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Abstract

The scope of my dissertation project was to investigate the training of
community leaders, including religious | eaders, in the delivery of individual cognitive -
behavioral support for depression in the community from Burma in NC . My research
aims were to train community leaders a) to recognize the signs and symptoms of
depression and associatedproblems, including intergenerational conflict, substance
abuse, domestic violence and suicide;b) to use reflective listening and cognitive -
behavioral therapy (CBT) skills, and c) to increaseawareness of stigma toward
treatment-seeking for depression and its related problems. Paositive training outcomes
were found for knowledge of depression and CBT strategies, and for attitudes toward
treatment-seeking for depression; suggesing community leaders could be a valuable
resource for expanding evidence-based mental health services delivery within the
community from Burma and potentially within Burma as well, where there is a scarcity
of mental health professionals. This study extends existing research on training
paraprofessionals and religious leaders in the use of CBT. In particular, it addsto the
knowledge base on providing mental health services within the community from

Burma, which may extend to other refugee and immigrant communities in the U.S.
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1. Introduction

My research addresses the following questions within the context of the
community from Burma in NC: Can we translate what we have learned about the
dissemination of evidence-based psychological treatments for depression to
underserved communities, such as refugees and immigrants? Is it possible to expand
these culturally sensitive mental health services within refugee and immigrant
communities by training non -medical, non-mental health personnel to provide basic
support for depression in individuals who do not require medication , and referring
those who do to the medical community? Global mental health researchers, Herrman &
Swartz (2007) have called for developing and evaluating interventions that can be
delivered by lay people, and for assessing how health systems can scale up such
interventions across all routine -care settings.( Qw07 1 w6 OUOEw' 1 EOUT w, pOPUU
Action on Mental Health (WHO, 2011), these leaderU wEE OO wi OUw? x UOT UEOOIT Uuw
articulate collaborative linkages between traditio OE O wE OE wOOET UOwOI EPEDOI wl
They have statedthat in fact in many countries, traditional and religious leaders provide
much of the community mental health care because of taditional beliefs and the fact
that there are far more of these practitioners than there are providers within the formal
health care systems.
In addition to addressing this call for action, my project is a direct response to

the fact that by 2020, depresion will be second only to heart disease as the leading



cause of disability worldwide (Moussavi, Chatteriji, Verdes, Tandon, Patel, & Ustun,
2007) andto the World Health Organization (WHO) report that the principal barriers to
effective mental health care are the lack of trained providers and resources and the
existence of social stigma associated withmental illness (WHO, 2011). Nolan, Dew and
Koenig (2011) call for the use of collaborative models that effectively integrate religious
leaders, faith-based groups and mental health professionals in the provision of mental
health care services. Specifically, they point to this partnership as a means of expanding
limited mental health services and also for lessening community stigma toward mental
illness and the mentally ill.

The extant empirical studies in the scientific literature concerning these issues
generally show that such collaborative models hold promise in producing effective
outcomes for mental health care services. For example, evidence from Inda and
Pakistan suggests that nonmedical people can be effectively trained to work with
psychiatric professionals in screening and treating depression, pointing the way to
increasing available mental health services (see Gul & Ali, 2004;Patel et al, 201Q
Rahman, Malik, Sikander, Roberts & Creed, 2008). Amidst these consistent calls by
global mental health researchers for training nonprofessionals as a way of expanding
the number of available mental health professionals, | consider that the researchof Patel
and colleagues (2010) in India and Rahman and colleagues (2008) in Hastan on

training paraprofessionals to work alongside the psychiatric community presents viable



models for integrating community leaders into the mental health care system; which,
within the community from Burma , would increase the number of support providers.
However, to date, no such studies havebeen carried out among refugeesfrom Burma in
the U.S., wherecommunity and religious leaders provide many psychological services.

Reseach suggests there arehigh rates of depression, trauma history,
intergenerational confli ct, substance abusedomestic violence and suicide among
Southeast Asian refugees in the U.S.Further, among these refugees,ack of
understanding, fear and stigma keep people from visiting a mental health professional
in the larger local community . At the same time, among the community from Burma in
NC, focus groups and individual interviews in NC with Burmese, Karen and Chin
community leaders suggest great willingness and desire to have religious and other
community leaders trained to provide 1) basic support for depression, 2) information to
educate community members about problems associated with depression and 3) needed
links and support for contacting providers in the larger local community.

While the ratio of professional providers to potential patients is high in the
larger American -born communities of NC, Orange County Refugee Health Coalition
members report an estimated prevalence of depressionof 20% among the community
from Burma. Given that community and religious leaders have expressed their interest
and willingness to be trained to identify and treat depression, it thus constitutes an

ideal community in which to further lay the groundwork for exploring  the possibility of



implementing a collaborative model between available and respected paraprofessionals
such asreligious leaders and other community leaders, and mental health professionals.
This project thus builds on qualitative fieldwork research | conduc ted in
summer 2009 in Chiang Mai Province, Northern Thailand. In recognizing the role of the
Buddhist monks in the community, it was their past experience serving in primary care -
related, HIV/AIDS and psychoeducation projects, along with their sheer number s that
first motivated me to investigate the possibility of training Buddhist monks as a means
of expanding the number of mental health providers. | interviewed nearly fifty monks,
psychiatrists, teachers from the monk university in Chiang Mai + Mahachulal ongkorn
University, and other stakeholders and found a strong potential for integrating
Buddhist monks into the Thai mental health care system and great willingness on the
part of the monks to be trained to work alongside the psychiatric community. | then
investigated the potential for using this model for expanding mental health services
delivery among the community from Burma in NC. Findings from my background
research on the potential for training community leaders from Burma in CBT are
presented starting on p. 39
finding that there is a lack of trained providers and resources, in this case the insufficient
number of mental health care providers in the community from Burma in NC to address

the growing prevalence of depression and related problems. Thus, my main research



guestion is whether community and religious leaders from Burma can be trained to
provide CBT support for depression, with the expectation that training outcomes for
these leaderswill be positive. Ultimately, | project that we can expand the mental health
services delivery in the community from Burma in NC by training community leaders,
who are natural leaders among the refugees to recognize the signs and symptoms of
depression and to provide basic support for depression. The long-term research goal is
to test the integration of these non-medical personnel into the local mental health care
system by enhancing their roles and establishing greater cooperation between them and
the psychiatric community. Perry Griffin, a Multicultural Advocate with the Mental

Health Association of the Central Carolinas and proponent of my training program has
suggested that after training, these community leaders may be employable as
paraprofessionals and the trainers could be employed to continue training others.

The scope of this specific project however, is to conduct atraining intervention
study among community leaders from Burma in NC. My research aims area) to
recognize the signs and symptoms of depression and associatedproblems, including
intergenerational conflict, substance abuse, domestic violence and suicide;b) to use
reflective listening and CBT skills, and c) to increaseawareness of stigma toward
treatment-seeking for depressionand its related problems. Depression is targeted by this

program as it is highly prevalent and often found comorbid with trauma, substance



abuse, domestic violence, intergenerational conflict and suicide 1 all notable problems

among the community fr om Burma in the U.S.



2. Depression as a Leading Cause of Disability
Worldwide

Worldwide, depression is a common, serious and potentially disabling illness,
which is treatable with evidence -based medications, psychotherapies and other methods.
In terms of the epidemiology of depression, the main aspects of the disorder are as
follows: 1) the group of symptoms characterizing depression are found in all cultures; 2)
the prevalence rates of major depression vary considerably between populations, with an
annual prevalence rate of 9.5% for Americans age 18 and older, (Kessler et al., 2003); 3) the
age of onset worldwide is in young adulthood; 4) the course of the disorder is often
chronic in nature; 5) it is two to three times more common in women in most parts of the
world , exceptin Africa; and 6) social factors, such as low socioeconomic status,low levels
of education and the ongoing presence of violence, are major social determinants of the
risk for depression (Patel et al., 2009). Poor mental health in general is associated with
social disadvantage, human-rights abuses, poor health and low productivity, as well as
increased risk of mental disorders (Desjarlais, Eisenberg, Good & Kleinman, 1995).
Prince et al. (2007,p.859)] EY1 wEOOEOUE | E wtedlth withoutwmEnBO wE T w O (
I 1 E O Ddpr@ession is often comorbid with other serious medical illnesses such as heart
disease, stroke, cancer, HIV/AIDS, ®EET Ul UwEOEw/ EUOPOUOOZzZ UWEDPUI EU
2002).Individuals with depression in addition to another serious medical illness tend to

have more severe symptoms of both depression and the medical illness, more difficulty



adapting to their medical condition, and more medical costs than those who do not have
comorbid depression. Depression can delay treatment-seeking, reduce the probability of
detection and diagnosis, or both (Prince et al., 2007). Again, women are particularly
vulnerable. In a study by Howk and Bennett (2010), women with depression reported
significantly higher incidences of illness over th e previous two months and were found to
have significantly elevated indicators of illness at the time of the exam as compared to the
non-depressed control females.

