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he face of health care has changed
T radically over the past decade,
especially with regard to managed
care. These changes have been particular-
ly acute in many states, ranging from Cal-
ifornia to Massachusetts, but are now
extending into virtually all parts of the
country. The rise in numbers of health
maintenance organizations (HMOs) and
preferred-provider organizations (PPOs),
with their accompanying restrictive man-
dates for delivery of services, has con-
cerned practitioners who provide health
care services. The original goal of these
groups was to attempt to curtail the rising
increase in medical costs. However, while
the profits of these cost-containment orga-
nizations have been quite high, there have
been reports that both patients and health
care providers have perceived a simulta-
neous decrease in quality of service deliv-
ery.1-5
One area of health care that has been
significantly affected by these changes is
mental health. Psychiatrists, psycholo-
gists, social workers, and allied health
professionals have been impacted by
these newer approaches to treatment. Not
only do these professionals need the
approval of insurance providers; the care-
givers are also limited by the number of
visits allowed and the form these inter-
ventions can take (e.g., composition of
testing protocols, number of individual or
group sessions) as defined by the form of
monetary reimbursement. Requests are
often made for additional reports to justi-
fy continuation of treatment, which adds
additional, burdensome work for the
practitioner. In other areas, primary care
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physicians and various medical groups
are rewarded with financial incentives for
reducing the number of patient return
visits to their offices and outside referrals
to psychiatry, which they may perceive as
now falling within their own capable
domain of treatment. The increased popu-
larity displayed by managed care to
“carve outs” (i.e., selective referrals to
specific group providers who are
assigned to cover all mental health care
for a particular population, often at a cap-
itated risk) does little to instill confidence
that patient care will improve.®7

Furthermore, few would argue that the
profits made by HMOs or PPOs have in
any way trickled down to the direct care
provider who feels his or her income and
patient pool steadily shrinking. And it is
unlikely that these trends will change in
the near future.® The issue that comes
clearly to mind, then, is how can one
comply with health care trends and man-
dates to decrease costs but, at the same
time, increase the quality, efficiency, and
efficacy of psychiatric interventions. It is
argued here that one direction will be a
model that accomodates high-volume,
low-cost, efficient and quality-controlled
care.

Beyond Media Promotion: Is
There a True Model of Success?

The media has played a significant
role with many groups and organiza-
tions in establishing and maintaining
public attention, given the increasingly
competitive efforts to procure patients in
the shrinking marketplace. The more
visible institutions and individuals rely
heavily upon some form of advertising,
generally arguing for more innovative
and unique approaches to treatment.

Proponents of these approaches claim
positive outcomes in research studies,
clinical trials, and patient self-reports
that have been published in both the sci-
entific and the popular literature. All of
this appears to be quite impressive.
However, despite these highly favorable
claims, in reality, few HMOs, PPOs or
insurance companies have encouraged
specific mental health groups directly to
refer clients on any large scale because
of their positive outcomes or cost-con-
tainment effects. (This is evident when
the more publicized treatment programs
are compared to any other “generic”
groups that delivers comparable ser-
vices). Nor have the effects of these
alleged unique programs allowed cost
savings to be passed along directly to
the patients or health care providers. It
is argued here that the present state of
affairs stems from one major fact:
Despite claims to the contrary, virtually
all of the models available to deliver
mental health services are based upon a
current yet conventional model of psy-
chiatry and psychology that has now
existed for more than 75 years. This
includes such classic features as the 50-
minute psychotherapeutic “hour,” major
diagnostic measures and psychologic
tests (e.g., Minnesota Multiphasic Per-
sonality Inventory, Rorschach) and
direct face-to-face interactions in testing
and therapy. While other areas of
medicine, such as cardiology, vascular
surgery, and orthopedic surgery, have
accommodated themselves to the need
for more effective and efficient methods
of delivery, mental health practitioners
continue to follow an early twentieth
century paradigm, which has not yet
been strongly challenged to any exten-
sive degree.
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Accelerated behavioral medicine has
redefined the entire spectrum of service delivery.

