sort of dissect it into several different sensations. Like there was a pulsing vibration that came and went. There was an ache that was pretty constant. And there was a warmth that changed up a lot. I had no idea that so much was going on and changing. 

TherapisT: So it sounds like you were really able to focus on it and observe it carefully, and there were some surprises. 

Josh: Yeah, and the biggest surprise is that although I could have sworn to you that my back pain is constant and always terrible, there were (short) periods of time when the pain was not present. I was blown away by that! 

TherapisT: It comes as a surprise to a lot of us to find out that what we thought was a constant thing is actually changing all the time. That discovery comes by paying very careful attention, and it sounds like you were really doing that! How about any emotions associated with practicing? Last week you were pretty irritated. 

Josh: Hah! Yep, I was not happy with you and your little experiment! But during the week, I felt like it was more familiar— that I was more in charge— I could move if I needed to, and I had a better sense of what you were trying to do with us. It was worth doing, but nothing like I expected and nothing like I’ve done before! 

Calia: I felt a lot of sadness this week. I thought a lot about my husband and missing him. At first, I didn’t like that the exercise put me in touch with all those emotions, but at some point, I was able to just accept that I was sad. 
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TherapisT: It makes sense to me that you have sadness over your husband’s death, Calia. 

Calia: Yeah, but I think my family freaks out that I won’t be able to handle it—that I’ll get depressed and get all withdrawn again. They tell me to stop thinking about it! 

TherapisT: How does that work for you, when you try to stop thinking about it, and try not to feel sad? 

Calia: Well, if I try to push it away, it seems to come back stronger. But this week, I just let myself feel sad and I just sat with it, and it passed on its own. Then it came back and I did the same thing, and it felt okay. I think I’ve been running away from my sadness. 

TherapisT: It’s very common for us to try to run away from unpleasant emotions or to avoid all kinds of pain. And we all have a reflexive tendency to avoid our pain or get away from the unpleasant. Do you have a sense of what you typically do to try to push sadness out of the way? 

Calia: Well, I hate to say it, but I think I was using the pain pills sometimes so I wouldn’t feel sad! I didn’t realize that until just now! Yikes, does that make me a bad person? 

bill: Well, if it does, I’m a bad person too. I’ve used them before just to feel  something because I’ve felt dead inside! 

TherapisT: Thank you guys for sharing that. Notice how quickly we tend to judge ourselves for what we do to avoid or escape from painful situations, including painful emotions! Remember the part of mindfulness I was talking about last week—the nonjudging part? Let’s figure out how that piece fits into this whole puzzle. 

Calia: Well, I noticed that when I wasn’t fighting feeling sad—just accepting feeling sad—it passed on its own. So, if I’m not running away from the sadness, maybe I don’t need to go to the pills to get away? 

Julie: This whole talk about taking pain pills makes me scared. It’s already the case that doctors treat us like we’re faking and just wanting the pills. I just refuse to be looked at like that, so I refuse to accept any prescriptions, ever! 

TherapisT: So, it sounds like it scares you that someone might think of you as a “drug seeker,” 

so you close that fear off by just not accepting any medication? Am I understanding you correctly? 

Julie: Yup, or maybe I’m afraid of myself— Maybe I’m afraid I will become an addict, I don’t know. I just know that I don’t want to think about it! 

TherapisT: Something that’s very common is to try to get away from unpleasant thoughts and emotions. I wonder what would happen if you just sat and observed your fear? 

Julie: Yikes, I’d rather keep that wall up! That may be too much for me! 

TherapisT: The great thing about experimenting with mindfulness is that you can just “stick your toe in the water” without having to jump in all at once or without ever jumping in, if you don’t want to. You can use your breath as an anchor to come back to. What I’m wondering, Julie, is whether next time you try this exercise, you might consider just observing the wall you just talked about—what’s it made of, what’s holding it up, what’s pushing against it? And coming back to the breath as you sit and observe the wall. 
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bill: So, if it’s like Josh’s back pain, you’re saying that it might start changing— that wall might start changing. That she might find out it’s not as big and scary a thing that she needs to hold back? 

TherapisT: I think it might be worth taking a look at, yes. But, as always, you are in the driver’s seat. You can decide what you want to sit with, what you want to look at, and what you aren’t yet ready to sit with. The reason I think it’s worth doing is because several of you have already told me that this exercise made you realize that as you sit and observe the present moment, you notice that it’s constantly changing. 

bill: Well, my mind was certainly constantly changing as I was practicing this week. I’m just amazed at how many thoughts are running around in our brains! But I didn’t get down on myself and say I was doing it wrong. I just tried to watch the movie as it was going past. 

TherapisT: So, as thoughts came and went, you’d just watch them come and watch them go? 

bill: Yeah, I remember what you said about not getting swept down the river of thoughts, so I just sat on the sidelines and watched. It’s kind of humorous, if you don’t get hooked by some weird image or thought. Like, before, I was taking my thoughts way too seriously. Now I find myself saying “It’s just one more thought. You can let it go.” 

TherapisT: Yes, and that’s exactly what I meant by mindfulness being another way to let go of our thoughts. For the past several sessions, we’ve looked at the content of our thoughts—

 what we’re telling ourselves— and tried to come up with alternative, more realistic thoughts. 

Now, with the mindfulness exercise, you have another way of getting in touch with and letting go of unhelpful thoughts and feelings— just notice them and watch them pass without getting swept away by them. 

andrea: Yeah, well, I’m going to need a whole lot more practice with that to get good at it! 

TherapisT: Of course, and that’s true for all the skills we’re learning here. But just remember, 

“getting good” at mindfulness does not mean that strong thoughts and feelings will stop coming. That is the nature of our minds. But you can learn to just watch the show, without judging it or trying to grasp at it or trying to run away from it. Continuing to practice brings stronger skills and new insights. These aren’t just meant to be the “new skill of the week.” 

These skills are meant to be practiced for the rest of your life. You guys have done great work! Let’s go ahead and talk about the next skill I’d like to teach you. 

Troubleshooting  Tip:  The concept of “reacting” versus “responding” is an important one in mindfulness. The idea here is that we all develop characteristic patterns of reacting to strong thoughts and feelings— so- called reflex reactions. We may lash out when we feel threatened or wronged, or we may retreat and withdraw. Either could be a habitual pattern that does not serve us particularly well. If we can sit with the feeling of being “wronged” and not run away from it or push it away with anger, we can often come up with a more useful response to a threatening situation. For example, if we are not reacting based on our strong emotions of anger or fear, we might choose an assertive response rather than aggression or passivity. For those dealing with chronic pain, the urge to avoid or escape those negative perceptions is quite strong. Reaching for the pill bottle, food, or alcohol is part of very common reflexive patterns that are used in an effort to escape all kinds of pain. A trip to the Emergency Department is 
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also a common reflex reaction to strong pain perceptions. All of these reflex reactions have been culturally reinforced and are therefore all the more difficult to abstain from. As people begin observing their pain, however, they are generally surprised at its temporal and sensory variability. When they begin to observe these details, there is the possibility for a shift in their relationship to the pain. Being able to sit and observe, instead of running to the escape hatch, gives one a sense of self- efficacy and allows for associated negative emotions (fear, anger, hopelessness) to recede from center stage. When patients begin processing their experience of mindfulness by talking about the ability to take a step back before reacting, and perhaps choosing another course of action that serves them better, they are now incorporating the practice of mindfulness into their pain management repertoire. 

Session Objective: Learn and Practice an Emotional Disclosure Exercise Emotional disclosure exercises involve having clients write or speak about unresolved stressful experiences and their feelings associated with such experiences. The choice of topic is typically left up to the patient but often revolves around experiences of trauma, loss, or illness. Since the instructions for the exercise presented in this module ask clients to write about their feelings, this exercise specifically includes  emotions as well as thoughts and encourages their expression. Although emotional disclosure is not a cognitive therapy exercise per se, one’s thoughts and emotions are clearly associated, as are subsequent behaviors. Emotional disclosure exercises help patients access and process their strong emotions related to stressful life events and trauma, which in turn affects the way they think and act. Directly targeting and processing their emotions is another means by which patients can cope with the stress of long-term, potentially debilitating pain, as well as other unresolved stressors in their lives. In addition, as I have noted in Chapter 3, expressive writing (or other forms of emotional disclosure, such as privately speaking into a recorder or speaking to a neutral listener) may provide a way to get in touch with, and express, feelings that are otherwise unexpressed and thus perhaps never processed. 

Because unresolved stressors are often interpersonal, this module can directly lead into work on assertive communication, which is the object of Treatment Module 9. You can use the following material to guide you as you introduce the topic of emotional disclosure to participants. 

This week’s new skill involves writing down your strong emotions and thoughts about a negative event or an unsolved situation in your life. Scientific research has shown that writing about deeply troubling emotional situations in our lives can actually help us to function better, both physically and emotionally. And this activity has been shown to be particularly useful for patients who are coping with the stress associated with a variety of medical problems, such as cancer, people with immune disorders, and people with chronic pain. Writing about our strong emotions may help us sort out our feelings about seriously stressful life events. 

Some people would rather not write about their feelings— they would rather talk. This is okay too, and for those who don’t want to write, you can do this exercise by talking into a recorder (almost everyone with a smartphone now has a recorder function on their phone). 

You’ve already seen that people have negative thoughts they might not even be aware of, and once they become aware of them, they can learn to challenge the untrue/unhelpful 
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part and construct alternative thoughts. You’ve also seen that sitting with and observing our thoughts and feelings can sometimes be used to just let them pass on by without getting caught up in them and swept away by them. The writing exercise you will be learning today focuses more on your emotions but asks you to write down your emotions about a stressful situation that has happened or is happening right now in your life. Writing down your feelings helps you to begin dealing with them instead of denying their existence. It also helps you to clarify what your feelings actually are— sometimes we don’t pay that much attention to our feelings, and sometimes we try to shut out our feelings. We know that trying to block out our deepest feelings tends to have a negative overall effect. We also know that a lot of unresolved stressors involve relationships with other people— family members, loved ones, coworkers, or even our health care providers. You might want to think of this exercise as “writing an unsent letter” to another person, if this is the case for you. Although some people report that the writing exercise initially makes them feel sad or even distressed, these feelings usually pass and may lead to a deeper understanding of your emotions. 

Let’s start with an in- session exercise. First, rest assured that you are only writing this 

“unsent letter” for yourself— you are not sending it. You don’t need to share the content of your writing with the group, and we will not ask you to turn in your writing— you can throw it away as soon as you’re finished, if you want to. If you  want the group leader to look at your writing after the session, that’s okay too. You can just give it to us as you leave. You are in the driver’s seat. We are going to take 10 minutes now, and I’d like you to write about your feelings about a problem situation that hasn’t been resolved. It could be something that happened a long time ago, or something recent, or even something that is happening right now. 

We want you to dig deep and put into words those experiences and feelings that are hard to share, hard to face, or make you feel anxious when you think about writing them down. 

These feelings are ones that we typically don’t express— to others and sometimes not even to ourselves. The most important part of this exercise is to really explore your deep feelings about the topic you choose. It is natural to feel a broad range of emotions, including sadness or grief, when you do this exercise. If you find yourself getting extremely upset about what you are writing, you can always change topics instead of quitting. The only rule is to write continuously for 10 minutes. If you run out of things to write, go ahead and repeat what you have already written. Don’t bother erasing or crossing stuff out. Just write. Don’t worry about grammar, or spelling, or sentences. Just write.1

Troubleshooting Tip:  Clients have different reactions to the emotional disclosure exercise, and some group members may get tearful. Usually by this time in the group, members are comfortable with each other’s occasional tears. Sometimes group members will want to discuss the content of their writing; this is acceptable, but it is not the point of the exercise, and clients should in no way feel obligated to do so. You can invite participants to turn the writings into you at the end of the session, since some research suggests that having a neutral party read their writings has a stronger therapeutic effect than not turning them in (although this was with an 1 When doing this exercise in session, I highly recommend that the therapist be writing too, instead of just sitting and observing the process in others. I usually sit and write about a day-to-day stressor that’s bugging me, but not overwhelming me. In this way, I participate along with the group members without getting tied up in my own (deeper) issues. 
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undergraduate sample; see Radcliffe et al., 2010). Although some people find it therapeutic to share what they have written, and we are not trying to forbid them to do so, the point of the exercise is to encourage the clients to write— without any concern about who might read it and what they might think—to express their feelings that otherwise would go unexpressed, and to get some relief through emotional expression. 

After the exercise, ask clients to discuss their response to the exercise itself, and explain to them how this is different from sharing the  content of their writing. Remind clients that expressive writing goes beyond the cognitive restructuring exercises that they practiced in earlier sessions because emotional disclosure exercises focus more on emotions than on thought. This provides an avenue to put strong emotions into language, which helps them come to a deeper understanding of those emotions. An example from a session transcript appears next. 

TherapisT: Now that you’ve completed your first expressive writing exercise, I’d like to spend a few minutes checking in to see what the experience was like for you. I’m not asking you to share  what you wrote about, but instead to talk about what you experienced by doing the exercise. 

shweTa: I’m shocked at how furious I must be under the surface. No wonder I get angry at others so much of the time. I seem to be mad at the world! 