Depression has various measureable biological effects.It increases the
probability of dev eloping physical illness and accelerated aging (Wolkowitz, Reus &
Mellon, 2011). Depressionaffects serotonin metabolism - alteration of cardiac function,
platelet aggregation, and vasoconstriction (McCaffery et al., 2006) cortisol metabolism -
increased cortisol, leading to inflammation, excessive clotting, and metabolic syndrome;
inflammatory processes - raised inflammatory markers, which also predict the
development of cardiovascular disease (Vieweg et al., 2006) and cell-mediated immunity -
impairmen ts in T-cell mediated functions, reduced natural -killer cell counts and
cytotoxicity, with relevance to cancer, HIV progression, and other infectious diseases
(Zorrilla et al., 2001) Depression has been found to be associated with several alterations
in cellular immunity ¢ specifically, lowered proliferative response of lymphocytes to
mitogens, lowered NK cell activity, and alterations in numbers of white blood cells (Miller,

Cohen & Herbert, 1999).In U.S. cohorts of HIV-positive women, chronic depressive



symptoms were associated with increased AIDS-related mortality and with rapid disease
progression (Ickovics et al., 2001; Cooket al., 2004). And finally, d epression often goes
unrecognized and untreated even though it has a greater impact on overall hedth than
arthritis, diabetes, angina and asthma (Moussavi et al., 2007).

In large measure because of these biological effects and its comorbidity with
other serious illnesses, depression compromises the quality of life and functional capacity
of tens of millions of people worldwide (Masskulpan , Riewthong, Daipratham, &
Kuptniratsaikul, 2008; Bloom, 1999); presents a potent risk factor for death among the
chronically ill (Wulsin, Vaillant, & Wells , 1999 Koenig, 2000); and represents an enormous
social cost,especially to vulnerable populations such as women and orphans. Impairment
from depressive symptoms can be cognitive, as it affects concentration; behavioral in that
it can causedecreased activity and social withdrawal; and physical, in the form of
significant pain and iliness (Greenberg et al., 2003).Depression negatively affects
educational attainment and interpersonal relations, increasing the probability of teenage
pregnancy and marital instability (Cassano & Fava, 2002; Kessler, Berglund, et al., 1997;
Kessler, Foster, Saunders & Stang, 1995; Kessler, Walters & Forthofer, 1997; Von Korff,
Ormel, Katon, & Lin, 1992). The fact that depression significantly impairs functioning in
all domains of life; including work, home, school and social life, furth er emphasizes the
importance of finding ways to effectively identify and treat populations who are remain

underserved by the larger mental health care system.



Beyond the direct impacts on the individual, depression has a significant impact
on aggregated well -being and national prosperity as well, accounting for direct and
indirect costs totaling over $80 billion per year in the US alone (National Mental Health
Association [NMHA], 2010) . Left untreated, depression is as costly as heart disease or
AIDS to the US economy (Greenberg et al., 2003). The aggregated economic burden of
depression is attributable to several factors, including its prevalence rate; low treatment
rate and the fact that it is treated primarily in the medical sector; and its chronic and
debilitating nature. Regarding these individual and socioeconomic consequences of
depression, the positive news according to the NMHA (2010) is that more than 80 percent
of people with clinical depression can be successfully treated to remission when they
receive early diagnosis, treatment and support. However, refugeesfrom Burma in the U.S.
do not regularly accesstreatment due to stigma associated with treatment-seeking;
linguistic and cultural difficulties with accessing care; and the paucity of cultural ly-
sensitive treatments and professionals capable of communicating with this underserved
population ¢ all too common structural barriers to seeking and receiving treatment.

While depression is clearly disabling and costly in all communities, it differs
significantly in many cases in refugees versus local American populations in terms of
presentation, etiology, risk and protective factors and potential outcomes. Therefore, it
is important to examine more specifically what is known about depression among

refugees and immigrants from Southeast Asia in the U.S.
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3. Mental Health among Southeast Asian Refugees in the
U.S.

In the United States, Asian Americans are the fastest growing minority group,
two -thirds of which are either refugees or im migrants (U.S. Census, 2010). As a
percentage, Southeast Asian refugees andmmigrants make up 20-25% of this ever
increasing strata of the US population (Reeves & Bennett, 2004)Based on the 2010 U.S.
census, the number of persons of Burmese descent living in the U.S. incrased by 499%
over the previous census. In 2012alone, more than 10,000 refugees from Burma arrived
in the U.S., adding to the more than 55,000 who had resettled in the country since 2006
(Ranard & Cunningham, 2012). In NC, Orange County Health Department records,
which include the number of communicable disease screenings completed on new
refugees, indicate that from July 2005 June 2011, 95% of the new refugees to arrive in the
county were from originally Burma (Orange County, NC, Health Department, 2005 -

2011).

3.1 Migration and Mental Health

The Southeast Asian migration experience may be studied in terms of three main
components: pre-migration, migration and post -migration resettlement. Each stage
carries risk factors for mental health outcomes, such asl) pre-migration trauma, political
UOUDPI T OwxOYI UUawEOGEWOOUU WO woOOI zUwi 601 wEOEWEUO
experience, which may include separation from loved ones, and extended stays in

refugee camps with harsh conditions, violence, and limite d resources, and 3) post
11



migration employment and linguistic difficulties, intergenerational conflict and
acculturative stress, as well asmigration -related losses andpossible discrimination in
the receiving society, which can affect employment, social gatus and level of integration

(Kirmayer et al., 2011).

3.1.1 Pre-migration factors affecting mental health

Several pre-migration factors affect adult mental health, including economic,
educational and occupational status in the home country; the breakd own of social
support, roles and network; trauma experiences; and involvement in political strife. In
children, age and developmental stage at the time of migration; disruption of education;
breakdown of the extended family and friendships all affect ment al health (Kirmayer et
al., 2011). In particular, violent experiences in the home country contribute significantly
to health status and adaptation once settled in the U.S. (Fox, Cowell & Montgomery,
1994). Refugees from Burma who have settled in NC have fed ethnic and religious
persecution, often times going first to nearby Thailand, Malaysia or India before coming
to the States. Before arriving in NC, many Karen refugees in particular have spent years
in camps along the Thai-Burma border or as illegal aliens in Malaysia, in the case of the
Chin people. Refugee camps in Thaland are crowded, often unsafe, with poor health

care resources and no mental health providers (Ranard & Cunningham, 2012).
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3.1.1.1 Trauma

Systematic reviews and meta-analyses suggestthat refugees are at significantly
higher risk than the general population for psychia tric disorders associated with their
exposure to violence, war, and forced migration and to the uncertainty of their status in
their host countries, with up to 10 times the rate of post-traumatic stress disorder (PTSD)
(Lindert et al., 2009) and elevated rates of depression, chronic pain and other somatic
problems (Kirmayer et al., 2011). A history of torture is the most salient predictor of
PTSD symptoms among refugees fFazel, Wheeler, & Danesh, 2005; Beiser, 1999;
Norredam, Garcia-Lopez, Keiding, & Krasnik, 2009; Steel et al., 2009).