Setting Up a New Working Model:
Acclerated Behavioral Medicine

In the health care revolution, there is now
a closer alliance between psychotherapy
and mainstream medicine. Contrasted with
earlier methods in psychology is the newer
field of behavioral medicine, which has
developed as a legitimate and respected
discipline with an extensive body of litera-
ture supporting its efficacy in the treatment
of a wide variety of medical conditions.*12

Despite data supporting cost contain-
ment, efficacy, and patient satisfaction as
an alternative to strict medical/surgical
and pharmacologic interventions,!3-19
there has been no real shift en masse by
insurance companies to insist on the use of
techniques found in behavioral medicine.
In part, this stems from the clinician being
forced to provide alleged unorthodox tech-
niques of delivery in an orthodox format,
the referral generally coming from a pri-
mary care physician (PCP) or health care
organization. The customary delivery for-
mat consists of time-set 50 minute/hourly
sessions, weekly sessions over an 8- or 10-
week period, and sessions scheduled sepa-
rately in a different setting and time from
the PCP visit.

To change this state of affairs we can
consider an alternative option: Bring the
separate fields of psychotherapy and
medicine together so that both areas
become transformed, i.e., mainstream
medicine becomes integrated more with
strategies in psychotherapy and behav-
ioral medicine, and psychotherapy
becomes more medical in its scope. On a
practical level, one can accomplish this by
teaching primary care physicians behav-
ioral medicine or by introducing a behav-
ioral medicine specialist who works with
physicians as an integral member of their

team. It is also important that the delivery
of services be overhauled to accomodate
formats for interdisciplinary treatment
that are less restrictive than the piece-
meal, specialized forms of treatment in
place today. :

More recently, an approach to delivery
of services in behavioral medicine with
pain patients was developed that dif-
fered dramatically from the form and
structure observed in other behavioral
medicine programs in the United States
and abroad. Currently referred to as
accelerated behavioral medicine (ABM),
the program has redefined the entire
spectrum of service delivery. ABM was
first tested and refined several years ago
when I worked at the Diamond
Headache Clinic in Chicago, Illinois. This
clinic was the largest single site and best-
known treatment center for headaches in
the world and to this day continues to
treat patients and fublish widely in the
field of headache.?0-23 The approach of
ABM paralleled those utilized by physi-
cians at this treatment center—namely to
use all available strategies at one’s dis-
posal to reduce or eliminate severe
headache pain as quickly as possible.
However, in contrast to a “copharmacy”
approach emphasized by physicians at
this setting (i.e., the use of several medi-
cations concomitantly?4), the focus of
ABM centered on a variety of nonphar-
macologic and nonsurgical strategies.
Despite its direction away from the more
invasive medical strategies, it did not
serve as an exclusive alternative to main-
stream medicine, but rather was present-
ed as an additional option that
complemented more orthodox methods.
In this situation also, a psychologist
served as a specialist in a team approach
to the treatment of headaches.

The roles of psychiatry, psychology,
and psychotherapy in ABM in this setting
were redefined and restructured by
necessity. First, three physicians at this
setting treated more than 20,000 patients
per year from all over the world on an
inpatient (35-bed unit) or outpatient basis.
There was generally a 2-3-month waiting
list. To accommodate this high volume,
extremely efficient methods of delivery
were developed. A description of the
approach used here is outlined below. A
unique vantage point was also offered by
a medical setting that specialized in treat-
ing a specific medical problem and that
also treated an unusually large numbers
of clients from diverse parts of the world.
First, one was able to assess the efficacy of
standard psychiatric and psychologic
interventions across specific types of
medical disorders (in this case, headache)
in a large sample size. More subtle
nuances related to demographic factors
(age, gender, educational level,
area/country of residence, etc.) could also
be assessed in terms of efficacy of treat-
ment, receptivity by patient, etc., which
would not be apparent at smaller, more
generic treatment sites. There exist only a
specific number of diagnostic classifica-
tions that patients most commonly pre-
sented at such a site (e.g., tension-type,
migraine, cluster; criteria outlined by the
Internatiopal Headache Society).?> Hence,
a distinct approach could be utilized to
treat each of these normative categories
with some variation to allow for individu-
al differences within each group.