TherapisT: So for you, Shweta, the exercise opened your eyes to a real anger you’re carrying around with you. 

shweTa: Yes, and it’s not doing me a bit of good, I can see that. I don’t think my anger caused my pain problem, but it’s not helping my pain either. 

TherapisT: We’re not about figuring out what caused your pain. We  are about figuring out how unexpressed emotions can have a powerful impact on your happiness and other areas of your life, maybe even including your pain. Expressing and understanding these emotions better can be part of the healing package. 

ColeTTe: Boy, this writing made me so sad. I really just feel like I’m not any good to anyone anymore! Talk about being the walking wounded! I must be the poster child! 

TherapisT: When folks do these writing exercises, they often say that they feel sad or even depressed afterward, but that the sadness is temporary. A very common reaction, though, is also surprise— that we carry around such deep emotions without being fully aware that they are weighting us down. It’s almost as if we tell ourselves that if we deny the emotions or push them away, they’ll go away. But there they are, stuck under the surface, where they eat at us without us really coming to an understanding about them. 

ben: I said it before, and I’ll say it again. I don’t want to go this deep with the emotional stuff! I spent my 10 minutes writing about how I was mad at you for making me try! 

TherapisT: That’s absolutely fine, Ben. It’s okay to be mad at me, and it’s okay to use your writing time to write about being mad at me. The exercise is not meant to force anyone to write about emotions that they don’t want to write about. And, remember, one suggestion is that if you find yourself becoming extremely upset about your writing topic, you can always just switch topics. You are in charge. And we are not assuming that everyone has terrible, pent-up emotions boiling beneath their surface that  must be expressed. The exercise is there for you to use as you see fit. 
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Troubleshooting Tip:  As you can see from this transcript, Ben was quite resistant to the process of going deep into his emotions. This sort of resistance should be honored with a permissive stance. Remember that if it appears a client is unlikely to comply with a particular homework assignment, it is better to remove the assignment altogether, or substantially adapt it, than to set the client up for a failure experience. 

At the end of the session, I checked in with Ben to see how he was feeling about the assignment. He was still angry and said that the chances were only “50–50” that he would do the assignment (and there was a similar unstated implication regarding his attendance at the next session). Given these feelings, I suggested to Ben that he continue with the mindfulness practice rather than participate in the expressive writing assignment. Alternatively, he could choose to write, but choose a topic that was not based on his emotions. He decided to choose the latter assignment. (What he did with this is described in a session transcript in Treatment Module 9.) You will sometimes find that once you remove the need for client resistance (via a permissive but inviting stance), the client stops resisting. 

Homework Assignment

For homework, group members are asked to practice the writing exercise for 10 minutes each day, for a minimum of three more consecutive days during the coming week. The subject of their writing can be the same as the in- session topic or if they prefer to switch topics during their practice, this is also okay. It is not unusual for people to find themselves writing about an unresolved circumstance in their past that they weren’t even really aware they were holding on to. Refer to Therapist Tool 8.1 for specific instructions. 

It is also up to the individual client whether she chooses to share her writing with another person or persons, including the therapist. While sharing the writing should not by any means be forbidden, the point is for the clients to write without censoring— and often when people expect others to see their writing, especially family or other people with whom they have interpersonal relationships, they temper or justify what they write in a way that sabotages this particular exercise. 

Troubleshooting Tip:  Sometimes a client with a lot of anger built up concerning a particular person (often a spouse) may want to use this opportunity to “dump” anger on the spouse or partner by writing it all down and then “requiring” that the spouse read and respond to it, justifying the ultimatum as part of the therapy. Expressive writing is  not meant to be a communication exercise, although the writing exercise may clarify some unresolved feelings that the client may want to address directly with another person. This is where assertive communication training comes in: once the person has identified his true, unexpressed feelings, this can then be followed by healthy, honest, balanced communication in real life. So, you will want to underscore with your clients that this exercise is  not intended as a means of unloading on another person. Assure them that you will be providing them a means to communicate effectively during the next session. 

Some group members will quickly recognize that much of what they write down will include negative automatic thoughts, rules, and deeper beliefs, and since they have had the opportunity to incorporate cognitive restructuring into their coping repertoire, they will catch 
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themselves as they are writing down these thoughts. The point of this exercise, though, is not to get clients to challenge the thoughts and emotions, but to give them an opportunity to voice the emotions that have gone unexpressed and unprocessed. 

Postsession Check

At the end of the session, ask group members to write down one or two things they learned from the current session that they could put to use now, and in the future (Client Handout 8.3). 

Encourage them to go back to their workbook and continue to jot down other notes as they review the session content and practice what they learned. 

CLIENT HANDOUT 8.1

Patient Guide: Writing about Strong Emotions

THE PROBLEM WITH PUTTING THE LID ON EMOTIONS

As you have already learned, thoughts and emotions greatly influence our experience of pain. The brain activity generated by strong emotions and thoughts can have a direct effect on the pain signals getting into the brain. Our feelings and thoughts can open or narrow the pain gateway, letting more or fewer pain signals get to the brain. We have focused on thought processes in the last few treatment modules, but strong emotions are also very important to consider. In some situations, negative emotions may even be easier to recognize than negative thoughts. We may be able to recognize when our mood goes south before we can identify what we are telling ourselves about the situation. But in certain situations or with particular life events, we may try to block out the emotion. This is particularly true of very strong negative emotions produced by traumatic events. Especially in situations over which we have little control (say, a motor vehicle accident or a fall at work), we may try to bury our negative emotions. This is also true of emotions resulting from early childhood trauma— out of a sense of survival, we might bury those emotions in an out-of-the-way “filing cabinet” in our brain. 

It’s not uncommon for people to feel ashamed about or responsible for negative life events. Take, for example, a former client who had purchased a brand-new sports car, only to roll it down a ravine the next day. The accident left her not only with chronic pain but also intense guilt. The associated thought was that this had been a sign from God that she should not have been so self- indulgent and bought an expensive car. She wanted to smother those guilty emotions! We tend to wall off strong emotions because we might think there is nothing we can do about them anyway, or we might even think that we will be overwhelmed by the negativity of the emotions. Another reason people would rather bottle up strong negative emotions is that they don’t want to overwhelm others or hurt loved ones by sharing their negative feelings and thoughts. In these cases, the emotions may be buried inside us, but they are still having an effect on our well-being, whether we know it or not. And they are likely opening the pain gate, allowing in more pain signals and thus increasing our experience of pain. 

WRITING (OR TALKING) ABOUT STRONG EMOTIONS

You’ve already seen that people have negative thoughts they might not even be aware of, and once they become aware of them, they can learn to challenge the untrue/unhelpful part and construct alternative thoughts. You’ve also seen that sitting with and observing our thoughts and feelings can sometimes be used to just let them pass on by without getting caught up in them and swept away by them. This writing exercise focuses more on your emotions and asks you to write down your feelings regarding a stressful situation that has happened or is happening right now in your life. Writing about our strong emotions may help us sort out our feelings about seriously stressful life events. 

Writing down your feelings helps you to clarify what you are actually feeling and begin dealing with your feelings instead of denying their existence. Scientific research has shown that writing about unresolved emotional situations in our lives can actually help us to function better, both physically and emotionally. This activity has been shown to be particularly useful for patients with a variety of medical problems and with other stressful or even traumatic situations. 

 (continued)

From  Cognitive Therapy for Chronic Pain: A Step-by-Step Guide, Second Edition, by Beverly E. Thorn. Copyright © 2017 The Guilford Press. 

Permission to photocopy this material is granted to purchasers of this book for personal use or use with individual clients (see copyright page for details). Purchasers can download additional copies of this material (see the box at the end of the table of contents). 
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Patient Guide: Writing about Strong Emotions   (page 2 of 2) Although many people report that the writing exercise initially makes them feel sad or even distressed, these feelings pass. After doing these exercises, many people report having a better understanding about feelings they have tried to ignore or squash down, which has a positive effect on other parts of their lives. 

NOT A COMMUNICATION TOOL

We don’t typically use these exercises as a communication tool, like to tell a loved one what’s on our mind or in our hearts. When we write to communicate with someone else, we often censor what we write. We want this exercise to be just for you, without any pressure of holding back that might come from sharing it with others. Further, if you are very angry at another person, unleashing your fury by sharing your writings may have consequences you had not thought about, particularly if the other person is not trustworthy or becomes very defensive. We will talk about a different approach to communication in the next session. 

Some people would rather not write about their feelings, instead preferring to verbalize them. This is okay too, and for those who don’t want to write, you can practice doing this exercise by talking into an audiorecorder or a voice recorder on your smartphone. Most smartphones have this function, or you can use any other sort of digital recorder. If all else fails, you can do what another client of mine did and talk out loud for 10 minutes while in the shower! The point is to get your feelings expressed in a way that is safe and private for you. 

WHAT SHOULD I WRITE (OR TALK) ABOUT? 

We are asking you find a quiet and private place and set aside 10 minutes to write continuously about your feelings regarding an unresolved situation in your life. We are asking you to do to this for at least four days in a row, including the in- session writing. We encourage you to really let go and allow yourself to explore all of your emotions and thoughts about this situation. We want to encourage you to write about emotions that you may not have discussed in great detail with others: maybe about your childhood, or your loved ones, or about your concept of yourself and who you want to be. If your emotions are about a relationship you have had or an ongoing relationship, you might want to write an unsent letter to the other person or persons. We can talk about how to use your new awareness of your feelings as a springboard for healthy communication in the next session. The most important part of this exercise is to explore your deep feelings and thoughts about the topic you choose. It is natural to feel a broad range of emotions, including sadness or grief, when you do this exercise. If you find yourself getting extremely upset about what you are writing, rather than quit, just change topics. The only rule is to write continuously for 10 minutes. If you run out of things to write, go ahead and repeat what you have already written. Don’t bother erasing or crossing things out. Just write. Don’t worry about grammar, or spelling, or sentences. Just write. 

To summarize, trying to block out or hold in strong negative feelings is generally not a useful strategy for understanding or resolving them. These unacknowledged negative feelings still have an effect on our well-being and likely widen the pain gate. Writing about negative feelings and thoughts is a way to help you understand them better, and perhaps be less of a slave to them. Writing for as little as 10 minutes for 4 days in a row has been shown to improve mood and overall health. It is another tool in your toolbox to help you narrow the pain gate. 
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CLIENT HANDOUT 8.2

Session 8 Outline for Clients: Writing about Strong Emotions THE GOALS OF THIS SESSION

•  In- session practice of the brief relaxation exercise. 

•  Review of the previous week’s session. 

•  Learn and practice expressive writing. 

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Mindfulness is another way to help you manage strong thoughts and feelings. 

•  Mindfulness is a skill to help you observe your thoughts and emotions as they come and go, without getting carried away by them. 

•  Mindfulness teaches your brain to pay attention to what is happening in the present moment, without judging it and without trying to change it. 

•  Mindfulness also often creates the relaxation response, which helps reduce stress. 

•  What have you been working on in terms of pain self- management since your last session? 

•  What was your experience with the mindfulness exercise? 

EXPRESSIVE WRITING EXERCISE

•  We will do this together in session. 

•  Take 10 minutes and write about your strong feelings regarding a situation that is unresolved in your life. It could be about something happening now or something that has happened earlier in your life. 

•  When you write, write just for yourself— not as if you were going to share it with someone. This allows you to write anything you want without holding back. 

•  You might write about emotions that you haven’t really expressed before about this situation. Maybe it has to do with your childhood, your loved ones, or your concept of yourself and who you want to be. 

•  If you are writing about strong feelings regarding what has happened between you and a family member, friend, coworker, or someone else, you might want to write an “unsent letter” to that person. 

•  Write continuously for 10 minutes— don’t worry about spelling, grammar, or repeating yourself. If you run out of things to say, simply repeat what you have said. 

•  If you find yourself getting too upset by a writing topic, rather than stop altogether, you can always choose to switch topics and keep writing. 

 (continued)

From  Cognitive Therapy for Chronic Pain: A Step-by-Step Guide, Second Edition, by Beverly E. Thorn. Copyright © 2017 The Guilford Press. 

Permission to photocopy this material is granted to purchasers of this book for personal use or use with individual clients (see copyright page for details). Purchasers can download additional copies of this material (see the box at the end of the table of contents). 
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Session 8 Outline for Clients: Writing about Strong Emotions   (page 2 of 2) SUMMARY OF KEY POINTS

•  Expressive writing helps you recognize and come to a deeper understanding of emotions as well as thoughts. 

•  It’s natural to experience a wide range of emotions, including sadness and anger, and it’s okay to express them. 

•  Expressive writing gives you a way to recognize and express deep emotions that you may not have really let out before. 

•  Expressive writing is meant for  you rather than as a tool for communicating with others. 

•  You can keep what you write, or you can throw it away. 

HOMEWORK ASSIGNMENT

•  Read Client Handout 8.1, a patient guide to this session. 

•  Practice the expressive writing exercise for 10 minutes each day, for at least three more days in a row during the coming week. Write about your strong feelings and thoughts about some unresolved situation in your life. If you don’t want to write, you can talk into a tape recorder or use the voice recorder function on your smartphone. You can choose to write about the same thing every day, or you can write about something different each day. The goal is to explore your strong thoughts and feelings and to write continuously for 10 minutes for at least three more days in a row. If you run out of things to say before the 10 minutes are up, you can just repeat what you have said. 