In studying the community from Burma, we can draw on research carried out
with other Southeast Asian populations with significant trauma and refugee camp
experiences. In a sample of Southeast Asian refugees, a historgf pre-migration trauma
and refugee camp experiences were significant predicors of psychological distress five
years and more after migration, regardless of ethnicity and le ngth of time in the U.S.
(Chung & Kagawa -Singer, 1993). Among 586 Cambodian adults aged 35 to 75 years, all
of whom had a trauma history prior to immigrating to the U.S., seventy percent (n=338)
reported exposure to violence after arrival in the U.S. Hig h rates of PTSD (62%) and
major depression (51%) were reported; with PTSD and depression highly comorbid in
this population. Older age, poor English language skills, unemployment, being retired

or disabled and living in poverty were also related to elevat ed rates of PTSD and major

13



depression. Over 20 years after arrival, pre-migration trauma remained associated with
PTSD (OR, 2.08; 95% ClI, 1.33.16) and major depression(OR,1.56; 95% CI, 1.24.97);
post-migration trauma with PTSD (OR, 1.65; 95% CI, 1.212.26) and major depression
(OR, 1.45; 95% ClI, 1.1:2.86); and older age with PTSD (OR, 1.76; 95% ClI, 1.48.13) and
major depression (OR, 1.47; 95% ClI, 1.18.89; Marshall, Schell, Elliott, Berthold & Chun,
2005). The community from Burma comprises refugees and immigrants who have
arrived in NC at different times. While some have been in NC for longer periods of time
EQEwWOOwWOOO0T Il UWEOOUPEOYVWOEOHWIOFOOwR &K i U
problems related to their pre -migration experiences.

3.1.2 Migration factors affecting mental health

Many aspects of thejourney from the home country to the host country affect
mental health, including the route and length of migration; the experience of difficult

living conditions, such as in refugee camps; exposure to violence; the destruction of

family and community bonds; and looming uncertainty about the future post -migration.

For children in particular , several factors impact their mental health, including
separation from their caregivers; exposure to viol ence; harsh living conditions; poor
nutrition; and fear and uncertainty about the future (Kirmayer et al., 2011). Therefore,
considering both pre-migration and migration factors, refugees very often arrive in the
U.S. with a history and under conditions t hat affect their mental health and ability to

adjust to American society.

14
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OOEI OOwbi PET wEI UEUPEIT UwUT i UTT T UWEUWEI POT w?x0UI
to immigrants whoari w? x UOOT EwWUOPEUE? wUT 1 PUwWOI Ppwi 601 Ud ww:
dynamics and relationship to the receiving country explains why refugees may not be as

well prepared or adjust as well to American society as immigrants (Hsu, Davies &

Hansen, 2004). In the case othe community from Burma in NC, many arrived

PDEI OUDPIi a0l wUI 1 OUT OYI UwE U webm statid nbw condidews EU U WE Ul w
Uil OUI OYI UOw?DO0ODT UEOUUO? wi YT OwlOT OUT T wlT 1 awkl U
i EEUOUU? woOi wx 00D U D EEaatd$ubeeduentharénicontitdis@1 OET wb Ow!

Thailand, Malaysia and India.

3.1.2.1Unaccompanied migrant status

Among Southeast Asian refugees, unaccompanied migrant status has been found
to predict both increased levels of risk of psychological distress pre-migration and also
significant post-migration risk for poor mental health outcomes (McKelvey & Webb,
1995). Among the community from Burma in NC, there are children and young adults
who have grown up without their parents and those who were left in the U.S. by their
parents who returned to Burma or the camps of Thailand, leaving these unaccompanied

youths at increased risk of developing mental health problems.
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3.1.3 Post -migration factors affecting mental health
Factors in the receiving country that affect adult mental health include
uncertainty about immigration or refugee status; unemployment or underemployment;
loss of social status and of family and community social supports; worry over family
members left behind and fears related to reunification; diffic ulties with language -
learning, acculturation and adaptation such as shifts in gender roles. Factors affecting
U1 wOl OQUEOQwI 1 EOQUT wOi wET POEUI OwWwDOEOUET wi 1l EVWEOQE
adaptation; difficulties with language acquisition; acculturat ive stress, such as conflicts
related to ethnic and religious identity, gender role conflicts and intergenerational
discord; discrimination and social isolation at school or with peers (Kirmayer et al.,
2011). Adolescents in particular, are vulnerable asthey are going through natural
developmental changes, adjustment challenges common to refugees, and cultural
conflicts associated with reconciling value differences between Southeast Asian and
American cultures (Lee, 1988). Togetherthe stressors encounered by Southeast Asian
UTTUOTTTUOUwxU0wUT 1 OwWEUOwWT T T wUPUOwWi OUWUUEUUEOEIT wE
3.1.3.1- Employment
Opportunities for employment and career advancement among refugees and
immigrants may be affected by documentation status, low er levels of education and
training, language difficulties and racial discrimination (De Castro et al., 2010). Further,

many are overqualified for their jobs (Smith & Frank, 2005) and others take hazardous or
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low -skilled jobs (De Castro, Fujishiro, Sweitzer, & Oliva, 2006; Seixas, Blecker, Camp, &
Neitzel, 2008; Tsai & Salazar, 2007). In a WHO Commission on Social Determinants of
Health report (2008), employment is considered to have a profound effect on mental and
physical health and it is recognized as being means for reducing health inequalities, both
directly and indirectly. Additional studies suggest negative mental and physical health
consequences of unemployment and job insecurity (Burgard, Brand & House 2009;
Ferrie, Shipley, Stansfeld & Marmot, 2002; Goldsmith, Veum & Darity, 1996; McKee-
Ryan, Song, Wanberg & Kinicki, 2005; Mossakowski, 2009; De Castro, Rue & Takeuchi,
2010).

Conditions in the receiving country that moderate the effects of pre -migration
stressors and that support employment oppor tunities and financial stability predict
good mental health outcomes (Lindert, Ehrenstein, Priebe, Mielck & Brahler, 2009;
Beiser, 2009). A 2011 focus group among community members from Burma in Orange
County, NC, found that lack of job opportunities was among the main problems
highlighted by community members (Orange County, NC, Health Department, 2011). At
Ul T wUEOT wUDOI OwUT 1 w?4626wll i U011 wll Ul OO0l O O0w
refugees from Burma lack the training, education, work experience and English
language skills to be gainfully employed and they possess few skills that translate to the

U.S. job market (Bruno, 2011).
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3.1.3.2Language barriers and bilingualism

Deficits in | anguage skills and health literacy are compounded by cultural
differences and economic barriers to accessing and nderstanding health information
(Kreps & Sparks, 2008). Immigrants suffer higher rates of cardiac events, cancer,
diabetes, strokes, HIV/AIDS and many other serious diseases (Kreps & Sparks, 2008).
Poor English proficiency among immigrants is significantly related to self -reported poor
health 6 months post-migration (OR=2.0, p<0.01). This factor has a greater effect on
women, in whom poor language skills are associated with poor self -reported health two
years postmigration (Pottie, Ng, Spitzer, Mohammed & Glazier, 2008). Bilingualism
may be considered a protective factor among immigrants. Across immigrant ethnic
groups, being bilingual is related to better self -rated mental and physical health
compared with speaking only English or only the native language; these relationships
are only partially mediated by family support and socioeconomic status but not by
levels of stress, discrimination, acculturation or by health behaviors (Schachter, Kimbro

& Gorman, 2012).

3.1.3.3Intergenerational conflict and domestic violence

The migration process creates crosscultural challenges for families that can lead
to or intensify already existing intergenerational conflict, setting the stage for both abuse
and neglect. In a sample of 285 Asian American youths, parent-child conflict and age -

risk factors for suicide in majority group adolescents, predicted suicidality in this sample
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as well; whereas gender did not generalize to this sample. Acculturation interacted wit h
parent-child conflict to predict suicidality ; such that lower levels of acculturation and
higher levels of parent-child conflict together predicted greater suicidal thoughts and
behavior. Less acculturatedyouths were at a proportionally greater risk for suicidal
thoughts and behavior under conditions of greater parent -child conflict than were more
acculturated youths. This finding highlights the importance of culture as a context for
determining the significance of stressors contributing to psychopatho logy (Lau,
Jernewall, Zane, & Myers, 2002).

In a 2011 focus group carried out by the Orange County Health Department with
members of the community from Burma, domestic violence was identified as a
significant social and mental health problem. A recommen dation based on their
findings called for educational sessions on domestic violence for both men and women.
Women would be taught empowerment techniques and would learn the steps to take
toward financial independence, while men would be taught conflict re solution and
respect for women. Focus group participants considered such a program would help
improve overall quality of life for the population (Orange County, NC, Health

Department, 2011).