Essentially, ABM involved assessing,
selecting, and modifying the repertoire of
available diagnostic tests and treatment
strategies identified with the field of behav-
ioral medicine with the goals of (1) increas-
ing the speed with which significant clinical
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Patients were given some latitude to
negotiate the form of treatment intervention.

and medical information could be acquired
and analyzed, (2) increasing the impact of
behavioral medicine strategies in effecting
changes in pain, (3) reducing the time need-
ed to deliver the services required to effect a
reduction in pain, and (4) reducing the over-
all costs involved in delivery of these ser-
vices. Headaches were generally observed
to be triggered and reinforced by changes in
physical movement, physiologic arousal
and/or psychologic processes (e,g,, cogni-
tive patterns, emotional reactions, etc.).
Hence, with ABM, a finite number of specif-
ic techniques generally were found to be
more effective than others and were used to
effect more quickly psychologic and physio-
logic changes related to reducing pain.
Among those strategies most effective were
techniques aimed at modifying physiologic
activation levels through diaphragmatic
breathing exercises, performance of physical
postures and movements, training to
engage in specific time-set activities (physi-
cal and mental), teaching strategies for
avoidance of intrusive cognitive and intro-
spective processes, and adherence to more
strict behavioral interventions to modify
behaviors and thought patterns. The thera-
pist’s role turned out to be primarily psy-
choeducational in nature, defining what
strategies were best to use at specific times
for each patient.”

Dealing Effectively
with Patients” Reactions

It is also important to note that many
patients who are being treated for headache
and pain often object to seeing a psychia-
trist, psychologist, or psychotherapist as

*Maliszewski, M. Management of the headache
patient: A behavioral medicine approach,
unpublished manuscript, ©1990. This paper is
the only previous essay to discuss specific con-
tent of the ABM model.

part of the assessment and treatment proce-
dure. A number of reasons are often given
for this objection: Patients want fast-acting
interventions to alleviate their pain; patients
feel that the PCP doubts the veracity of
their pain; they want medical proof for their
disorder; they are fearful of being judged as
somatizers or hypochondriacs; they per-
ceive that their physicians are helpless and
have given up on treatment of their physi-
cal problems; or they feel themselves to be
viewed as being disturbed.

To accommodate any patient resistance
to the stereotyped image of psychothera-
peutic interventions and to meet the need
for maximizing efficacy of ABM's com-
prehensive treatment approach, the fol-
lowing procedures and strategies were
implemented:

1. Patients saw the psychologist in the
same setting as their PCPs and close
in time to the PCP’s initial medical
workup.

2. As part of their initial workups,
patients were given abbreviated,
unique, headache tests (specific to
behavioral medicine), which took
5-10 minutes to complete. The design
of these tests was to have the testees
check off features that fit their make-
up from a pool of test items derived
from headache classifications and
known to correlate with such dimen-
sions as personality, developmental
issues, interpersonal factors, and
lifestyle orientation.”

3. The abovementioned tests were
scored, analyzed, and discussed with
the patients at the first meeting. The
psychologist provided a diagnosis
and outline of all treatment strategies
that could be used at that time.

4. The psychologist provided informa-
tion that the physician did not have
time to discuss or of which the physi-
cian was unaware (e.g., behavioral
correlates related to etiology and
treatment).

Customary hourly meetings and
billing sessions were abandoned.

. All patients were initally given a

diagnostic evaluation that was
charged at a set fee (regardless of
the time factor involved). This was
followed by the option of individual
and/or group therapy sessions.
Similar to the diagnostic evalua-
tions, group sessions had a set fee
structure. Efficiency of approach to
interventions was stressed in indi-
vidual therapy sessions so that the
conventional hourly time format
was generally deemed to be unten-
able. Rather, services here were
charged “by the minute” with
patients deciding with the provider
how much they felt was necessary
in terms of information and inter-
vention to stop their headache pain
and also what they could afford to
pay. (For inpatients, the first 10
minutes of individual therapy was
free). If patients genuinely felt the
contributions made by the psychol-
ogist were useless or redundant,
that is, simply a repetition of what
they had heard before from previ-
ous providers, the fee was waived.
(Two exceptions were drug addicts
and sociopaths. Individuals fitting
either of these profiles had invest-
ment in not having successful out-
comes to treatment).