If you find yourself getting extremely upset about what you are writing, instead of quitting, just switch topics and keep writing. Don’t worry about grammar or erasing or crossing out. It is up to you whether you keep what you have written or throw it away. Some people choose to keep what they have written so that they can look back over their writing and see how their feelings change over time. Other people make a ceremony out of letting go of their writing samples— by burning them; tearing them into pieces and “offering” them to a lake or ocean; erasing them; or running them through a paper shredder. The choice is yours. 

•  Your writing exercise is meant for you, not as a tool for communication with someone else. We will teach you a tool for communication in the next session. 
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CLIENT HANDOUT 8.3

Postsession Check

Take a couple of minutes to write one to two things that you learned today that you could use now and in the future. 

(You can add to this list as you review the session material and begin to practice what you have learned.) HOW CAN I USE WHAT I LEARNED TODAY? 

















































From  Cognitive Therapy for Chronic Pain: A Step-by-Step Guide, Second Edition, by Beverly E. Thorn. Copyright © 2017 The Guilford Press. 

Permission to photocopy this material is granted to purchasers of this book for personal use or use with individual clients (see copyright page for details). Purchasers can download additional copies of this material (see the box at the end of the table of contents). 
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THERAPIST TOOL 8.1

Session 8 Outline for Therapists: Writing about Strong Emotions: Another Way of Acknowledging and Letting Go

SESSION OBJECTIVES

•  Brief relaxation exercise. 

•  Review of the previous week’s session. 

•  Learn and practice expressive writing. 

NEEDED MATERIALS, HANDOUTS, AND WORKSHEETS

•  Paper and pencils for group members

•  Session 8 Outline for Therapists (this sheet)

•  Session 8 Patient Guide for Clients (Client Handout 8.1)

•  Session 8 Session Outline for Clients (Client Handout 8.2)

•  Postsession Check (Client Handout 8.3)

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Ask returning group members to help you review the last session for newer members: “What does mindfulness mean to you?”; “How could mindfulness be useful as a coping tool for chronic pain?”; “What was your experience with the mindfulness exercise you practiced during the week?” 

•  Ask all patients: “What have you been working on in terms of pain self- management since your last session?” 

(Even those patients who are new to the groups will have had at least the introductory treatment session.) SESSION OBJECTIVE:  

LEARN AND PRACTICE WRITTEN EMOTIONAL DISCLOSURE

•  Say to clients: “Writing about emotional experiences in our lives can help us function better and feel better.” 

•  “Expressive writing focuses on emotions more than thoughts, but it is a tool for self- expression of your strong feelings  and thoughts.” 

•  “You may not even be aware of some strong feelings you have about unresolved stressful life events. If so, writing about your feelings can help you identify them.” 

•  “You may be aware of some feelings, but think you should not express them for fear of getting ‘carried away’ with your emotions. If so, writing about them can help you to understand your feelings in a deeper way and show you that strong emotions can be expressed without losing control.” 

•  “You may be concerned that expressing negative emotions might hurt others or might drive them away. If so, writing about them can allow you to express them without burdening others or hurting them, but to honor your feelings at the same time.” 

 (continued)

275 

Session 8 Outline for Therapists: Writing about Strong Emotions   (page 2 of 3) EXPRESSIVE WRITING EXERCISE

•  Tell clients: “Take 10 minutes and write about your feelings about something that has happened or is happening for you that is not resolved. Often, this involves feelings toward another person in your life. You may want to use this time to write an unsent letter to this person telling him exactly how you feel.” 

•  “When you write, write just for yourself— not as if you were going to share it with someone. This allows you to write anything you want without censoring it.” 

•  “This exercise isn’t a tool for communication— we’ll teach you a tool for communication in next week’s session.” 

•  “Consider writing about strong feelings that you have not yet put into words or expressed. In this way, you are recognizing, and understanding better your deepest emotions. You may not have discussed these feelings in great detail with others: maybe feelings about your childhood; maybe feelings about your relationship with loved ones; or maybe your concept of yourself and who you want to be.” 

•  “Write continuously for 10 minutes— don’t worry about spelling, grammar, or repeating yourself. If you run out of things to say, simply repeat what you have said.” 

•  “It’s natural to experience a wide range of emotions, including sadness and anger, and it’s okay to express them.” 

•  “If you find yourself getting extremely upset about what you are writing about and you want to quit, you can always switch topics and continue writing.” 

HOMEWORK ASSIGNMENT

•  Say to clients: “Practice this writing exercise for 10 minutes each day, for at least three more days in a row during the coming week. Again, write about your strong feelings regarding something that has gone unresolved in your life and something you may not have put into words or expressed before. If you don’t want to write, you can talk into a tape recorder or a voice recorder on your smartphone. You can choose to write (or talk) about the same thing every day, or you can write about different situations each day. The goal is to explore and express your strong feelings and to write continuously for 10 minutes for at least three days in a row. If you run out of things to say before the 10 minutes are up, you can just repeat what you have said. If you find yourself getting extremely upset about what you are writing and you want to quit, you can choose to switch topics and keep writing. Don’t worry about grammar, or erasing, or crossing out. The goal is to just write.” 

•  “Your writing is meant for you—not as a tool for communication with someone else. It is up to you whether you keep what you have written or throw it away. Some people choose to keep what they have written, so that they can look back over their writing and see how their thoughts and feelings change over time. Other people make a ceremony out of letting go of their writing samples— by burning them; tearing them into pieces and “offering” 

them to a lake or ocean; erasing them; or running them through a paper shredder. The choice is yours. If you want your therapist to look at your writings after you are finished, that’s okay too, but there is no expectation from us that you should do that.” 

 (continued)
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Session 8 Outline for Therapists: Writing about Strong Emotions   (page 3 of 3) POSTSESSION CHECK AND SESSION SUMMARY

•  Hand out the Postsession Check (Client Handout 8.3) and have clients write a couple of things down before they leave. Encourage them to add more to this sheet as they review the session content and practice during the week. 

•  Summarize the content of the session:

||Writing down (or talking into a recorder) your strong feelings about an unresolved situation can help you understand it better. 

||Often, we “bury” or “shelve” strong feelings, trying not to think about them, but they have an effect on us even so. 

||We might be afraid that we won’t be able to manage strong feelings. 

||We might be afraid of hurting others if we express strong feelings. 

•  Using the writing exercise might help us come to a different understanding of our negative experiences or situations. 

•  Remind clients to read the patient guide (Client Handout 8.1) in order to get a recap of the session. 
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T R E A T M E N T   M O D U L E   9

Assertiveness

 A Great Way to Communicate

The ninth treatment session teaches clients the skill of assertive communication. Assertive communication exercises are not specific to cognitive therapy, but they are frequently part of a CBT program for stress- related illnesses. Many people have difficulty with assertiveness, often vacillating between not asking directly for what they want (and then feeling resentful when they don’t get it) or demanding what they want (and creating a defensive reaction in others). Assertive communication skills provide the avenue for people to ask for what they want in a clear and unapologetic way without attacking the other person in the process. When assertive communication goes well, the communicator often feels empowered and heard, while the recipient understands better where the other person is coming from and what it is she wants (or does not want). Therapist Tool 9.1 provides a therapist outline, and Client Handout 9.2 provides a client outline for this session. Both can be found at the back of this module. 

SESSION 9 TRE ATMENT OB JEC TIVES

•  Brief relaxation exercise. 

•  Review the previous week’s session. 

•  Learn and practice an assertive communication exercise. 

Brief Relaxation Exercise

As usual, begin the session with the brief relaxation used each session, using the script from Therapist Tool 2.2 as your guide. As always, process participants’ experience with the in- session relaxation exercise. 
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Session Objective: Review the Previous Week’s Session

In Session 8, we introduced written emotional disclosure (also called expressive writing) as a tool for processing deep negative feelings regarding an unresolved circumstance in the client’s life. It is common to try to ignore or deny our deep feelings without honoring them and allowing them to be expressed. The idea behind this writing exercise is to provide a tool for putting one’s emotions into language, expressing feelings that may be otherwise unexpressed, and perhaps coming to a deeper understanding of those emotions, thus providing some relief. 

Ask returning group members to help you explain to any new group members what their understanding of last week’s session was about and, importantly, how they think it relates to pain. In addition to offering a brief review of the last session (with the help of returning group members), ask all patients to share what they have been working on in terms of pain self-management since their last session. Remind group members to keep reviewing their patient workbook as well as the session summaries provided for each module. 

In checking in about the homework, bear in mind that the point is not to get people to share the content of what they have written but to share what they  learned in doing the writing exercise, particularly having done the exercise for several consecutive days. Clients will often say that, in writing for several days in a row, their feelings begin to change. The intense emotions they may have been surprised by at first are now in their immediate awareness, and are not an unknown “monster.” At times, an issue will surface that may necessitate individual sessions in order to help the client process more completely than is appropriate for the group format. Needing to do so in no way negates the value of the exercise, nor does it require removing the client from the group members while helping them process their strong emotions. Finally, clients will often state that after writing for several days, they don’t feel a need to continue the exercise, at least not for the topic they were writing about. This is fine, and a natural consequence of writing and processing their emotions. Now that they have another tool to use, they can file it away for future use when it seems appropriate. 

Between Session 8 and the present session, several group members shared the insights they gleaned from practicing the expressive writing exercise. Following is a session transcript. 

TherapisT: I would like to hear how the writing exercise went. I’m interested in knowing how you responded to the exercise, rather than necessarily hearing about the content of your writing. 

Julie: I really got into my feelings of anger—rage, actually! I was  raging all over the paper! 

The funny thing is this—now that I realize how angry I am, I feel like I don’t have quite so much anger anymore! Go figure that! 

TherapisT: Can you give us an example of how or when you noticed you weren’t so mad this week, Julie? 

Julie: Yeah, at work. My supervisor came up and very rudely interrupted what I was doing. In the past, I would have gotten my hackles up for sure (not to mention get a killer headache and maybe having to leave work). This time, I actually found it kind of amusing! It was like I was observing her from a bit of a distance rather than getting all caught up in it, and I was noticing that I didn’t have to get all in a sweat just because she was excited. I found myself 
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saying (to myself), “There’s really no problem here, you didn’t do anything wrong.” And I’ll be darned, when I didn’t get upset, she calmed down too. 

TherapisT: Wow, I hear lots of stuff in your example! The observing piece sounds a little like the mindfulness exercise we’ve been practicing, and the self-talk piece sounds like coming up with more helpful thoughts. How do you think the “express yourself” exercise helped with this? 

Julie: Oh, I know it did because even though everyone around me probably knew I was pissed off all the time, I didn’t  really know how full of rage I have been. Doing that writing exercise sort of clicked on a light bulb for me. 

ColeTTe: I like how these exercises kind of go together or build on each other or something. 

TherapisT: It’s useful to hear that you think they do. We introduce them with this in mind, but it’s you guys who are making new connections as you continue to practice. You practicing this stuff is really the power in the program. 

shweTa: Yeah, that’s true, but I don’t think we could do this without the group leaders leading us through it. 

Calia: And also the group members caring about each other. Like we have a little family going on! 

TherapisT: Yes, we feel like the power of doing this in a group setting is really important because everyone supports everyone else and learns from everyone else. I’m really glad you noticed this! What else did anyone learn from doing the writing exercise? 

ben: All right, I know everyone will be shocked, but I did the exercise and it wasn’t so bad. It made me sad, but I didn’t die or anything. I realized that I’m mostly afraid— afraid of getting to the point where there are no more medicines, or afraid of getting addicted to them, or both.1

TherapisT: Ben, it sounds like you became aware of some fears that you might have been avoiding because they’re so—well—scary. Sometimes recognizing them is the first step to them not being so scary. Did you notice any changes in your feelings as you continued to write about them during the week? 

ben: Hmmmm. I think my fear changed to a sense of being motivated. Is that an emotion? The exercise renewed my resolution to cut down on the amount of medicines I take and lessen my reliance on them. Sometimes, I’m just too quick to pop a pill because I’m afraid my pain might get bad. I’m going to talk to my doc more about this. Frankly, I’m not sure that they are doing that much good anyway. 

bill: Yeah, me neither. 

TherapisT: It’s interesting what you said here. That as you allowed yourself to go deeper into your feelings, first, you realized the strongest one was fear, and second, as time went on, 1 Notice that although I had removed the assignment for Ben to do an expressive writing exercise regarding his emotions, he chose to do so anyway. When that happens, you don’t need to make a special point about clients’ doing so. 

They’re already aware of it. 

 

 Assertiveness 281

the fear changed to feeling motivated. Would you like me to drop Dr. Smith a note letting her know that you talked about wanting to reduce your pain meds if possible? 

ben: That’d be good. 

TherapisT: Will do. Great work! Would anyone else like to comment about the writing exercise? 

ColeTTe: I didn’t write it—I talked it—into my voice memo function on my cell phone. It worked just as well, I think, and I didn’t have to put extra stress on my arms and hands. 

Here’s what I came to: I’m just feeling much more philosophical about this “God is punishing me” business. It’s just a whole lot less “Doomsday” than it has been. 