3.2 Current t reatment -seeking among the ¢ ommunity from
Burma in the U.S.

While studies show high rates of PTSD and depression among refugees from

Burma, there is little recognition or treatment of mental illness among the community.
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Some mental illnesses, such as schizophrenia, are understood to be caused by spirit

possession. Religious leaders are often asked to carry out purification rituals or other

ceremonies toalleviate the condition. The Refugee Health Technical Assistance Center

suggests that among refugees from Burma in the U.S., spiritual leaders such asBuddhist
OO000OUOwW" T UPDUUPEOwWXxEUUOUUWEOEWUUEEDUDOOEOWI 1 EOI
I TEOUIl wOUI EUOI OUOwI DUT 1T UWEUWEUOUUEm@&EUOOI UUwO

Cunningham, 2012, p. 3).
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4. CBT for depression

CBT is a well-researched, strangly supported treatment for clinical depression
(DeRubeis & Crits-Christoph, 1998). Findings from several studies suggest that CBT
reduces depressive and somatic symptoms in primary care patients and is more effective
than usual care (Miranda & Munoz, 19 94; Proudfoot et al., 2004; Schoenbaum et al., 2001,
Simon, Ludman, Tutty, Operskalski & Von Korff, 2004). Further, CBT was shown to be
more effective than usual care in reducing depressive symptoms in a sample of 207
primary care patients with recurrent depression (Conradi, De Jonge & Ormel, 2008).
These researchers found a differential response to treatment based on the number of
previous depressive episodes. In patients with three or fewer prior episodes, the three
treatments - usual primary care, psychoeducation and CBT plus psychoeducation; led to
comparable outcomes. However, in patients with four or more prior depressive
episodes, CBT plus psychoeducation led to clinically superior outcomes to usual care.
Therefore, Conradi and colleagues (2008)suggest that CBT may provide additional
benefit to patients with many prior episodes. In this group they found that CBT may
manage ruminative cognitive style, which is seen as a risk factor for recurrence.

Importantly, there is growing evidence that CBT may be administered in non -
traditional ways, such as by lay providers or paraprofessionals (Patel et al., 2010;
Rahman et al., 2008), oby telephone, computer or internet to support and supplement

depression treatment provided in primary care (Wolf & Hopk o0, 2008. Researchon these
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alternative strategies has resulted in reduced depressive symptoms and higher levels of
patient satisfaction (De Graaf et al., 2008; Proudfoot et al., 2004; Simon, Ludman, Tutty,

Operskalski & Von Korff, 2004; Tutty, Ludman & Si mon, 2005).

4.1 Compatibility of CBT with Buddhism

Burma, also known as Myanmar, is one of the most ethnically diverse countries
in the world (Ranard & Cunningham, 2012). The majority of refugees and immigrants
from Burma in NC come from the Karen, Karen ni and Chin ethnic groups . In terms of
religion, traditional indigenous religions , characterized largely by animism, have been
overlayed with Buddhist thought and practices. In turn, with the conversion to
Christianity of many, especially among the Karen people, Christian th ought and
practices now overlay Buddhist culture among these converts. In individual interviews,
Karen Christian pastors and church members in NC have openly endorsed an easy
confluence of Buddhist culture and Christian practices within their families and their
daily lives . Further, all community members interviewed reported they would seek
emotional and psychological support within their families and from religious and other
community leaders, but not from outside the community from Bur ma in NC.

Researchers and scholars from a variety of disciplines have written extensively
about the compatibility of CBT with Buddhist philosophy and practices in addressing
their common fundamental goal of reducing suffering (see for example,Bodhi, 2005

Hinton et al, 2005; Bemak, Chung & Bornemann, 1996;Boehnlein, 1987 Sarath-Chandra,
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2006). Buddhism is primarily concerned with determining the inner causes of human
suffering and exploring the way to achieve release fromsuffering (Mikulas, 1978;
Wallace, 1999, 2003; Smith, 1991yhich is mainly attributable to imbalances in the
mind (Gunaratana, 1985). As such, depression is considered a symptom of an
unbalanced mind (Wallace & Shapiro, 2006).

CBT aims to relieve depression and support well-being by altering the cycle of
negative cognitions and unhealthy behaviors through cognitive restructuring and
behavior modification, both of which are key elements in Buddhist practices. Theravada
Buddhism, which is the type of Buddhism practiced by 89% of the population of Burma
(Central Intelligence Agency, 2012), is concernedwith attaining spiritual liberation and
enlightenment and has developed many theories and practices aimed at mental well-
being (Aronson, 2004). Below, | address how CBT corresponds neatly © Buddhist
practices concerning cognitive restructuring, behavior change, mindfulness and
empiricism.
4.1.1 Cognitive Restructuring

EEOQUEDPOT wUOOwWUT T w! UEETEOwW?61 WEUI whpT ECwbIl wlOl

thoughts. With our thoughts we maketheP OUOE S » wp# | EOOEXxEEEOw! auobOuw
p. 1). The concept that how we think determines how we feel and the idea that we can
change the way we feel by changing the way we think underlies CBT as well. In CBT, the

process of restructuring cognitions is aimed at helping a client understand how thought
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patterns exacerbate depressive symptoms. Unhealthy thoughts are replaced with new
ones based on sound reasoning, in order to improve affect and decreasedepressive
symptoms.
CBT addresses both thoughts and teliefs that contribute to depression. In practice,
therapists help clients examine their automatic thoughts and seek to identify core beliefs.
Beliefs are more stable and enduring than thoughts, and they relate to both specific
situations and general conditions. Beliefs may be accurate, helpful and healthy or
depressogenic and otherwise unhealthy. Within Buddhism, beliefs characterize what we
EOOUPETI UwbPOw6el UUT UOwxUAaET OOO0T awUOwWET wUOI T w?Ul Oi
more than our thoughts, the Buddha was saying there was nothing permanent in our
existence, andalso that what we think of as ourselves is generated by our own minds
(Nanamoli & Bodhi, 1995). Within Buddhism, it is considered that the person must first
recognize his mistaken conception of himself and the world before he can experience
mental well -being (Wallace, 2005; Wallace & Hodel, 2006)
CBT is concerned with the interaction between thinking, feeling and action, and
Ul T wEOOET x UwUT ECWEwWx1 UUOOz UwEdmire hid rélatichship tax I UE T x
the outcomes of an activating event. Likewise, within Buddhism, perceptions create a
x] UUOOzUwPOUOEWEOEWET U1 UOPOT wi PUwUI UxOOUT UwlOw

older perceptions that resurface repeatedly over time. Buddhism thus considers
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perceptions to be the root cause of all mental tendencies and in some cases, mental iliness

(Sarath-Chandra, 2006).

4.1.2 Behavior Change

(OWEEEDPUDPOOWUOWEPEUI Ol UUWEOEWEOUI UEUDOOWOI u
both emphasize taking action to change O O | fgelihgs and life, in general. A Buddhist
saying expresses this ided ww? . O1 WEOI UwOOUWEI EOOTI weOwWOUUEEUUC
EawOOl ZUWETI 1 EUWOUWEEUDPOOUWUT EOwOOT wUT OUOE wET wN
Nipata, Hare (Trans.), 1947, p. 21). De Silva (1984) pointedut that within Buddhism,
action and behavior are integral to mental and psychological development; they are not
considered to be independent of each other. Throughout the Buddhist canon, the
importan ce of mind and mind -control is frequently stressed. The Dhammapadat The
Path of Virtue states? 31T 1 WEOOUUOOwWOI wUdulExtIresirdinfiakie] vrien wd U wWE D |
wanders at will, is good; a tamed mindis UT 1 wE1 EUIT U w®@rom [Fanx]p1093 U U »
p. 23). Choice and action arerequired to control thought and allay suffering.

CBT involves teaching coping skills to help address daily life and stressful
situations with a clear, calm mind . The goal is to help clientsidentify healthy ways to
interact with other s, and guide them in engaging in actions and activities that will support
them in feeling less depressed. These actions includereplacing behaviors that are
EOOUUDEUUDOT wOOwWUT 1 wE ODb Ibéhavioks.udbrg withiredudilg@hOau b B UT wi
number of negative thoughts and behaviors, CBT therapists also teach clients how to
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break down large, complex tasks into smaller, more manageable actions to improve their
chances for success. Additionally, they help clients challenge negative thoughts and fears
associated with those actions in order to decrease avoidance and anxiety, thus leading to
more experiences d success and improved mood; which in turn, may enhance self
confidence and a willingness to take further action.