Patients were given some latitude
to negotiate the form of treatment
intervention. Group formats pro-
vided a support context for them
and could also reduce costs
incurred (and save the therapist
considerable time). Information
provided in these meetings covered
topics common to all headache suf-
ferers as well as features unique to
each patient’s case. More personal
issues could be incorporated into
private, individual therapy ses-
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A maximum of 2, hours was needed to treat
the most chronic and difficult cases comprehensively.

sions, fine-tuning what had not
been addressed in the group ses-
sions.24

7. Patients were provided with informa-
tion and specific interventions unique
to this program and generally not
found in other behavioral medicine
settings. This was achieved through
clinical observations of the thousands
of patients who went through this
treatment program.

A remark on behavioral interventions
for patients who were diagnosed accu-
rately as having cluster headaches will
serve to illustrate this point. The inci-
dence of this specific type of headache
disorder is quite small compared to
other types of headaches. At this clinic
site, at least 30 cluster headache
patients were seen monthly. By con-
trast, the average neurologist seldom
treats this number yearly. Derived from
hundreds of clinical observations, a
large number of cluster headache
patients were often observed to have
abrupt headache attacks at those times
when there occurred a rapid drop from
a high level of activation to a period of
low arousal or in other instances when
sufferers allowed their general activa-
tion level to remain low upon waking
for even a matter of a half hour or less.
Increasing activation levels (identified
by other types of headache sufferers as
being potentially stressful and pain
inducing) often served to nullify the
potential for any headache attacks.
Hence, behavioral interventions were
developed to increase and maintain
higher levels of physiologic arousal in
order to reduce headache attacks, given
that meditation and relaxation-based
interventions often triggered headache
onset for this particular population”
and patients themselves often identi-
fied psychologic strategies as not being
helpful.2# In contrast, a majority of psy-
chologists use biofeedback and relax-

ation procedures as standard treatment

for all types of headache.26:27

8. If conventional psychologic tests were
used,?8 test scores/outcomes were
reinterpreted and redefined in medi-
cal/behavioral terms (not psychiatric
diagnoses). For example, the 1-3/3-1
MMPI code profile (elevated scales in
hysteria [Hy] and hypochondriasis
[Hs]), which is often found in a majori-
ty of migraine sufferers, was reinter-
preted exclusively in terms of how
cognitive and affective features of this
orientation could trigger or reinforce
headaches, providing the patient with
neutral descriptors that had no psychi-
atric association. (As an example, Hy
scores could be described in terms of a
propensity to have a more intense
reaction to issues or events on an emo-
tional level; high Hs scores might
describe a tendency to incorporate
stress on a somatic level or respond
with a somatic reaction to stressful
events).

9. If desired, patients could be referred
to mental health providers following
the customary health care model to
address additional issues (as many
patients were out of state/country,
those patients who requested addi-
tional interventions were given outpa-
tient referrals to providers who
practiced near where the patients
lived).

10. Following from (item 7) above, how-
ever, it was recognized that outpa-
tient referral to orthodox
psychotherapists (i.e., psychothera-
pists who are unfamiliar with
headache patients) after treatment
for standard support or more
indepth therapy could detract from
treatment gains that were achieved
at this particular setting. As exam-
ples, psychiatrists would often try to
alter the clinic’s copharmacy regi-
men to follow more closely a cus-

tomary model of psychiatric medica-
tion because there was some overlap
in classifications of medication used.
Generally, this took the form of
reducing both numbers and dosage
levels of medications initially needed
to achieve and maintain a pain-free
status. Also, psychoanalysts and
psychodynamically oriented psy-
chologists would readdress traumat-
ic events with patients. Reactivating
memories of trauma and stress with
headache patients could serve to
trigger headache attacks again,24:29,
Hence, when possible, the sensitivity
of these patients to pharmacologic
and psychologic changes was
reviewed in advance to referred
providers informing them that pre-
cipitous changes in either of these
areas could lead to reemergence of
headache problems.