TherapisT: That’s so good to hear, Colette! Did you happen to notice any difference in your pain as you began to feel less “Doomsday?” 

ColeTTe: Well, come to think of it, my pain levels have been down this week, which is unusual for me. Typically, my pain is pretty steady. 

TherapisT: I ask this because I always want to bring everyone back to the gate control idea—

that our thoughts and feelings can either open that pain gateway really wide, or they can serve to narrow the gate letting pain signals go to the brain. Now you guys have another tool in your toolbox, especially when you feel strong emotional upset and aren’t sure what to do. You can keep on doing the expressive writing exercise as long as it serves you. And you can always come back to it when you feel the time is right. 

Josh: I have a question though— it seems like up till now, the point of the program has been to 

“think good thoughts” instead of bad ones. But last week you specifically asked us to have bad emotions, or something. I’m not sure I get it. 

TherapisT: Very good question, Josh. I can see how that might be confusing. First, one piece of the program is to help you catch yourself when you are having very negatively slanted and maybe unrealistic thoughts. You can consider changing those thoughts (and deeper beliefs) to more balanced ones as one way of creating a different relationship with your thoughts. 

The mindfulness exercise was another way of helping you begin to have a different relationship with your thoughts  and feelings. Noticing them in the moment, without judging them or trying to get away from them, helps you realize they are “just thoughts,” not  the truth, and sitting with strong emotions can show you that they come and go, and you don’t have to get as caught up in them. This last exercise— the writing exercise— is meant to help you honor your deep- seated emotions, express them, and perhaps come to a better understanding about an unresolved situation in your life. Research has shown that when we try to push away or deny strong negative feelings, they actually do more harm under the surface than when they are directly acknowledged. Whew! That was a long- winded attempt to answer your question. What are your thoughts on what I just said? 

Josh: Okay, I see how this stuff is meant to fit together. And I see how it’s way more complex than just “think good thoughts” and “feel bad emotions.” 

TherapisT: Oh, good, and we will have a chance to go over this again in Session 10 as well. So everyone chew on what I just said and we can talk together again about it. 
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Session Objective:  

Learn and Practice an Assertive Communication Exercise

Whereas the emotional disclosure module (Treatment Module 8) was not meant as a communication tool, assertiveness skills training is explicitly used as a means of communicating with others. You can use the following as a guideline to introduce assertive communication to your clients. As always, be sure to put it in your own words. 

The point of this session is to help you communicate your feelings directly to someone else, without making others feel attacked, and ask for what you want in a way that increases the likelihood of success but does not drive others away in the process. 

Often, people are able to ask directly for what they want in some situations but not in others. For example, they may have a difficult time asking for what they want and need from people who are close to them, like family members. This is especially true if we feel that we have already burdened our family with our illness. But when people feel like they shouldn’t ask directly for what they want, or lack the skills to do so, communication breaks down and relationships suffer. Sometimes, people switch back and forth between being passive and waiting for others to figure out what they need (and feeling resentful if others don’t do this), and being demanding in a way that makes others defensive. Passive or submissive behavior tends to discount your own needs while putting others’ needs first. This style avoids confrontation and rejection, but it can make you feel like a doormat. Aggressive behavior involves demanding what you want in a hostile, angry, or accusatory manner. People who use this style of communication avoid getting pushed around, but others avoid them, or worse, get angry and hostile themselves. 

Assertiveness involves asking for what you want, or saying no to something, in a simple, direct, and honest manner. Sometimes, it’s hard to know what it is that you want. We often have an easy time figuring out what is bothering us about another person, but we may have a harder time figuring out what we want instead. You have the right to express your feelings, to ask for what you want, and to say no. Assertiveness involves the skill of doing that without disrespecting others— but at the same time, standing up for yourself without guilt or apology. 

Bear in mind that other people are not mind readers. Most people are caught up in their own thoughts and problems; they don’t focus on what’s going on with you unless you tell them directly. People often respond very favorably to assertive communication because it’s clear where you stand and what you want. However, if assertive communication is a new skill for you, others may need some time to get used to it (and you may have to repeat yourself more than once). 

The easiest way to practice being assertive is to look for opportunities to state your feelings simply and directly, ask for what you want, or say no to something you do not want. A key here is to avoid the tendency to justify why you are asking (or saying no). Just ask (or say, no thank you). You may not get what you want, but people will know where you stand, usually without feeling overwhelmed or defensive. 

Other situations requiring assertiveness take a little bit more finesse. Let’s say there is a problem in your relationship that has been bothering you. We don’t recommend starting with a really big problem but one that causes some periodic irritation or concern. For 
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example, perhaps your partner (and/or your kids) leave their dirty dishes around the house wherever they’ve eaten. The basic “recipe” for problem- focused assertive communication is pretty straightforward: First, state the problem; second, say how it makes you feel; third, state what you would like to have happen; and fourth, say how getting what you want would make a difference to you and/or the relationship (or without issuing a threat). Let’s go further into the recipe by practicing with it in session, so that you can use it in your life. 

Worksheet: Assertiveness Worksheet

Start by reminding clients that an assertive communication can be as simple as making a direct, specific request for something that you want (e.g., “I’d like you to put the dirty dishes in the dishwasher”) or saying no to something you don’t want (e.g., “I’d rather not go out tonight”). 

Other (slightly more complex) situations involve the four-step recipe noted above. The point of the in- session work is to help clients plan for an actual attempt at a problem- focused assertive communication during the upcoming week. Hand each group member the Assertiveness Worksheet (Client Handout 9.3) and begin working through the steps with group members. It often helps to provide an example for clients to refer to while learning how to plan an assertive response using the worksheet. 

Troubleshooting Tip:  Working through the assertiveness exercise takes some time, but it is quite informative for the group members. Some clients may resist the exercise as being 

“contrived” and not “real life.” Others may be surprised and chagrined to recognize that their typical response patterns have been passive, aggressive, or both. It may help to reassure clients that passive and aggressive communication patterns are common, but they don’t get desired results. It is understandable that someone with chronic pain may be passive if they feel that they have already asked too much of others around them. It is also understandable that someone with pain might be aggressive at times. The point is that the client can take charge of her communication style and change it. With assertiveness, people are more likely to get their needs met without pushing others away. A representative in- session transcript illustrates some common reactions. 

Calia: You know, it’s funny, but doing this exercise makes me realize that I always thought I was being “nice” when I didn’t ask for what I wanted directly. Here I’ve been thinking it’s a virtue, and instead it’s a problem! 

shweTa: But it is important to be nice. And I sure don’t want to be seen as a “pushy broad”! 

TherapisT: The difference between being pushy and being assertive is that assertiveness is not bossy or demanding. Assertiveness is a straightforward request. But it does require that you ask for what you want directly. 

Calia: Sometimes, I don’t even know what I want. I want someone else to figure it out for me. 

TherapisT: There are two problems with that: First, it means that you’ll be receiving what the other person may think you want or need, not necessarily what you want or need. Second, it puts the other person in the position of being a mind reader. 
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Josh: Yeah, I can’t stand it when my wife gets mad at me for something I didn’t even know she wanted me to do, and then she says, “If you really cared about my feelings you would know that going out to dinner on Friday was important to me,” or some such thing like that! 

TherapisT: We all do a bit of that to our loved ones at times, but being on the receiving end never feels good. What if your wife stated, up front, that going out to dinner on Friday was important to her and that it would make her feel happy and cared for if the two of you went out? 

Josh: Honestly, it would make me nervous ‘cause we don’t have the money. But if I knew it was that important to her, we could find a way, maybe not every week and not at the best res-taurants. But it would sure help to know what she wants before she gets mad at me! 

Julie: But see, there’s no guarantee that the other person is going to do what you want them to do, even if you go out on a limb and risk asking directly. 

TherapisT: You’re right, Julie. There are no guarantees that your request  will be granted. But at least this way, you’ve got a better chance. And the person hearing your request knows exactly what you want. Everyone knows where they stand. 

andrea: I have a problem with the whole step-by-step thing with this. It’s not as if in real life we’re going to run into a problem situation, go to our rooms for 30 minutes, and sketch out a response, then come back and deliver it. That’s just not the way it works in real life! 

TherapisT: Learning any new skill can feel awkward and unnatural. Remember learning to ride a bike or skate? There’s something to going through the steps in a systematic way that helps us learn to put the new skill into real-life practice. 

Calia: I’m just afraid I can’t pull this off. My family won’t know what to do with me if I start asking for what I want. They already see me as the big drain on the family fun. They’ll probably get mad at me! 

ColeTTe: Oh, oh. I think Calia needs to get out her Thoughts Worksheet! ( Group, including Calia, laughs.)

TherapisT: It does sound like there were some automatic thoughts that slipped in there. Dealing with those thoughts may reduce your uneasiness about this exercise Calia. But it’s okay to be uneasy about it. This is a new skill for you, and our loved ones do respond differently when we change. Sometimes, they don’t like it when we change because it frightens them at first. It’s important to know that most people who start communicating this way report that they feel much better about themselves for being direct without being demanding. 

bill: Okay, yeah, well, I know my style, and it is direct, for sure! But I can see now that I have been a big reason why others don’t want to be around me anymore. I can snap off someone’s head in an instant. That’s even happened at the clinic, and the doc told me if I kept doing it, I would be fired as a patient! 

TherapisT: That’s really important to recognize that your typical method of communicating has not worked well for you. The good news is that you can change it. Assertive communication is a skill, and with practice, you can get good at it. 
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Homework Assignment

As homework, ask group members to use their Assertiveness Worksheet to work on at least one problem situation in which they would like to respond assertively. Although it is fine for them to continue working on the problem situation they identified in- session, ask them to identify and write out, using their worksheet, at least one additional problem situation and assertive response. In addition to  planning an assertive communication, ask clients to  practice an assertive communication during the week. Remind clients that an assertive communication doesn’t always have to involve a four-step process. It can be as simple as making a direct, specific, request for something that you want or saying no to something you don’t want. Ask your group members to look for opportunities to make these simple, direct requests during the week. Let clients know that once they have tried out assertive communication, you will be able to help them problem- solve during the homework review the following week. 

Troubleshooting  Tip:  A very common occurrence is that someone takes the risk of being assertive with a family member and he doesn’t immediately get what he wants. He comes back and says, “What’s the use? It didn’t change things!” It is important to emphasize that an assertive request usually takes more than one try. Especially when changing one’s style of communication, others won’t be used to it and it will not necessarily “take” on the very first try. 

Our clients should expect that they might have to be a “broken record,” repeating their request without getting exasperated (aggression) or giving up (passivity). Ultimately, someone may not get what she asks for, but it is still likely that she will feel empowered by being assertive rather than passive or aggressive. 

Postsession Check

At the end of the session, ask group members to write down one or two things they learned from the current session that they could put to use both now and in the future (Client Handout 9.5). Encourage them to go back to their workbook and continue to jot down other notes as they review the session content and practice what they learned. 

CLIENT HANDOUT 9.1

Session 9 Patient Guide: Assertiveness: A Great Way to Communicate WE ALL NEED HELP WITH COMMUNICATION

Problems with communication are very common and not specific to individuals with chronic pain. There are three types of communication styles: passive, aggressive, and assertive. Passive communicators tend to take a back seat in terms of their preferences: they put others’ needs first and are hesitant to express their own needs directly. They may hope that others will care enough to know what they want or need, and will provide it without their having to ask. This style avoids confrontation and rejection, but it can make you feel like a doormat. The problem is that when someone is passive, communication breaks down and relationships suffer. Others, even loved ones, really cannot read our minds! Aggressive communication involves demanding what you want in a hostile, angry, or accusatory manner. People who use this style of communication avoid getting pushed around, but others steer clear of them, or worse, get angry and hostile themselves. An aggressive communication style is not helpful for promoting healthy relationships and in fact is often a factor in ending relationships. Sometimes people switch back and forth between being passive and waiting for others to figure out what they need (and feeling resentful if others don’t do this) and being demanding in a way that makes others defensive. It’s not that we use these two modes all the time, but we use them often enough for communication difficulties to be common. The third type of communication is assertive communication. Using assertive communication, you can talk about problems directly, without making others feel attacked, and ask for what you want in a way that increases the likelihood of success but does not drive others away in the process. Others actually appreciate assertive communication, WHY SHOULD PEOPLE WITH CHRONIC PAIN  

CARE ABOUT BEING ASSERTIVE? 

As we all know, there is a big difference between  short-term pain,  like a broken leg, and  chronic pain. With short-term pain, health care professionals are excellent at finding out what is wrong and fixing the problem. Healing takes place, and pain usually subsides. With short-term pain or illnesses, loved ones are usually eager to help us with daily activities and give us emotional support. Those around us might even guess what our needs might be and go out of their way to be helpful and attentive. However, as pain drags on and becomes a chronic, ongoing problem, the health care system has less to offer us in terms of a “cure,” and loved ones may grow weary of the daily pain reports and distress. We may begin to feel that others are abandoning us. To make matters worse, when our distress is really high, we might withdraw from others and quit asking (passive communication). This is especially true if we feel that we have already burdened our family with our illness. Or we might fly off the handle and express ourselves in a negative emotional manner (aggressive communication). In either case, we will be unlikely to get the support we need and want. 