With regard to treating de pression in Thailand ¢ another country practicing
Theravadan Buddhism, Mikulas (1983) studied the application of behavior modification
technigues among this Buddhist population and found the people open to the ideas and
practices of behavior modification ( p. 94). Mikulas suggested thatby demonstrating to
the people the ways in which behavior modification techniques , such as selfcontrol,
rewards and punishments, behavioral tasks, and thought control , were the same as
those proposed by the Buddha, people would find it easier to accept and adhere to them
more readily. %0 UUT 1 UOWEE U1 E wandng THRI®GUHOHSE DeiBila(1034)
suggested thatthe adaptation of behavioral programs for Buddhists would be relatively
easybecause of the compatibility between Buddhism and behavior modification
strategies.

Buddhists tends to consider action as thesource or precursor to thought (Jones,
1979).At the same time, restraint in conduct is considered necessaryto attain right

concentration, ultimate insight and e nlightenment (cf. Tachibana, 1926, p. 110). These

conceptsare reflectedin Buddhist practice and techniques for behavior change, which
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include strategiesfor changing overt behavior, as well for mental discipline (de Silva,

1984).

4.1.3 Mindfulness
TheBUEET EWUEDPEOW? 31T 1 wOPOEWPUwWOUOPOOUUOWEU!
transitory mental impurities (such as, greed, hatred, and delusion) and requires
strength to unveil the sword of compassion, as this is the only cure for suffering. If
one can maintain mindful ness and sefEP EUT Ol UUWE O WEOOwWUD Ol UOwo
luminous and serene and will be liberated from the burden of all mental impurities

EQEwi UOOwWUUI T T UDPOT »wp3 EOxT EPET PUUOwWI YYKOwx 8

Buddhism and CBT both purport that emotional difficulties are attr ibutable to
patterns of cognition, perception and behavior (Mace, 2007).In Buddhism, mindfulness
is a way of paying attention and being present with acceptance and without judgment;

Ul T wOxxOUDUI wOi wel POk@ODO0E @6 & & REgagiyliha:O OV B E W

Qu

effect of mindfulness on behavior modification, Kazdin indicated that? EOOUUOOwWOY I Uw
EITEYDOUWEEOQWET wi O EQE| E wWE a WIE p BAI)iBEdternOO1 z UwOP
psychology, mindfulness -based approaches to psychotherapy involve teaching clients

to be aware of and to accept theirthoughts and feelings, rather than engaging in

avoidance or rumination. Through this process, mindfulness-based treatments seek to

reduce symptoms of depression and anxiety by creating distance from negative
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thoug hts and feelings, thereby interrupting the negative feedback loop of unhealthy
thoughts and behaviors. The individual is then less fearful of breaking from old
behavior patterns and replacing them with new actions (Fiske, Wetherell & Gatz, 2009.
Mindfulne ss training leads to improved mental health, including improved
subjective well-being, decreased psychological symptoms and emotional reactivity, and
improved behavior regulation (Keng, Smoski & Robins, p. 1052). Empirical evidence
suggests that mindfulnesU WE OE wUT 1| wEEDPOPUA WUOWEEET x OwOO1 z Uwh
associated with experiential avoidance and psychopathology (Brown & Ryan, 2003;
Dalrymple & Herbert, 2007; Fresco, Segal, Buis & Kennedy, 2007; Hayes, Luoma, Bond,
Masuda, & Lillis, 2006). In addition, Buddhist doctrine suggests that mindfulness
meditation can lead to some control of physical sensations, including pain; lead to both
physical and mental relaxation; and help achieve calmness and bettersleep (De Silva,
1984).In the context of behavior maodification, Mikulas (1981) specifically suggested
sleep as a potential target for a mindfulness-based intervention.
Baerand Sauer (2009 UT Ul wUOT EUw? OPOEI UOOI UUWEEOQWEIT wEO
nonreligious construct suitable for scientific study and th at it can be integrated with
"1 3whbOwbOUI Ul UUDPOT WEOEwWI UUPUI UOwPEaAU? wepxdwt | KA
mindfulness apart from any religious involvement (Kabat -Zinn, 2000; Linehan, 1993).
Several mindfulness-based interventions have developed out of the cognitive -

behavioral tradition (Hayes, Follette, & Linehan, 2004) and are in fact, considered the
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Cognitive Therapy (MBCT; Segal, Williams, & Teasdale,2002, Dialectical Behavior
Therapy (DBT; Linehan, 1993) and Acceptance and Commitment Therapy (ACT; Hayes,
Strosahl & Wilson, 1999). Togetherwith Mindfulness -Based Stress Reduction MBSR;
Kabat-Zinn, 1982, 1990) thesetreatments share a similar conceptualization of
mind fulness (Baer & Sauer, 2009and use of acceptance strategies for supporting
individuals in strengthening their emotion regulation skills and relieving psychological
distress (Nickerson & Hinton, 2011).

Empirical evidence suggests that MBCT, a treatment integrating mindfulness into
CBT, is effective in reducing rumination and depressive symptoms, and in reducing
relapse ratesafter recovery from a depressive episode. There is further empirical evidence
of the effectiveness of integrating mindfulness practices into CBT to treat depression Eee
Teasdale, Segal, Williams, Ridgeway, Soulsby, & Lau, 2000; Williams, Teasdale, Segal, &
Soulshy, 2000;Teasdale, Moore, Hayhurst, Pope, Williams, & Segal, 2002; Ma & Teasdale,
2004;Hargus, Crane, Barnhofer, & Williams, 2010; Kuyken, W., Byford, S., Taylor, R.S.,
Watkins, E., Holden, E., White et al., 2008; Barnhofer, Crane, Hargus, Amarasinghe,
Winder & Williams, 2009 ).

In addition to MBCT, mindfulness practices have been integrated into other
psychological interventio ns to treat depression as well as a range of other conditions

and disorders. DBT, which was originally designed to treat chronic suicidal and other
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self-injurious behaviors, integrates principles of Zen Buddhism with CBT (Robins,
2002. DBT aims to improve emotion regulation while focusing simultaneously on
acceptance and behavior changeDBT has beenmodified to treat chronic depression in
older adults in a study comparing older adults receiving antidepressant medication
(ADM) alone to a group receiving AD M plus DBT skills training and telephone
coaching (Lynch, Morse, Mendelson & Robins, 2003).Results suggested that the
addition of DBT skills training and telephone coaching may improve outcomes in older
adults receiving ADM.

ACT (Eifert & Forsyth, 2005; Hayes, 2004, 2005; Hayes et al., 1999) was developed
based on the theory that avoiding negative thoughts and emotions in order to lessen
psychological distress ultimately heightens distress and behaviors that would lead to
fulfillment of valued personal obj ectives. ACT is a mindfulness-based treatment that
focuses on creatinggreater psychological flexibility through skills-training aimed at
POxUOYDOT wE OuilnGried YoRAcAUELE théiraxperiences more deeply,
identify their values, and commit to values-based behaviors (Keng et al., 2011; Hofmann &
Asmundson, 2008). Empirical evidence suggests ACT is an effective treatment for
reducing depressive symptoms (Zettle & Hayes, 1986; Zettle & Rains, 1989; Lappalainenet
al., 2007; Forman, Herbert, Moitra, Yeomans, & Geller, 2007).

Originally developed to treat chronic pain, MBSR (Kabat -Zinn, 1982, 1990) is a

group -based intervention that teaches mindfulness meditation; encourages acceptance;
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and supports cognitive and behavior change with less emotional reactivity and judgment.

In clinical trials, MBSR has been found effective in reducing depressive symptoms

(Shapiro, Schwartz, & Bonner, 1998; Speca, Carlson, Goodey, & Angen, 2000; Sephton et

al., 2007, Anderson, Lau, Segal, & Bishop, 2007; Grossmafapx O U OQw&1 OUDPE Ol Ow# 7 2

Mohr, Penner et al., 2010).

4.1.4 Empiricism

Both Buddhism and CBT utilize an experiential, empirical approach to addressing
suffering and reducing distress (De Silva, 1984; Mikulas, 1978, 1981). In a sermon from the
Kalama Sutta, the Buddha taught followers not to accept anything on hearsay, authority or
pure argumentation. Rather, the Buddha said they should accept only that which is
empirically and experientially verifiable (Anguttara Nikaya, Vol. i, p. 188; Translation,
19321936, Vol. i, p. 171; Kalupahana & Kalupahana, 1982, p. 196; Nanamoli Bhikku, 1978,
p. 175.)