11. A maximum of 2 1/, hours was needed
to treat the most chronic and difficult
cases (inpatient) comprehensively,
providing the patients with both acute
(immediate) and prophylactic inter-
vention strategies. Less severe or com-
plex cases could be treated in a fraction
of that time. (Outpatient visits could
generally average between 15 and 30
minutes). This contrasts with the typi-
cal 8-10-week format in hourly ses-
sions that is generally pursued
elsewhere.

QOutcomes

With regard to for treatment outcomes,
the following practical issues deserve
mention:

* Studies were published verifying the
overall efficacy of treatment.24

* Followup questionnaires were sent to
patients after treatment, asking for
strengths and limitations that the
patients observed for themselves in
the assessment and intervention pro-
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Overall fees charged were observed to be
far less than other behavioral medicine programs.

cedures used. This information could
later be incorporated into future treat-
ment considerations.

¢ Although specific figures are beyond
the scope of this paper, economic fac-
tors were also quite favorable. I had
the opportunity to travel throughout
the United States and western Europe

- and meet with other professionals at

TABM is now being' tested as part of a larger,
more progressive health care format known as
ASHI ™ (Accelerated Synchronized Health care
Interventions), model incorporating simultane-
ous delivery of several treatment interventions
in an accelerated fashion, the results of which
will be published elsewhere.

different treatment centers. Generally
speaking, given the structure of ABM,
overall fees charged were observed to
be far less than other behavioral
medicine programs (stressing a high-
volume/low-cost approach).

Given the large volume of patients
and smaller number of personnel
used in behavioral medicine/psychia-
try (two to three full time), overall
profits to direct care providers were
quite high, also exceeding the income
of other behavioral medicine pro-
grams. Charges to insurance compa-
nies were also noted to be
significantly lower than those offered
at other psychiatric or behavioral
medicine centers.

Conclusion

Summarizing these findings, this model
speaks favorably to the goal of reducing
costs to carriers and patients, yet allows
providers to maintain a profitable income. It
also provides more extensive treatment to a
chronic medical condition (headache) that
would normally warrant a specialized,
team-oriented approach. If the focus of man-
aged care continues to reinforce the idea of
limiting patient visits, this integrative model
can provide an alternative approach, even in
situations when consideration of carve outs
and capitation have to be managed more
effectively (costwise and timewise).

While this ABM model wove the psy-
chologist into a team treatment approach,
it is clear that an equally successful strate-
gy could involve teaching physicians the
information and techniques needed to
incorporate this component into their
practices directly. Some of the aversion
that many patients, some physicians, and
most insurance companies have to psy-
chotherapeutic interventions may be due,
in large part, to what they perceive and
has been described here as a more ortho-
dox and prolonged model of treatment.

However, it is not argued here that ABM
should be considered the exclusive alterna-
tive to more orthodox treatment models. To
this end, while many patients at the Dia-
mond Clinic received complete exposure to
all available components of ABM, other
patients only needed (or elected) to receive
specific strategies relevant to their own
cases. Some patients wanted pharmacologic
interventions exclusively. Still other
patients, on the other hand, elected to have
(or had recommended to them) referral to
providers adhering to other psychothera-
peutic models based upon the complexity
and history of their cases. Finally, compo-
nents of ABM could also be introduced into
orthodox psychotherapeutic sessions by
outside providers seeking to meet the needs
of headache patients per se better. Other fac-
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The ABM model can also be used in the
treatment of medical conditions other than headaches.

tors, such as formal education level, person-
ality makeup, motivation level to change
(i.e., stop headaches), geographic location,
chronologic age, and economics also influ-
enced decision making in selecting the vari-
ous options available.

Nonetheless, similar to other orthodox
behavioral medicine programs, it is argued
that the ABM model can also be used in the
treatment of medical conditions other than
headaches, providing patients with com-
prehensive, accelerated, rigorous treatment
interventions specifically fit to their needs
while still allowing for the cost savings
insurance carriers seek.! Future testing of
accelerated treatment models in a variety of
different settings among different groups of
patients is warranted, given the current eco-
nomic and health care trends affecting all of
us as health care providers. O
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