Since the pain doesn’t go away just because others get tired of hearing about it, people experiencing chronic pain are in a real bind. They still need emotional support and understanding. They may also sometimes need others to help them with daily responsibilities. Additionally, people with pain, just like everyone else, have general (nonpain- related) wants and needs, and they have a right to be able to ask for what they want. They also have the right to say no without having to use their illness or pain as an excuse for not doing something they don’t wish to do. 

 (continued)
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Session 9 Patient Guide: Assertiveness: A Great Way to Communicate   (page 2 of 2) SO, HOW DO YOU “DO” ASSERTIVENESS? 

Assertiveness involves asking for what you want or saying no to something in a simple, direct, and honest manner. 

Sometimes, it’s hard to know what it is that you want. We often have an easy time figuring out what is bothering us about another person, but we may have a harder time figuring out what we want instead. You have the right to express your feelings, to ask for what you want, and to say no. Assertiveness involves the skill of doing that without disrespecting others, but at the same time, standing up for yourself without guilt or apology. People often respond very favorably to assertive communication because it’s clear where you stand and what you want. However, if assertive communication is a new skill for you, others may need some time to get used to it (and you will probably have to patiently repeat yourself more than once). The easiest way to practice being assertive is to look for opportunities to state your feelings simply and directly, ask for what you want, or say no to something you do not want. A key here is to avoid the tendency to justify why you are asking (or saying no). Just ask (or say, no thank you). You may not get what you want, but people will know where you stand, usually without feeling overwhelmed or defensive. 

Other situations requiring assertiveness take a little bit more finesse. Let’s say there is a problem in your relationship that has been bothering you. We don’t recommend starting with a really big problem, but one that causes some periodic irritation or concern. For example, perhaps your partner (and/or your kids) leave their dirty dishes around the house wherever they’ve eaten. The basic “recipe” for problem- focused assertive communication is pretty straightforward: First, state the problem; second, say how it makes you feel; third, state what you would like to have happen; and fourth, say how would getting what you wanted make a difference to you and/or the relationship (or without issuing a threat, stating the natural consequences of  not getting what you have requested). When you are practicing assertiveness, try to stick to “I” statements rather than using “You” statements because “You” statements can come off as accus-ing and may promote defensiveness on the part of the listener. The Assertiveness Worksheet in Client Handout 9.3 

walks you through the problem- focused assertiveness steps, providing an example under each step. 

A very important point is that you will likely have to repeat yourself. We call this being a broken record. It is easy to lose patience when you’ve said the right thing and the listener has agreed, but the same old thing happens again. Expect that you will have to be a broken record and repeat the process without giving up (passive) or lashing out (aggressive). Keep calm . . . and repeat yourself! 

IT’S NOT ONLY WHAT YOU SAY, BUT HOW YOU SAY IT

Your mother, like mine, may have told you, “It’s not what you say, it’s how you say it!” This is mostly correct, but I have modified the saying: “It’s not  only what you say, but how you say it.” The words you use are an important piece of assertiveness, but so are your tone of voice, your eye contact, and your body language.  How you say something starts with your body language. Assertive body language neither shrinks backward nor invades someone else’s space. 

Stand (or sit) tall and make direct eye contact. It’s very important to be aware of your tone of voice (this is what Mom was talking about). You can say the right words, but if you do so in a very meek tone (passive) or with a raised or sarcastic voice (aggressive), the listener will notice the message behind the tone more than the words you say. Client Handout 9.4 provides a list of tips for practicing the skill of assertiveness. And just like any other skill, it takes practice to get good at it. 

To summarize, communication problems are common, and two styles are particularly problematic: passive and aggressive. Assertive communication allows you to state your feelings directly and ask for what you want in a simple, nonapologetic way that isn’t offputting. Assertiveness may be particularly useful for those dealing with a chronic illness such as chronic pain. It promotes asking for what you want and need so that others don’t have to guess, and saying no without offering excuses (such as “my pain is too bad today.”) Assertiveness, like any other new skill, gets better with practice. You won’t always get what you want, but you are likely to feel better about yourself when you use this method of communication. And others will also come to appreciate it. 
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CLIENT HANDOUT 9.2

Session 9 Outline for Clients:  

Assertiveness: A Great Way to Communicate

THE GOALS OF THIS SESSION

•  In- session practice of the brief relaxation exercise. 

•  Review of the previous week’s session. 

•  Learn and practice assertive communication. 

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Writing (or talking into a tape recorder) about strong feelings and thoughts about a situation can help you get them off your chest without hurting others

•  Often, we “bury” or “shelve” strong feelings, trying not to think about them, but they have an effect on us even so. 

||We might be afraid that we won’t be able to manage strong feelings and thoughts. 

||We might be afraid of hurting others if we express strong feelings and thoughts. 

•  Using the writing exercise might help us come to a different understanding of our negative experiences or situations. 

•  Some people find that writing about strong emotions helps them let the feelings go. 

•  What have you been working on in terms of pain self- management since your last session? 

•  What was your experience with the expressive writing exercise? 

BASICS OF ASSERTIVE COMMUNICATION

•  Many clients with chronic pain problems have special needs for support from others but often do not ask for it. 

•  You have the right to express your feelings, to ask for what you want, and to say no. 

•  Many of us switch back and forth between passive and aggressive communication. 

•  Most of us are unskilled when it comes to assertiveness. 

PROBLEM- FOCUSED ASSERTIVE COMMUNICATION EXERCISE

•  We will do this together in session, using the Assertive Worksheet (Client Handout 9.3). 

||Think of a problem situation in your life right now. 

||State the problem in simple, direct terms. 

||Say how it makes you feel. 

 (continued)
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Session 9 Outline for Clients: Assertiveness: A Great Way to Communicate   (page 2 of 2)

||Make a concrete, specific request. 

||Say how getting what you want would help the situation and/or the relationship (or without issuing a threat, state the natural consequences of not getting what you have requested). 

•  Look at the Assertiveness Tip Sheet (Client Handout 9.4). 

||Notice your body language. 

||Be aware of the tone of your voice. 

||Use “I” statements to state your feelings and make requests. 

||Be a broken record (ask again and keep calm). 

SUMMARY OF KEY POINTS

•  Assertiveness involves asking for what you want in simple, direct terms. 

•  People often switch back and forth between passive and aggressive communication patterns. 

•  Assertive communication is more likely to get your needs met. 

•  Assertive communication doesn’t guarantee you’ll get what you want, but you will feel better about how you communicate and others won’t have to guess. 

•  Assertive communication allows you to stand up for yourself without being pushy or demanding. 

HOMEWORK ASSIGNMENT

•  Read Client Handout 9.1, the patient guide to this session. 

•  Use Client Handout 9.3, the assertiveness worksheet, to make at least one additional assertiveness plan in response to a problem situation.  Try out at least one planned assertive communication with the person who is involved in the problem. Choose a problem situation that has meaning for you but not the most challenging problem situation that you can identify. Starting the process of assertive communication gradually, with a less challenging situation, increases your chances of success and boosts your self- confidence. Remember that not all assertive communication involves problem situations. Look for opportunities to make simple, direct requests during the week, and practice asking for what you want and saying no in simple, direct terms. 

•  Read Client Handout 9.4, Assertiveness Tip Sheet. 

•  Come to the next group ready to discuss how it went. 
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CLIENT HANDOUT 9.3

Assertiveness Worksheet

Use this worksheet, to make at least one additional assertiveness plan in response to a problem situation.  Try out at least one planned assertive communication with the person who is involved in the problem. Choose a problem situation that has meaning for you, but not the most challenging problem situation that you can identify. 

Step 1: State the problem. 

 Example: After dinner, I often end up cleaning up by myself. 

 Write down your example:

Step 2: How does it make you feel? 

 Example: I feel taken for granted when others don’t help me in the kitchen. 

 Write down your example:

Step 3: What do you want to happen? 

 Example: I want each person to clear their spot at the table, rinse their dishes, and load them into the dishwasher before leaving the kitchen. 

 Write down your example:

Step 4: How would getting what you wanted make a difference? 

 Example: I would feel happier about cooking dinner for everyone if I got help cleaning up. 

 Write down your example:
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CLIENT HANDOUT 9.4

Assertiveness Tip Sheet

• Notice your body language—stand tall instead of shrinking back (passive) or getting in someone’s face (aggressive). 

• Take care with your tone of voice— sometimes it’s  how you say it more than what you say. 

• Use “I” statements; avoid “you” statements (aggressive). 

• Keep your request short and simple. 

• Be specific. 

• Ask for one thing at a time. 

• Don’t explain why you deserve it, or state why the other person should feel obligated to grant your request. 

• Don’t apologize for making the request. 

• Don’t demand, command, or make ultimatums. 

• Remember that you (and others) have the right to say no. If you want to decline a request, keep it simple: “No, thank you,” “No, I’m not interested,” or “No, I’m not able to do that.” 

• Expect that you will have to be a broken record: repeat the process without giving up (passive) or lashing out (aggressive). 

From  Cognitive Therapy for Chronic Pain: A Step-by-Step Guide, Second Edition, by Beverly E. Thorn. Copyright © 2017 The Guilford Press. 

Permission to photocopy this material is granted to purchasers of this book for personal use or use with individual clients (see copyright page for details). Purchasers can download additional copies of this material (see the box at the end of the table of contents). 

291 

CLIENT HANDOUT 9.5

Postsession Check

Take a couple of minutes to write one to two things that you learned today that you could use both now and in the future. (You can add to this list as you review the session material and begin to practice what you have learned.) HOW CAN I USE WHAT I LEARNED TODAY? 
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THERAPIST TOOL 9.1

Session 9 Outline for Therapists:  

Assertiveness: A Great Way to Communicate

SESSION OBJECTIVES

•  Brief relaxation exercise. 

•  Review of the previous week’s session. 

•  Learn and practice expressive assertive communication exercise. 

NEEDED MATERIALS, HANDOUTS, AND WORKSHEETS

•  Session 9 Outline for Therapists (this sheet)

•  Session 9 Patient Guide for Clients (Client Handout 9.1)

•  Session 9 Session Outline for Clients (Client Handout 9.2)

•  Assertiveness Worksheet (Client Handout 9.3)

•  Assertiveness Tip Sheet (Client Handout 9.4)

•  Postsession Check (Client Handout 9.5)

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Ask returning group members to help you review the last session for newer members: “Tell others about what the expressive writing exercise was meant to accomplish: ‘What are we trying to get at here?’; ‘What was your experience with the writing exercise as you practiced during the week?’ ” 

•  Ask all patients: “What have you been working on in terms of pain self- management since your last session?” 

(Even those patients who are new to the groups will have had at least the introductory treatment session.) SESSION OBJECTIVE:  

LEARN ABOUT ASSERTIVE COMMUNICATION

•  Rationale for assertiveness

||Most of us are unskilled when it comes to assertiveness. 

||You may act assertively in some situations but have difficulty making requests or saying no to health care providers, family members, or close friends. 

||Many clients with chronic pain problems have special needs for support from others but often do not ask for it. 

||You have the right to express your feelings, to ask for what you want, and to say no. 

 (continued)
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Session 9 Outline for Therapists: Assertiveness: A Great Way to Communicate   (page 2 of 2) PROBLEM- FOCUSED ASSERTIVE COMMUNICATION EXERCISE

•  Guide clients through the Assertiveness Worksheet (Client Handout 9.3), getting specific examples from clients

||State the problem in simple, direct terms. 

||Say how it makes you feel. 

||Make a concrete, specific request. 

||Say how getting what you want would help the situation and/or your relationship (or without issuing a threat, state the natural consequences of not getting what you have requested). 

•  Go over the Assertiveness Tip Sheet (see Client Handout 9.4)

||Notice your body language. 

||Be aware of the tone of your voice. 

||Use “I” statements to state your feelings and make requests. 

||Be a broken record (keep calm and ask again). 

HOMEWORK ASSIGNMENT

Say to clients: “During the coming week, make at least one additional assertiveness plan in response to a problem situation.  Try out at least one planned assertive communication with the person who is involved in the problem. 

Choose a problem situation that has meaning for you but not the most challenging problem situation that you can identify. Starting the process of assertive communication gradually, with a less challenging situation, increases your chances of success and boosts your self- confidence. Remember that not all assertive communication needs the four-step process. Look for opportunities to make simple, direct requests during the week, and practice asking for what you want and saying no in simple, direct terms. Come to the next group ready to discuss how it went. 

POSTSESSION CHECK AND SESSION SUMMARY

•  Hand out the Postsession Check (Client Handout 9.5) and have clients write a couple of things down before they leave. Encourage them to add more to this sheet as they review the session content and practice during the week. 

•  Summarize the content of the session:

||Assertiveness involves asking for what you want in simple, direct terms. 

||People often switch back and forth between passive and aggressive communication patterns. 

||Assertive communication is more likely to get your needs met. 

||Assertive communication doesn’t guarantee you’ll get what you want, but you’ll feel better about how you communicate and others won’t have to guess. 

||Assertive communication allows you to stand up for yourself without being pushy or demanding. 