In summary, the religions practiced by community members from Burma in NC
vary from animism to Buddhism to Christianity and Islam, with considerable overlay of
traditions and practices. Buddhism has profoundly influenced community members from
all ethnic groups and religions. Buddhism and CBT share the common goal of relieving
suffering and both seek to do so through a combination of strategies that address the
interrelated realms of thought, feeling and action. A key element of Buddhism,

mindfulness practice, has been shown to be an effective component in achieving
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psychological well -being and behavior change when integrated into CBT (Baer, 2003;
Hayes, Luoma, Bond, Masuda, & Lillis, 2006; Lynch, Trost, Salsman, & Linehan, 2007).
Additionally, both Buddhism and CBT rely on a framework that is at once experiential
and empirical. Thus, based on these cultural considerations, the compatibility of CBT and
Buddhism, and empirical evidence supporting CBT for the treatment of depression,
community and religious leaders from Burma are ideal candidates to train as
paraprofessionals in CBT skills to support members from the community from Burma in
NC. The aim of my study, the refore, is to expand the number of CBT-trained providers to
support people with depression among this community, where at presentthere are no

trained mental health professionals from within the community.
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5. Addressing a principal barrier to change

reliably diagnosed and treated in primary care, fewer than 25% of those affected have
access to effective treatments (Moussavi et al., 2007)l'he main impediments to

widespread effective mental health care according to the WHO (2011) include the lack of
trained providers and resources; and the existence of social stigma associated with mental
illness. Receiving effective treatment for depression is important as it may not only
alleviate psychological distress but also improve functioning by reducing symptoms
associated with medical illness (Mohr, Hart & Goldberg, 2003). Thus, finding ways to

make support more readily available among underserved populations such as refugees
and immigrant s, who have high rates of depression but limited access to mental health
professionals, or resistanceand fear of accessing available services, remains a critical issue.
My project addresses the first of these two factors suggested by the WHO ¢ increasing the
number of mental health services providers by training paraprofessionals . | will train
community leaders as paraprofessionalsin the use of CBT to support people with

depression in the community from Burma in NC.

5.1 Expanding mental health services de livery by training
paraprofessionals

/| EUExUOI 1 UUDOOEOUWEUI wEl i DO EWEUwW? xUOYPEIT UL

EI UbT OEUI EwOIl OUEOuwI I E O hdw D-cpehsoOdya EUD OOwx UOT UE
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xUaET O0T I(MbEtgoDayJKinik, Wilson, Stanley & Weiss, 2010, p. 46).

bl OQwi EYT wUI ET1 DYl EwODPOPOEOQWUUEDODOT wi OUWEWxEUUD

main advantages of using paraprofessionals are the ability to greatly expand the
provision of services and at the same time avoid increasing the cost of mental health
care, as paraprofessionals are nearly always less expensive than professionals and take
less time to train (Montgomery et al, 2010). Use of paraprofessionals mayhelp improve
access to mental health services, thereby lessening disparities in access to mental health
servicesby underserved minority groups and remote populations (Musser -Granski &
Carrillo, 1997; Vega & Lopez, 2001; Christensen et al., 1978).

Around 1960, a shift occurred from the limited provision of psychological
treatments by psychiatrists to broader mental health care alternatives including
psychologists, social workers and psychiatric nurses. Demand for mental health services

continued to outstr ip the supply of providers and the use of paraprofessionals became

OOUI wEOCOOOOwWXxUEEUDPEIT dww( Owi EEVOwWUI YI UEOQOWUUUEDI

have found paraprofessionals to be equally or more effective than professionals in
treating many diffe rent types of clients (Balch & Solomon, 1976; Carkhuff & Truax, 1965;
Karlsruher, 1974; Magoon & Golann, 1966; McReynolds, Lutz, Paulsen, & Kohrs, 1976;
Truax & Lister, 1970; Lindstrom, Balch & Reese, 1976). More importantly with regard to

my project which trains community leaders as paraprofessionals in the use of CBT,
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when looking specifically at the provision of CBT for depression, paraprofessionals were
found to be as effective as professionals in delivering CBT and reducing depressive
symptoms in clients (Montgomery et al., 2010).
Researchers have investigated the training of paraprofessionals in the provision
of psychological treatments in a variety of contexts and types of interventions and
populations. Durlak (1979) published one of the first review articles in this area and
found that paraprofessionals were equally or more effective than professionals in
improving patient outcomes. Hattie, Sharpley and Rogers (1984)reE OE Oa a4l Ew# UUOE Oz
research and extended itby adding four additional articles. U Itimately , they too found
xEUExUOI 1 UUPOOEOUWUOWET w?EVwOl EVDWEUWI i 1T EUDYI
xUOI T UUPOOEOWEOUOUI OOUU? wpx 8 wk K Y-gvaluated w0 U U OO w!
work of Hattie et al. and found that paraprofessiona | and professional therapists were
approximately equal in terms of efficacy. Additionally, several subsequent review
articles have supported the use of paraprofessionals in delivering psychological
treatments (Atkins & Christensen, 2001; Christensen & Jactson, 1994; Faust & Zlotnick,
1995).
Boer, Wiersma, Russo and Bosch (2005eviewed the literature on the
effectiveness of paraprofessionals providing any type of psychological treatment for
anxiety and depressive disorders and reported a significant effect for paraprofessionals

compared to no treatment. Subsequently, Montgomery and colleagues (2010)published

35



the first systematic review of trials comparing the outcomes of mental health

professionals and paraprofessionals using CBT for anxiety and depressive symptoms.
They reviewed the studies of Bright et al, (1999); Shelton & Madrazo-Peterson, (1978);
Russell & Wise, (1976); and Thompson, Gallagher, Nies & Epstein, (1983). These reviews
have revealed some very interesting, as well as encouraging consistermies across

previous research regarding the potential effectiveness of using paraprofessionals. For
example, the role that educational attainment does or does not play on the effectiveness

of paraprofessionals was addressed by Thompson et al., (1983) whaused the lowest
requirement for education on the part of professionals ¢ no formal mental health

training or experience, with educational level from high school to post -graduate training
inanon-O1 OUEOQwI 1 EOUT wi Pl OEd ww3 T PUuehdérsit EVwOT w3i OO«
particularly relevant to underserved populations such as refugees and immigrants from
Burma in the U.S., where the majority of paraprofessionals available to expand mental
health services delivery may not have extensive formal education.

As mentioned above, empirical evidence from India and Pakistan also suggests
that lay people may be effectively trained as counselors to assess and treat depression
working alongside local medical professionals (Gul & Ali, 2004; Patel et al, 2010;

Rahman et al, 2008) The investigators in Goa, India (Patel et al., 2010)chose to train
their participants in interpersonal therapy. In a similar vein, paraprofessionals in this

study will be trained in CBT as itis considered culturally compatible with Buddhist
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thought and practices, which underlie the culture of both Buddhist and Christian
populations from Burma. Further , | take a similar approach to that of Nolan and
Johnsonwho interviewed and subsequently trained Tanzanian Christian clergy in the
treatment of schizophrenia; however, | am focused on training Buddhist monks ,
Christian pastors and other community leaders in the treatment of depression. In
particular, the use of religious leaders as paraprofessionals is a common approach given
their position of respect in their communities, their role as trusted advisor and their
general availability. Thus, a better understanding of the use of religious leaders in

general as paraprofessionals is an important component of this project.