•  Remind clients to read the patient guide (Client Handout 9.1) in order to get a recap of the session. 
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Putting It All Together

The tenth treatment session is the final session in this treatment manual. It makes the most sense for this treatment module to be offered to participants only after they have completed the nine other modules. If you are adding new group members throughout the 10-week sequence, I suggest postponing this final session for anyone who hasn’t yet completed all of the modules. Practically speaking, this will necessitate holding separate introductory sessions for newly added members, who are then folded into the ongoing group (anywhere from Modules 2 

through 9) and then holding a separate final session as soon as they have completed the entire sequence of modules. If you have a very busy practice that is adding new members on a weekly basis, this means you might be holding weekly introductory sessions and weekly termination sessions, as well as the weekly ongoing group sessions. Therapist Tool 10.1, found at the back of this module, provides an outline of Session 10 to be used by the therapist. Client Handout 10.1 

provides a client session outline, Client Handout 10.2 a list of the important concepts learned during the treatment program, and Client Handout 10.3 a list of the specific skills learned. 

SESSION 10 TRE ATMENT OB JEC TIVES

•  Brief relaxation exercise. 

•  Review the previous week’s session. 

•  Review concepts taught and skills learned in this program. 

•  Group members provide feedback about helpful  

and challenging aspects of the treatment program. 

•  Encourage clients to continue to practice, 

and include these techniques in everyday life. 
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A COGNI T I V E T RE AT MEN T PROGR A M FOR CHRONIC PA IN 

Brief Relaxation Exercise

As usual, begin the session with the brief relaxation used in each session, using the script from Therapist Tool 2.2 as your guide. As always, process participants’ experience with the in- session relaxation exercise. 

Session Objective: Review the Previous Week’s Session

The final session begins with the typical session review. The treatment goal for Module 9 was to teach group members the principles of assertiveness and to help them begin planning a problem- focused assertive communication. Remind clients that most of us are unskilled when it comes to assertiveness, but that a lack of assertiveness leads to communication breakdowns and sometimes to relationship problems. It is particularly important for people with chronic pain to communicate assertively because: (1) sometimes passive communication of pain via pain expressions and catastrophic language has the opposite effect of getting the support desired— it turns loved ones off and away; and (2) people in chronic pain have legitimate needs for emotional support and practical help, and assertive communication increases the chances of getting those needs met. 

During the session, the assertiveness worksheet was used to lead group members through the steps of planning an assertive communication with another person regarding a problem situation. The four steps included (1) stating the problem, (2) stating how it makes you feel, (3) stating what you would like to have happen, and (4) saying how getting what you wanted would make a difference to you and/or the relationship (or without issuing a threat, stating the natural consequences of not getting what you have requested). As homework, clients were asked to choose a problem situation and to write out an assertiveness plan as well as to practice at least one assertive communication after having planned it out beforehand. They were also asked to look for opportunities to make simple, straightforward requests (or simply say no to someone else’s request) when the opportunity arose throughout the week. 

Troubleshooting  Tip:  In reviewing the homework, you can expect that some clients will not have actually carried out an assertiveness plan; some will have attempted assertiveness without planning it ahead of time; others will have tackled an exceptionally challenging issue; and a few will have followed your instructions to the letter. Remember the principle that all homework is good work because it is at least an approximation of what you want them to do, and it provides an opportunity for corrective feedback. The following session transcript illustrates some of the more common issues encountered during homework review. 

TherapisT: So, the homework was for each of you to come up with at least one assertive communication plan, in addition to the one you had begun to work through in session, and to actually carry out an assertive communication after planning it. Let’s discuss how that went for folks. 

Josh: Well, I learned that I’m a miserable failure at this. Here I was complaining about my wife last week, and I found out that I’m probably worse than she is! When I’m in pain, I 
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want everyone to read my mind that they should leave me alone, but I don’t ever tell them directly. 

TherapisT: Before we agree that you are a “miserable failure,” Josh, you’ll have to give us some specifics. What was the situation and the plan, and how did you carry it out? 

Josh: Well, I didn’t get to the carrying- out stage. My wife wanted to go to dinner. I was in pain and wanted to stay home. I gritted my teeth and went anyway— had a miserable time. 

Later, we had a fight because I was apparently a jerk all through dinner— end of story. 

TherapisT: First of all, Josh, I’m hearing some thoughts and beliefs in that scenario that might not be completely true. For example, it sounds as if you believe that you don’t have the right to say no to a request to go out to dinner. 

Josh: Well, I owe it to her, for God’s sake! 

Julie: Wait, that’s another belief, isn’t it? How come you couldn’t tell her that you guys could go another day? 

Josh: That’s just it—you see that I didn’t do it right. 

TherapisT: The point of these exercises is not to “get it right,” especially at first. The point is to learn something in the process of making the attempt. Remember that just last week, you folks were surprised to learn about passive and aggressive styles of communication and that you recognized yourself in those descriptions. This is new stuff. And by the way, most people have difficulty with assertive communication. So, instead of condemning yourself, let’s see how you can plan a more assertive response for the next time. 

[The therapist works with Josh to construct a planned response, then moves on to other group members.]

TherapisT: Okay, how about someone else? What was your situation, your plan, and how did it go? 

andrea: Well, I was amazed! I actually told my family that I wanted more help with the household chores. I didn’t go into the business about telling them what the problem was or how it made me feel; I just started with the request. I didn’t apologize or whine that I was in too much pain to do them all by myself. I just stated my request! It was really interesting— my oldest started trying to guilt-trip me, saying stuff like “Well, you don’t work, Mom, after all,” but I didn’t take the bait. I just repeated my request. 

TherapisT: That’s excellent, Andrea! Sometimes when we make our assertive request, we have to repeat ourselves more than once, and sometimes it feels like we’re being a broken record. 

But not wavering from the simple, nonaggressive request is very important. 

Julie: Yeah, but so, what happened anyway? Sooner or later, the other person has to either say yes, or flat out say no, and then where does that leave you? 

TherapisT: It leaves you knowing exactly where you stand. Sometimes, it may feel more difficult to know than not knowing. But it’s clear. Then you can work from there. Again, there are no guarantees that you will get exactly what you want. But the point of assertive communication is learning that you can be clear about what you want and need and that you have a right to ask for it, or to say no. 
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andrea: Well, I don’t have the problem solved once and for all, by any means. But I did tell the kids that if they wanted their clothes washed, the clothes would have to arrive in the laundry room—no more me picking them up off the floors of their rooms. I was tempted to justify that by saying that with my back the way it is, I can’t bend over, but I didn’t. I just said that if the clothes weren’t there, they wouldn’t get washed. 

TherapisT: Which is exactly what I meant about stating a natural consequence of not getting your request met. You weren’t threatening the kids, just telling them what would happen if they did not comply— a natural consequence. Now, assume that at least one of them will test this, and you’ll want to be able to follow through and let them have dirty clothes. It may be hard to watch them walk out the door with a dirty shirt on, but it’s important to follow through, okay? 

andrea: Yeah, I’ve thought about that. And I know just who will test me first. It’ll be Frank, my husband! ( Andrea, and others, laugh. )

ColeTTe: So mine was a laundry issue too, haha, but it was a bit different. Since I moved in with my daughter, she has insisted on doing absolutely everything for me in terms of housework. She hasn’t let me touch the laundry for 2 years, and I realize from these groups that without meaning to she has contributed to my disability. I told her that I wanted to start doing my own laundry— that it was an important part of me getting more active which I’m learning in this program. 

TherapisT: Wow, I really like how you’ve taken something you learned from a different session and combined it with the new assertiveness to make this work for you, Colette! 

ColeTTe: Well, I wasn’t as successful as Andrea. When she started arguing with me, I just got exasperated and gave up. But hearing what Andrea did makes me determined to go back to it with her and be the broken record. I need to expect that it’s going to take more than a one-time thing. 

TherapisT: You are exactly right, Colette. Great work, Josh, Andrea, and Colette. You all learned things from this exercise and learned that it’s not all taken care of with one try at a new skill. Keep practicing! Let’s move now to the goals for this session— our final session. 

Session Objective:  

Review Concepts Taught and Skills Learned in This Program During this final session of treatment, the important concepts presented during the treatment sessions are reviewed. Client Handout 10.2 provides a list of the  basic concepts learned during the treatment program. Additionally, I have found that clients appreciate an integrated list of the  specific skills they’ve learned so that they can remind themselves about each skill and the basics involved in utilizing them. Such a “tip-sheet” is included as Client Handout 10.3 (Your Skills Toolbox) at the back of this module introduction. Both of these client handouts are worth going over point by point in session. 
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Session Objective: Group Members Provide Feedback  

about Helpful and Challenging Aspects of the Treatment Program Once you have gone over the general concepts and specific skills as outlined earlier, it is time to ask group members to give you feedback about which aspects of the treatment they found particularly helpful and which they found less helpful, particularly challenging, or difficult. This feedback will sometimes spontaneously occur as you are going through the concepts and skills worksheets, which you can then integrate more fully into this phase of the session. 

Troubleshooting  Tip:  You will find that clients will respond differently to certain aspects of treatment, some positively and some negatively. What was a difficult concept for one client may be something that another quickly mastered. Beyond the positive and negative feedback, I listen for the subtleties about what the client seemed to be responding to when she found something particularly useful or difficult. This can give you a special insight into the client’s cognitive processes. Although your time is now limited in terms of being able to conduct another full-scale cognitive intervention, you can often “plant seeds” for clients to take with them and consider after they have left treatment. 

A brief example illustrates how the treatment feedback might go: TherapisT: We are moving into the final stages of this treatment group, and I want to get a sense from you about what aspects of the group you found particularly useful, those parts that didn’t fit, or those that seemed especially difficult for you. Who would like to begin? 

ben: The part that grabbed me more than anything was the time we talked about being worth a damn, even though we have chronic pain. 

TherapisT: If I get what you are saying, Ben, this was when I asked you to consider your sense of yourself as a person in pain. I’ve noticed that you’re not referring to yourself as a “chronic pain patient” these days. The goal is to move toward assuming the identity of a “well person with pain.” 

ben: Well, I’m not quite there yet either, but I don’t feel like my only worth is whether I bring in a paycheck or not. 

Julie: I was just blown away by the fears that I have that I didn’t even know I had. 

TherapisT: It felt to me like you were really steering clear of emotions for a long time in this group—or you thought you were staying away from them. . . . 

Julie: I was just denying that I had them. Now I can see them and tackle them. 

ColeTTe: I’m still really having a hard time with the asking for what you want business. I just can’t bring myself to do that. It’s not what a “nice Southern girl” is supposed to do! 

TherapisT: That sounds like an area that you could use more practice with, so that you get the idea that assertiveness does not mean pushy or demanding but just a clear statement. I’d like to recommend a book for you to get after we finish today, if you’re willing to work with this further. 

ColeTTe: I don’t guess it couldn’t hurt. 

TherapisT: Okay, anyone else? 
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Josh: I was surprised to learn about how all these thoughts go racing through our mind without us even knowing it! I catch myself a lot now, and bang! I change it! 

TherapisT: It sounds like you’ve been practicing working with your thoughts to the point that it’s becoming natural for you now. And now you have the tools to go back and do it step-by step when you run into a new situation or a particularly stubborn thought. 

[The therapist should continue to elicit and respond to an example from every member of the group, if possible.]

TherapisT: Since the group is ending, it will be important for you to become your own “leader” 

in continuing to practice these skills. One of the reasons we gave you session- by- session handouts is so that you’d have something to take away with you— something you could refer back to and work with. 

Calia: Honestly, I’d like to go back through the entire group again, starting at the beginning. I think I’d get a lot more out of it the second time through. 

TherapisT: And using your handouts that we went through in the group, you can go through it again—and again, and again! Even though the group itself is ending, you’ve got a tool that works because you worked with it. 

bill: Yeah, but you gave the guidance and the feedback we needed so that we didn’t get off track. I don’t know that I trust myself to do this stuff without the group. 

TherapisT: I’m not the power behind the changes that you guys have made. I gave you the basic ideas and you put the hard work in. I’m betting that if you look back on it, you may find that the weeks that you practiced the most, you got the most out of it. It turns out, this is a long-term project. 

Troubleshooting Tip:  It is common for group members to feel disappointment that the groups are ending. Frequently, they will report that the sense of community they built with the group was a big motivating factor: They often begin these groups feeling isolated and misunderstood by others, but they leave feeling that they are not alone, that they have been heard by others who understand, and that they have been encouraged not to give up. I have had group members exchange phone numbers and plan to get together as a leaderless group after the end of these sessions, and there is nothing to preclude participants from doing so. Furthermore, it is sometimes useful to make discrete referrals for individual therapy for group members who may have identified particular issues that they are struggling with. Regardless of what happens next with the group members, it is important to recognize and honor their feelings regarding the group coming to an end. 
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Session Objective: Encourage Clients to Continue  

to Practice and Include These Techniques in Everyday Life The final aim of treatment is to promote continued practice and generalization outside of the therapeutic setting. Since clients have already been working with the material outside of the therapy session via their homework, working on their own is not a foreign concept to them. 

Nevertheless,  being on their own is often anxiety- provoking for clients, particularly if the clients have valued the group process and the group leader’s expertise. 

Again remind your clients that the reason you provided the client materials (session outlines, patient guides of the sessions, worksheets, and other handouts) was so they would have a reference to go back to. Emphasize that the more they use these skills, the better they will get, and the more effortless using them will become. Having these materials to refer back to is another way of encouraging clients to continue working on the concepts even after treatment per se has ended. 

It will also be important to get group members to think about potential roadblocks to practicing their newly acquired skills. Clients frequently share concerns that their pain will get worse or become more debilitating. Remind clients that pain flare-ups are to be expected and worked with. Thinking about the pain flare-up differently (i.e., not as life- threatening and not as meaning a certain steady downward course), recognizing and challenging automatic thoughts about the flare-up, using relaxation and coping self- statements, engaging in mindfulness practice, using expressive writing, and assertively asking for help and support during a pain flare-up makes it a much less daunting situation. 

Ask clients to tell you how they plan to use their skills, and troubleshoot with them about what might get in their way. The more specific you can get them to be, the better. Once again, reiterate that the concepts and skills presented in the treatment program only scratched the surface— long-term change is produced by practice. And changing the way we think and what we do as a result is a long-term project! Also, as clients have already noted, when something is new, it feels awkward and unnatural. As it becomes more integrated into a person’s everyday repertoire, it begins to become more automatic and less effortful. 

Postsession Check and Termination

Hand out the Postsession Check (Client Handout 10.4) and have clients write down a few of the major things they got out of the group before they leave. Encourage them to add more to this sheet as they continue to review and work with the material. 

At the very end of the session, make sure that you express appreciation to the group members for their work. Therapists always learn something from their clients, and telling them so helps them to feel even better about participating in the process. It is a  fact that what you learn from individual patients or pain management groups can be directly utilized to better help the next group of patients. 

CLIENT HANDOUT 10.1

Session 10 Outline for Clients: Putting It All Together

THE GOALS OF THIS SESSION

•  Brief relaxation exercise. 

•  Review of the previous week’s session. 

•  Review of the concepts taught and specific skills learned in this program. 

•  Provide feedback about helpful and challenging aspects of treatment. 

•  Continue to practice and include these skills in everyday life. 

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  You have a right to express your wants and needs in a straightforward and unapologetic manner. 

•  Assertive communication helps you to do so. 

•  Assertive communication is not mean or selfish—it helps people to know exactly where you stand. 

•  Your loved ones may not be used to assertive communication, but most people respond very well to it. 

•  What have you been working on in terms of pain self- management since your last session? 

•  What was your experience with the assertive communication exercise? 

REVIEW OF THE CONCEPTS TAUGHT  

AND SKILLS LEARNED IN THIS PROGRAM

•  We will do this in session, going over Client Handout 10.2, Basic Concepts Learned in This Program. 

•  We will do this in session, going over Client Handout 10.3, Your Skills Toolbox. 

PROVIDE FEEDBACK ABOUT HELPFUL  

AND CHALLENGING ASPECTS OF THIS PROGRAM

•  What parts of the treatment program were most useful to you? 

•  Which parts were difficult or challenging? 

 (continued)
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Session 10 Outline for Clients: Putting It All Together   (page 2 of 2) CONTINUE TO PRACTICE  

AND INCLUDE THESE TECHNIQUES IN EVERYDAY LIFE

•  You now have the tools to be your own therapist. 

•  Use your workbook to refer back to the concepts we learned. 

•  The more you work with your skills toolbox, the better you will become; they will seem more a natural part of you and require less effort. 

•  Expect pain flare-ups

||Knowing that there are times when the pain will be worse will help you cope better during those times. 

•  Coping with pain flare-ups

||The most difficult time to use these skills is during episodes of increased pain. 

||The most  important time to use these skills is during episodes of increased pain. 

||If you practice during the “good times,” the skills are easier to use during pain flare-ups. 

•  What roadblocks do you foresee in continuing to practice these skills? 

THANK YOU FOR HELPING US LEARN! 

•  What we learn working with you makes us better therapists. 

•  What we learn working with you can be used to better help our next patients. 
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CLIENT HANDOUT 10.2

Basic Concepts Learned in This Program

1.  All pain is managed by the brain. The brain has the power to increase or decrease the experience of pain (the gate control model of pain). 

2.  Our thoughts and emotions (which come from the brain) are particularly important, and can open or close the “pain gate.” 

3.  Pain and stress are related. The stress response involves your body, your thoughts, your emotions, and your actions. Learning to better manage stress can reduce your experience of pain. 

4.  Learning to create and deepen the relaxation response in your body can reduce the stress response. 

5.  The way you judge a stressful situation (threat, loss, challenge) affects your stress response. 

6.  Thoughts affect your emotions, your body, and your actions (the think → feel → 

act model). 

7.  Deeper beliefs (should beliefs and core beliefs) also influence the way you cope with pain. 

8.  It’s natural to experience a wide range of emotions in response to pain, including sadness and anger, and it’s okay to feel them and express them. 

9.  It’s okay to ask for what you want and need and to say no to a request. 

10.  You may never be completely pain-free, but you can use your coping skills to help you better manage your pain. 
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CLIENT HANDOUT 10.3

Your Skills Toolbox

Tool #1: Your Goals for Living Despite the Pain.  It’s important to examine your goals for living, and they will change over time, so do this exercise every so often. Name an important goal. What is an action that would show you were working on that goal? What are some of the possible costs of working on the goal? What are some of the possible benefits? Be as specific as possible. (See Client Handout 1.5.) Tool #2: How You Judge a Stressful Situation.  When met with a stressful situation, are you judging it to be a threat, a loss, or a challenge? How does your judgment affect your thoughts, emotions, and actions, as well as your pain? (See Client Handout 2.3.) Is there part of the situation that you might judge as a challenge instead of a loss or a threat? Challenge judgments help you cope better. 

Tool #3: Recognizing Automatic Thoughts.  Your thoughts (and how much you believe them) are particularly important, and they influence your emotions, actions, and physical well-being (the think → feel → act model). Automatic thoughts come up in response to stressful situations (including pain) and may be outside your direct awareness. It’s important to learn to recognize negative automatic thoughts and look at how they affect your emotions, your actions, and your body (including pain). (See Client Handout 3.6.)

Tool #4: Examining Automatic Thoughts and Creating New Ones.  Automatic thoughts often contain some negative elements, which makes it harder to cope. You can examine your thought for “red-flag words” and “worst-case scenario” predictions. You can also list the facts that support your thought and the facts that don’t support your thought (Client Handout 4.3). Once you know what is not true about your thought, you can create a new one that is more realistic (and maybe a bit more positive; Client Handout 4.4). Creating new thoughts to replace the negative, automatic ones inside your head puts you in charge of your own thoughts rather than leaving you a helpless bystander. You can also create more general positive self- statements (coping statements) that you can use as your 

“emotional cheerleaders.” 

Tool #5: Relaxation.  Learning and practicing relaxation skills can help you reduce the stress response and may help reset your stress “thermostat,” which can become overactive with the stress of chronic pain. Session 2 provided an introduction to relaxation, teaching you diaphragmatic or belly breathing. Belly breathing can be used “in the moment” to help you quiet the body and mind in a short amount of time. In Session 5, we taught you a deeper relaxation exercise, called passive muscle relaxation. This relaxation exercise takes longer but may have added benefits beyond belly breathing. You should have audiolinks to both relaxation exercises. 

Tool #6: Deeper Beliefs.  Deeper beliefs go beyond simple automatic thoughts. They include should beliefs (“rules” 

we hold about ourselves, others, and the world around us) and core beliefs (deeply held ideas about our own self-worth). A worksheet to help you identify should beliefs and core beliefs (Client Handout 6.4) used a tree illustration: automatic thoughts are like the many leaves on a tree, should beliefs are like the sturdy branches and trunk, and core beliefs are like the roots. Deeper beliefs add fuel to automatic thoughts and may be harder to change, but they can be examined and changed. You might create a new belief if you ask yourself how your deeper beliefs are working against you and how they might  seem to work for you. Once you come up with a new belief, remember to try it (continued)

From  Cognitive Therapy for Chronic Pain: A Step-by-Step Guide, Second Edition, by Beverly E. Thorn. Copyright © 2017 The Guilford Press. 

Permission to photocopy this material is granted to purchasers of this book for personal use or use with individual clients (see copyright page for details). Purchasers can download additional copies of this material (see the box at the end of the table of contents). 

305 

Your Skills Toolbox   (page 2 of 2)

on for size with the “acting as if” exercise: Name a specific thing that you would do if you believed your new belief, and then try that out for at least a week. 

Tool #7: Mindfulness Training.  Mindfulness practice teaches your brain to pay careful attention to what is happening in the present moment, without judging it and without trying to change it. Mindfulness is a skill used to observe your thoughts and emotions as they come and go, without getting hooked by the thoughts and carried away by them. 

Mindfulness is a tool to help you manage thoughts and feelings by creating a different relationship to your thoughts and feelings. Mindfulness practice often creates the relaxation response, which also helps reduce stress. You should have the audiolink to the mindfulness exercise used in Session 7. 

Tool #8: Expressive Writing.  Writing about your deepest thoughts and feelings regarding tough situations can help you clarify and understand them. Particularly with emotions, writing about them can make them seem less scary and overwhelming. Use this tool from Session 8 whenever you are confused about your feelings or feel overwhelmed by your emotions. Particularly if you find yourself trying to push away some strong emotions, this writing exercise can help you. Remember to write for yourself; don’t censor what you have to say or worry about spelling, grammar, or crossouts. This is not meant to be a tool for communication. 

Tool #9: Assertive Communication.  Everyone has wants and needs that they have a right to express directly without apology or excuses. Assertive communication from Session 9 is a great tool to use when you want to share your feelings about something, make a request, or say no. Practicing assertive communication by planning out what you’d like to say ahead of time will increase your chances of getting your wants and needs met. Assertive communication improves the quality of relationships, is respected by others, and helps you feel better about yourself. Remember to use “I” statements in assertive communication and to avoid accusations. If there is a problem, describe it to the person involved in simple terms. Follow up with a direct request. 

Tool #10: Practice!  The skills learned in this group are new skills and must be practiced for you to get really good at them. The more you practice, the better you will be. The group is meant to get you started. Now you have the tools to build on through practice. 
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CLIENT HANDOUT 10.4

Postsession Check

Take a couple of minutes to make a list of things most important to you that you learned from this group. Keep going back to this list to remind yourself what you can to do to help yourself manage chronic pain. As you go back through the materials we provided to you in this group, keep practicing and keep adding to this list. 

WHAT WERE THE THINGS MOST IMPORTANT TO ME THAT I LEARNED IN THIS GROUP? 
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THERAPIST TOOL 10.1

Session 10 Outline for Therapists: Putting It All Together SESSION OBJECTIVES

•  Brief relaxation exercise. 

•  Review of the previous week’s session. 

•  Review concepts taught and specific skills learned in this program. 

•  Have patients provide feedback about helpful and challenging aspects of treatment. 

•  Encourage patients to continue to practice and include these skills in everyday life. 

NEEDED MATERIALS, HANDOUTS, AND WORKSHEETS

•  Session 10 Outline for Therapists (this sheet)

•  Session 10 Session Outline for Clients (Client Handout 10.1)

•  Basic Concepts Learned in This Program (Client Handout 10.2)

•  Your Skills Toolbox (Client Handout 10.3)

•  Postsession Check (Client Handout 10.4)

REVIEW OF THE PREVIOUS WEEK’S SESSION

•  Ask patients, “What have you been working on in terms of pain self- management since your last session?” 

•  Review concepts of assertiveness:

||You have a right to express your wants and needs in a straightforward and unapologetic manner. 

•  Assertive communication helps you to do so. 

•  Assertive communication is not mean or selfish— it helps people to know exactly where you stand. 

•  Your loved ones may not be used to assertive communication, but most people respond very well to it. 

SESSION OBJECTIVE:  

REVIEW CONCEPTS TAUGHT AND SKILLS LEARNED IN THIS PROGRAM

•  Go over Client Handout 10.2, Basic Concepts Learned in This Program. 

•  Go over Client Handout 10.3, Your Skills Toolbox. 

PROVIDE FEEDBACK ABOUT HELPFUL  

AND CHALLENGING ASPECTS OF THIS PROGRAM

•  Ask clients: “What aspect of the treatment program were most useful to you?”; “Which parts were difficult or challenging?” 

 (continued)
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Session 10 Outline for Therapists: Putting It All Together   (page 2 of 2) CONTINUE TO PRACTICE  

AND INCLUDE THESE TECHNIQUES IN EVERYDAY LIFE

•  “You now have the tools to be your own therapist.” 

•  “Use your workbook to refer back to the concepts we learned.” 

•  “The more you work with your skills toolbox, the better you will become— they will seem more a natural part of you and require less effort.” 

•  Expecting pain flare-ups

||Knowing that there are times when the pain will be worse is not the same as having catastrophic thoughts about it. 

•  Coping with pain flare-ups

||The most difficult time to use these skills is during episodes of increased pain. 

||The most  important time to use these skills is during episodes of increased pain. 

||If you practice during the “good times,” the skills are easier to use during pain flare-ups. 

•  What roadblocks do you foresee in continuing to practice these skills? 

•  Thank clients for their participation
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APPENDIX A

Brief Pain Inventory—Short Form (BPI-SF)

Date:   

Time: 





Name:   





Last 

First 









Middle 

Initial

1.  Throughout our lives, most of us have had pain from time to time (such as minor headaches, sprains, and toothaches). Have you had pain other than these everyday kinds of pain today? 