5.1.1 Training religious leaders in mental health treatment

Religious leaders present a group of respected, trusted community stakeholders,
wielding influence over their congregants as they provide spiritual guidance and
support (Farrell & Goebert, 2008). In the United States the clergy plays an important
role in mental health care services delivery, where it is estimated that one quarter of
people seeking treatment do so first from a clergy member (Wang, Berglund & Kessler,
2003).
The American Association of Pastoral Counselors (AAPC) tracesthe integration
of religion and psychology inx Ua ET OUT I UE x a w E EherOMinis®ruNoimanuuN + Y z Uu
Vincent Pealeand psychiatrist, Smiley Blanton, M.D. jointly established the American

Foundation of Religion and Psychiatry, which was later re-named the Blanton-Peale
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Institute. The role of pastoral counseling has developed from religious counseling to
pastoral psychotherapy, which combines theology with the behavioral sciences. The
AAPC was founded in 1963 as a nonsectarian, interfaith organization charged with
certifying pastoral counselors, accrediting pastoral counseling centers and approving
training programs. It represents pastoral counselors from 80 different faiths, including
Protestantism, Catholicism and Judaism. At present, pastoral counseling accounts for
three million hours of treatment nationwide annually in U.S. institutional and private
settings. And the number of AAPC -certified pastoral counselors has tripled in the last 20
years (American Association of Pastoral Counselors, 2011).

Researchers have investigated ways to improve the level of clergy referral
behavior to better understand their collaboration with professional mental health service
xUOYPEI UUWEOEwWUOwWI YEOUEUI whEaUwUOwWUOUI O1T UT 1 OwO
mental health. In a study of referral behavior among Asian American immigrant
Christian clergy, researchers found that aclergy member's prior mental health
education, knowledge of mental illness, education level, time spent providing individual
counseling and referral to general practitioners were positively associated with making
mental health referrals (Yamada, Lee & Kim, 2012).Bohnert and colleagues (2010)
suggestthat clergy could play an important role in making treatment referrals for

substance abuse and ecommend that they may benefit from training to identify alcohol

use problems. Molock and colleagues (2008)studied suicide prevention among African
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American youth in African American churches and they proposed a ?gatekeeper modek
for training lay helpers and clergy to recognize the risk and protective factors for
depression and suicide, to make referrals to the appropriate community mental health
resources, and to deliver a community education curriculum to support at-risk youth in
their churches (p. 323)

Thus, a plethora of studies suggests that religious leaders can be trained to
effectively provide mental health services (see for example,Kirchner, Farmer, Shue,
Blevins & Sulliva n, 2011, McCabe, Lating, Everly, Mosley, Teague, Links et al., 2007,
Young, Griffiths & Williams, 2003; Todres, Catlin & Thiel, 2005). However, further
training may be needed to address gaps in knowledge, such as recognizing the signs and
symptoms of mental disorders; and a predisposition on the part of some clergy to
believe they are equipped to treat organic mental illness, which in fact may require
medical attention as the first line of treatment. Farrell and Goebert (2008) surveyed 98
EOI UT awdi OEIl UUwUOOwI YEOUEUT wUT 1 WEEPOPUa wWOI w' EPE
treat mental illness among Hawaii's Protestant clergy and found that 71% reported
feeling inadequately trained to recognize mental illness. The most common cause of
mental illness that clergy members cited was medical (37%), however in their responses
to two case vignettes, many clergy members reported that they would provide
counseling rather than referral. When clergy did make referrals, 41% believed shared

religious beliefs between parishioner and provider were important, and 15% thought
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shared beliefs were absolutely necessary. Farrell and Goebert stressed the need for better
collaboration between clergy and mental health professionals. Further, they suggest that
POEOUxOUEUDPOT wEwWEODPI OUzUwWEI OBl i wUauUOi OwbOUOwUU
interventions for religious individuals.

Because of the prevalence of using clergy as a first line of access in the U.S., many
researchers have suggested the need for further interventions training clergy members
to recognize mental disorders and their severity, provide quality treatments of sufficient
intensity (Wang et al., 2003), and collaborate with local medical and mental health care
professionals (Farrell & Goebert, 2008; Leavey, Loewenthal, & King, 2007; Oppenheimer,
Flannelly & Weaver, 2004; Weaver, Samford & Koenig, 1997; McMinn, Chaddock,
Edwards, Lim & Campbell, 1998; Anderson, Robinson, & Ruben, 1978; Quinn & Talley,
1974). These recommendations may be particulaly relevant among the community from
Burma where, based on my individual interviews and group meeti ngs with community
leaders and members, people feel reluctant to access mental health services in the larger
community, and religious and community leaders play an important role in providing
psychological support and services. As trusted religious leaders, Buddhist monks and
Christian pastors occupy positions of respect in their communities. My interviews with
Christian and Buddhist clergy from Burma indicate that they are cognizant of the
growing need for mental health services among their community, and they have

expressed their interest and willingness to be trained.
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6. Background research 1 Exploring the potential for
training paraprofessionals in CBT

I have taken a multidisciplinary approach to studying the question of how best
to expand mental health services delivery to underserved populations. With a view to
exploring my interest in integrating psychological with religious support services and
training community leaders to provide basic mental health services, | attended a weekly
adult Sunday school seriesin 2008-2009at a Chapel Hill church. The group included
mental health professionals from Duke and UNC and alumni from Duke Divinity
School who officiated at the church. We addressed how to integrate mental health care
into church support and progr ams, the role of religion in psychological treatments, and
the nature of current church outreach to members requiring mental health services.
Upon learning of my interests in these types of issues, others in the class alerted me to
relevant research on these topics and conversed with me about my interest in
integrating community leaders into the larger mental health care system.

Encouraged by this first foray into the issue, | sought an opportunity to go to
Thailand and further explore the possibilities of better integrating Buddhist monks as
mental health paraprofessionals into the Thai mental health care system. My current
dissertation project, which is based in the community from Burma in NC, thus builds on
the qualitative research | conducted in Northern Thailand in the summer of 2009 on a
fieldwork grant from the Duke Global Health Institute. The scope of that initial project

comprised a set of interviews of nearly fifty Buddhist monks, psychiatric professionals,
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teachers from the monk university + Mahachulalongkorn, and other stakeholders in
Chiang Mai. My research aims were to a) ascertain the nature of the psychological
services provided by community leaders - Buddhist monks, b) discern the nature and
extent of any stigma related to depression and treatment-seeking, ¢) understand the
current level of integration of the monks within the mental health care system, and d)
investigate the potential for enhancing their role and establishing greater cooperation
between them and the psychiatric community. | wa nted to investigate the potential for
training community leaders - Buddhist monks, in CBT to treat depression and to
understand the attitudes and willingness of monks and psychiatric professionals

toward working together.

6.1 Background research along the  Thai-Burma border

In 2010, | followed up my fieldwork in Chiang Mai with research among the
community from Burma along the Thai -Burma border at the Mae Tao Clinic in Mae Sot,
where | was able to interview an Australian -trained clinical psychologist from Burma
regarding efforts to address the mental health needs of refugees and train lay people to
provide basic support for trauma patients. While in Mae Sot, | also interviewed
members of the Assistance Association for Political Prisoners (AAPP), all of whom were
former political prisoners in Burma. Specifically, | asked about the mental health
problems of political prisoners and refugees in the camps on the outskirts of Mae Sot

and what they did to cope with their difficulties. They reported extensive trauma
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histories, high levels of depression, substance abuse and domestic violence. Further,
they indicated that there is very little willingness among them and other refugees from
Burma to talk about their feelings and experiences, and no access to mental healh
services. Many of the refugees in Orange County at one time lived in these particular
refugee camps outside Mae Sot.

Later, in July 2012, | met with political leaders from Burma across the border in
Northern Thailand to learn about the mental health prob lems and needs of their people.
In a country with .477 mental health providers for every 100,000 people and a
concentration of these providers in urban areas that is 2-4 times greater thanin rural
areas (WHO & Ministry of Health , Union of Myanmar, 2006),theseleaders reported
widespread trauma, depression, substance abuse and domestic violence. And while
they recognized the need for mental health treatment, they reported there is none
available in their immediate area. The qualitative research | conducted over the from
2009- 2012thus helped me gather some of the crucial background data and
understanding to successfully conduct this project.

Back at Duke during the 2011-2012 school year, | wrote my Major Area Paper,
entitled Dissemination of PsychologicTreatments for Depression in Ndrraditional Settings
which helped me better understand the issuesrelated to disseminating and
implementing evidence -based treatments developed in a high-income country with in a

different cultural setting; such as in low or middle -income countries, and within pockets
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of underserved populations , including refugees within the U.S. Further, it allowed me
to explore the literature for studies on the cultural factors and other considerations

related to training lay people, i ncluding religious leaders, in psychological treatments.