1. Yes

2. No

2.  On the diagram, shade in the areas where you feel pain. Put Front 

Back 

an X on the area that hurts the most. 

Right 

Left 

Left 

Right

3.  Please rate your pain by circling the one number that best describes your pain at its worst in the last 24 

hours. 

0

1

2

3

4

5

6

7

8

9

10

No pain

Pain as bad as 

you can imagine

4.  Please rate your pain by circling the one number that best describes your pain at its least in the last 24 

hours. 

0

1

2

3

4

5

6

7

8

9

10

No pain

Pain as bad as 

you can imagine

5.  Please rate your pain by circling the one number that best describes your pain on the average. 

0

1

2

3

4

5

6

7

8

9

10

No pain

Pain as bad as 

you can imagine

 (continued)
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Brief Pain Inventory—Short Form (BPI-SF)   (page 2 of 3) 6.  Please rate your pain by circling the one number that tells how much pain you have right now. 

0

1

2

3

4

5

6

7

8

9

10

No pain

Pain as bad as 

you can imagine

7.  What treatments or medications are you receiving for your pain? 







8.  In the last 24 hours, how much relief have pain treatments or medications provided? Please circle the one percentage that most shows how much relief you have received. 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

No relief

Complete relief






9.  Circle the one number that describes how, during the past 24 hours, pain has interfered with your: A.  General activity

0

1

2

3

4

5

6

7

8

9

10

Does not interfere

Completely interferes

B. Mood

0

1

2

3

4

5

6

7

8

9

10

Does not interfere

Completely interferes

C.  Walking ability

0

1

2

3

4

5

6

7

8

9

10

Does not interfere

Completely interferes

D.  Normal Work (includes both work outside the home and housework) 0

1

2

3

4

5

6

7

8

9

10

Does not interfere

Completely interferes

E.  Relations with other people

0

1

2

3

4

5

6

7

8

9

10

Does not interfere

Completely interferes

F. Sleep

0

1

2

3

4

5

6

7

8

9

10

Does not interfere

Completely interferes

G. Enjoyment of life

0

1

2

3

4

5

6

7

8

9

10

Does not interfere

Completely interferes

 (continued)
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Brief Pain Inventory—Short Form (BPI-SF)   (page 3 of 3) SCORING KEY FOR THE BPI

Items 3–6 comprise the pain intensity items. Self-reported values on these items are typically added and divided by 4 to produce an overall Pain Intensity score. 

Item 7 (A–G) comprises the pain interference scale. Self-reported values on these items are added and divided by 7 to produce an overall Pain Interference score. 

Users are referred to the BPI User Guide for helpful normative data and interpretation guidance, available at  www.mdanderson.org/content/dam/mdanderson/documents/Departments-and-Divisions/Symptom-Research/BPI_UserGuide.pdf. 
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APPENDIX B

P4 Suicidality Screener

Have you had thoughts of actually hurting yourself? 

NO

YES

FOUR SCREENING QUESTIONS

1.  Have you ever attempted to harm yourself in the past? 

NO

YES

2.  Have you thought about how you might actually hurt yourself? 

NO

YES → [How?                  ]

3.  There’s a big difference between having a thought and acting on a thought. How likely do you think it is that you will act on these thoughts about hurting yourself or ending your life some time over the next month? 

a.  Not at all likely 



b.  Somewhat likely 



c.  Very likely   



4.  Is there anything that would prevent or keep you from harming yourself? 

NO

YES → [What?                  ]



Shaded (“risk”) response

Risk category

Items 1 and 2

Items 3 and 4

Minimal

Neither is shaded

Neither is shaded

Lower

At least one item is shaded

Neither is shaded

Higher

At least one item is shaded

Optional Clarifying Questions (if it is unclear if patient has a plan)  shaded response = risk

1.  Do you live alone? (No     Yes 

)

2.  Have you thought about taking an overdose of medication, driving your car off the road, using a gun, or doing something else serious like this? (No     Yes 

→ What is it?            )

3.  Do you own a gun? (No     Yes 

)

4.  Have you been stockpiling (saving up) medication? (No     Yes 

)

5.  Do you feel hopeless about the future? (No      A little      Somewhat     Very 

)

6.  Do you feel you can resist your impulses to harm yourself? (No      Yes    ) 7.  Right now, how strong is your wish to die? (No wish     Weak Strong 

)

* P4 is a mnemonic for the four screening questions: →  past history,  plan, probability, preventive factors. 

From Dube Kroenke, Bair, Theobald, and Williams (2010). Reprinted by permission. 
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APPENDIX C

Pain Catastrophizing Scale (PCS)

Everyone experiences pain situations at some point in their lives. Such experiences may include headaches, tooth pain, or joint or muscle pain. People are often exposed to situations that may cause pain such as illness, injury, dental procedures, or surgery. 

We are interested in the types of thoughts and feelings that you have when you are in pain. Listed below are 13 statements describing different thoughts and feelings that may be associated with pain. 

Using the following scale, please indicate the degree to which you have these thoughts and feelings when you are experiencing pain. 

0—not at all  1—to a slight degree  2—to a moderate degree  3—to a great degree  4—all the time When I’m in pain . . . 

1.  I worry all the time about whether the pain will end. 

2.  I feel I can’t go on. 

3.  It’s terrible and I think it’s never going to get any better. 

4.  It’s awful and I feel it overwhelms me. 

5.  I feel I can’t stand it anymore. 

6.  I become afraid that the pain will get worse. 

7.  I keep thinking of other painful events. 

8.  I anxiously want the pain to go away. 

9.  I can’t seem to keep it out of my mind. 

10.  I keep thinking about how much it hurts. 

11.  I keep thinking about how badly I want the pain to stop. 

12.  There’s nothing I can do to reduce the intensity of the pain. 

13.  I wonder whether something serious may happen. 

 (continued)
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Pain Catastrophizing Scale (PCS)   (page 2 of 2) SCORING KEY FOR THE PCS

Rumination: 8, 9, 10, 11

Magnification: 6, 7, 13

Helplessness: 1, 2, 3, 4, 5, 12

For a total score, sum the ratings on all responses. 

For scale scoring, sum all ratings provided for each scale, and divide by the number of items responded to within each scale. 

Means and Standard Deviations of PCS Scores for Patients Undergoing Evaluation and Treatment at a Multidisciplinary Pain Clinic

Total

Rumination

Magnification

Helplessness

28.2 (12.3)

10.1 (4.3)

4.8 (2.8)

13.3 (6.1)

 Note.  Data from Sullivan, Stanish, Waite, Sullivan, and Tripp (1998). Based on these data, it has been suggested that patients obtaining a total score above 38 

(80th percentile) are particularly likely to experience adjustment difficulties and to progress poorly in rehabilitation programs. 
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APPENDIX D

Tampa Scale for Kinesiophobia–11 (TSK-11)

This is a list of phrases that other patients have used to express how they view their condition. Please circle the number that best describes how you feel about each statement. 

Strongly 

Somewhat  Somewhat 

Strongly 

disagree

disagree

agree

agree

1. I’m afraid that I might injure myself if I exercise. 

1

2

3

4

2. If I were to try to overcome it, my pain would 

1

2

3

4

increase. 

3. My body is telling me I have something 

1

2

3

4

dangerously wrong. 

4. People aren’t taking my medical condition 

1

2

3

4

seriously enough. 

5. My accident/problem has put my body at risk 

1

2

3

4

for the rest of my life. 

6. Pain always means I have injured my body. 

1

2

3

4

7. Simply being careful that I do not make any 

1

2

3

4

unnecessary movements is the safest thing I 

can do to prevent my pain from worsening. 

8. I wouldn’t have this much pain if there wasn’t 

1

2

3

4

something potentially dangerous going on in 

my body. 

9. Pain lets me know when to stop exercising so 

1

2

3

4

that I don’t injure myself. 

10. I can’t do all of the things normal people do 

1

2

3

4

because it’s too easy for me to get injured. 

11. No one should have to exercise when he/she is 

1

2

3

4

in pain. 

 (continued) 

From Woby, Roach, Urmston, and Watson (2005). Reprinted by permission. 
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Tampa Scale for Kinesiophobia–11 (TSK-11)   (page 2 of 2) SCORING KEY FOR THE TSK-11

The scores on each item are added together to produce a total score of 11–44, with higher scores indicating greater fear of movement/reinjury. One can also calculate separate scores and means on the two factors: somatic focus (or preoccupation with physical harm)—items 3–6, and 8 (added together and divided by 5)—and activity avoidance— items 1, 2, 7, and 9–11 (added together and divided by 6). 

Available normative data for 276 patients being treated at a specialty pain clinic indicate a mean total score of 27.3 ( SD = 6.1), with mean subscale scores of 13.2 ( SD = 3.3) for somatic focus and 14.1 ( SD = 

3.8) for activity avoidance (Tkachuk & Harris, 2012). A reduction of 4 points on the total score of the TSK-11 is considered to represent a clinically meaningful change with treatment (Woby, Roach, Urmston, & Watson, 2005). 
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APPENDIX E

Pain Self-Efficacy Questionnaire (PSEQ)

Please rate how confident you are that you can do the following things  at present, despite the pain. To indicate your answer choose one of the numbers on the scale under each item, where 0 = “Not at all confident” and 6 = “Completely confident.” 

Remember, this questionnaire is not asking whether or not you have been doing these things, but rather how confident you are that you can do them at present,   despite the pain. 

# I am confident that . . . 

Not at all confident

Completely confident

1. I can enjoy things, despite the pain. 

0

1

2

3

4

5

6

2. I can do most of the household 

0

1

2

3

4

5

6

chores (e.g., tidying-up, washing 

dishes, etc.), despite the pain. 

3. I can socialize with my friends or 

0

1

2

3

4

5

6

family members as often as I used 

to do, despite the pain. 

4. I can cope with my pain in most 

0

1

2

3

4

5

6

situations. 

5. I can do some form of work, 

0

1

2

3

4

5

6

despite the pain. (“Work” includes 

housework, paid and unpaid work.)

6. I can still do many of the things I 

0

1

2

3

4

5

6

enjoy doing, such as hobbies or 

leisure activity, despite pain. 

7. I can cope with my pain without 

0

1

2

3

4

5

6

medication. 

8. I can still accomplish most of my 

0

1

2

3

4

5

6

goals in life, despite the pain. 

9. I can live a normal lifestyle, despite 

0

1

2

3

4

5

6

the pain. 

10. I can gradually become more 

0

1

2

3

4

5

6

active, despite the pain. 

 (continued)

From Nicholas (2007). Reprinted by permission. 
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Pain Self-Efficacy Questionnaire (PSEQ)   (page 2 of 2) SCORING KEY FOR THE PSEQ

The scores on each item are added together to produce a total score of 0–60, with higher scores indicating higher self-efficacy beliefs. 

Normative data from a large pain center sample of patients with chronic pain are reported by primary pain site in Nicholas and colleagues (2008). For example, for patients with low back pain ( n = 495), mean PSEQ was 24.90 ( SD = 13.42), with percentile ranges from 5% (PSEQ = 5) to 95% (PSEQ = 49.85). A 9% increase in the scale score (5.5 points on the 10-item scale) is reported to be a minimally important change (Chiarotto et al., 2016). 
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APPENDIX F

Patient Global Impression of Change Scale

1. Pain Intensity

Since the start of the treatment, my overall pain intensity due to my chronic pain condition is:

|

� 1  Very much worse

�|

5  A little improved

�|

2  Much worse

�|

6  Much improved

�|

3  A little worse

�|

7  Very much improved

�|

4  No change

2. Pain Interference

Since the start of the treatment, interference in daily activities due to my chronic pain condition is:

|

� 1  Very much worse

|

� 5  A little improved

|

� 2  Much worse

|

� 6  Much improved

|

� 3  A little worse

|

� 7  Very much improved

|

� 4  No change

3. Pain Acceptance

Since the start of the treatment, my overall acceptance of my chronic pain condition is:

|

� 1  Very much worse

�|

5  A little improved

|

� 2  Much worse

�|

6  Much improved

|

� 3  A little worse

|

� 7  Very much improved

|

� 4  No change

4. Negative Pain-Related Thoughts

Since the start of the treatment, my overall level of negative pain-related thoughts is:

�|

1  Very much worse

|

� 5  A little improved

�|

2  Much worse

|

� 6  Much improved

�|

3  A little worse

|

� 7  Very much improved

�|

4  No change

5. Coping with Pain

Since the start of the treatment, my overall ability to manage my own pain is:

�|

1  Very much worse

�|

5  A little improved

�|

2  Much worse

�|

6  Much improved

�|

3  A little worse

�|

7  Very much improved

�|

4  No change

  

 (continued)

Based on Farrar, Young, LaMoreaux, Werth, and Poole (2001). 
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Patient Global Impression of Change Scale   (page 2 of 2) SCORING KEY FOR THE PGIC

Items assessing specific domains of interest should be adapted as needed. Each domain should be interpreted separately, with lower scores representing either no change (4) or worsening of symptoms (1–3), and higher scores representing improvement of symptoms (5–7). 
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