6.2 Investigating the potential for training community leaders
from Burma in NC

From August through November 2012, | met with members of the community
from Burma in Raleigh, Orange County and Charlotte, NC. | have interviewed clergy,
lay community leaders and individual community members from the Burmese, Karen
and Chin ethnic groups, who come from both Christian and Buddhist backgrounds. |
carried out a similar interview with the Burmese Buddhist monks and Karen Christian
pastors in Orange County that | carried out with the Buddhist monks in Northern
Thailand. Further, | have met with the Advisory Council of a Karen church; a Karen
farmers group in Carrboro; Chin Christian refugees in Raleigh; and Karen community
members living and working in Orange County. Some meetings have taken place in
English and some have been facilitated by a Burmese or Karenspeaking interpreter.

During summer 2012 in Thailand, | spoke at length with Susan Clifford, Progra m
Manager for Refugee and Immigrant Health for Orange County in NC. Upon returning
to NC in August, she invited me to join the Refugee Health Coalition of Orange County,
which is made up of mental health and community services providers, refugees and
immi grants. Also, she introduced me to Jennifer Morillo, Refugee and Immigrant

Health Coordinator for the State of NC, who in turn introduced me to several other state
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populations. Together, they have helped me identify potential participants for my study.

In response to a direct question as to their view on the potential and wisdom of training

community leaders in CBT to treat depression, both Jennifer Morrillo and Susan Clif ford
enthusiastically endorsed the idea. They were particularly open and encouraging about

the prospect of training community leaders to provide CBT and integrating them into

the delivery of mental health services. And, they directed me to leaders within the

community from Burma , as well as state workers who could assist me in carrying out

my research.

Through the Refugee Health Coalition, | have received inquiries and offers to
collaborate and exchange ideas with several academics and mental health providers in
the region. Further, as a member of theRefugee Health Coalition, | have received
ongoing guidance on recruitment issues from state-level refugee health officials, local
mental health professionals, religious and community leaders from Burma, researchers

from the local academic community and refugee advocacy groups.

6.3 Findings - Psychological Services Provided by Religious
Leaders

When interviewing religious leaders in Thailand and in Orange County, | inquired
of them how they view their role ilné¢ community, their understanding of mental iliness
and community mental health problems, and the type of support they offer. | wanted to

know to what extent they were already involved in providing mental health services and
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to whom they were administerimg this regard. Thus, one of the first things | had to
determine was who comes to the temple or church to speak to these religious leaders?
What are their demographic characteristics? Is it predominantly men or women who
attend? Additionally, is there age factor? Do oldeor younger people conte
converse with the monl@ pastor8 | also needed to know if they came alone or with
their partner or with their family? To what extent do they visit on a regular basis or do
they limit their visits to auspious holidays? | also wanted to ascertain if there were
serious philosophical differences in their concept of mind or the seat of consciousness
when compared to a Western definition of such. With this, | would then be better able to
explore potential simélrities and differences in what it means to people from Thailand
and Burma when a person is depressed? What does depression look like to a monk or
pastor and to a person visiting him?

First, every religious leadérThai and Burmese, confirmed in simpégrhs that
he considers himself the community leader and spiritual counsel of the people in his area,
community or congreggin, in the case of the pastoPastorsaalsodescribed their role as
beingcentral community and religious leader

| found that tle majority of templegoers served by the monks | interviewed are
elderly women in Thailand; whereas in the Orange County temple, women of all ages
were the primary tempigoers. Many of these people come to the temple on a daily or
weekly basis, but do naisk to speak to the monk every time they visit. People of all ages
across all socioeconomic levels visit the temples on Buddhist holidays; again not always

asking to speak with a monk. Elderly people often come alone to the temple. But the
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Thai and Burmse monks indicated that more often they came with their spouse, children
or friends. And at the same time, Karen churches are attended by whole families who
generally spend an entire day at the church in worship and other ¢klatdd activities

Further, when asked what types of problems people brought to them, typically,
distress. This was closely followed by intergenerational difficulties and other personal -
family issues and conflicts, including isolation due to younger family members moving
away from home and the consequent breakdown of the extended family; as well as
pain, physical illness and bereavement. Intergenerational conflict, substance abuse
domestic violence, and suicidal thoughts were noted by Burmese monks in Orange
County as major issues people bring to the temple. The breakdown of the family,
economic distress, linguistic barriers to assimilation and emotional costs of immigration
have broken apart families, causing parents to leave children behind in Burma and the
refugee camps of Thailand; as well as leading parents to leave children in the U.S.
uncared for while they return to Burma or Thailand.

Just aswith the monks in Thailand, | found that when a pers on visits the
Burmese Buddhist monk in NC for counsel, the monk carries out what amounts to a
Mini-, | OUEQwW2UEU] w$ REQwpnuOOUUI POOwWnOOUUI DOwW6 w, E' (
general appearance, body language, posture, breathing, speech, use of languagand
thought processes, mood, behavior and clarity of mind. Then, he listens for the pressing

problem and relates it to teachings from Buddhist texts. Thus, the monk does the
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majority of the talking during the visit. The monk typically offers a blessing as well, and
OEawldl EPUEUT whDPUT wlOTT wxl UUOOWOUWET EOCU0wPOWUT 1 wx
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Also, these pastors are actively involved in supporting education among all ages in their

congregation and in preserving Karen language and culture.

6.3.1 Stigma toward depression and treatment  -seeking in the
community from Burma in NC

In my interviews with mental health professionals and community leaders from
Burma in Orange County, they reported that when a person from Burma is depressed
over an extended period of time, they tend to withdraw from work and social relations.
They feel shame about not being able to fulfill role responsibilities and expectations.
OnemenUEQuwi I EOUT wxUOYPEI UwbOwll I wOEUT 1 UWEOOOUODU
treatment-seeking is so great that it keeps women from attending any type of support
TUOUx6~>w3lT 1 wxUOYDPETI UWEOOUDPOUT EwUT EVOwW? ECQawEUUO
stigmatized forthi Ul wp OOl 08> w31 PUwPEUWEwWUDPT OPI PEEOUWOEU
hypothesize that the more significant issue with regard to stigma is toward treatment -
seeking, rather than toward depression ¢ the disorder itself. It appears that stigma
among the refugee andimmigrant community from Burma is more extensive that what |
observed in the Thai population. Based on the common trauma history of so many
community members, | hypothesize that stigma may be related to a lack of

understanding and acceptance of mental illness and beyond that, to a fear and general
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mistrust of anyone considered an authority figure in the larger community, which may

include medical and mental health professionals.

6.3.2 Potential for a greater role for community leaders

My interviews and o bservations have confirmed there is indeed a needamong
the community from Burma in NC to train  more people in mental health services
delivery and that community leaders were ideal candidates to fill this paraprofessional
role. Also important, it appears h ighly likely they would find support among NC
mental health professionals in this role. Given these conclusions, | next needed to
explore the possibility of actually gaining the support of key religious leaders, who are
among the main community leaders at present and assess their perspective on potential
support for and success of such a training program. | therefore inter viewed Karen
Christian pastors and Burmese Buddhist monks. | asked mental health providers from
the Refugee Health Coalition if they tho ught the community leaders could b e trained to
effectively offer CBT-basedsupport to community members with depression. All the
mental health professionals, religious and other community leaders from Burma | spoke
with agreed that the community leaders co uld be trained to effectively deliver a CBT -
basedsupport for depression, taking into account both intellectual and cultural
considerations.

In addition to confirming the interest and potential success of the community

leaders, | also needed to specificaly explore what mental health professionals thought
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about the potential involvement of community leaders in a more formalized role as
paraprofessionals. | wanted to know what they considered religious leaders most
needed to learn to be effective mental hedth care providers. When the local mental
health professionals in NC were asked how monks currently help their treatment of
patients, they indicated that ongoing social support and guidance in meditation,
relaxation and prayer were key areas where monks were effective. When asked how
monks might hinder their treatment of patients, mental health providers in Thailand
cited that monks attempt to treat conditions that the mental health providers deemed
required medication, such as major depression and schizophrenia. In the latter case,
psychiatrists in Thailand reported that the monks often delayed treatment -seeking by
prescribing long hours of meditation that the psychiatrists thought actually exacerbated
psychotic symptoms.

Mental health professionals invariably indicated that the most important thing
the religious leaders and other community leaders needed to know were the signs and
symptoms of mental disorders, along with listening skills. In their current roles, both
Thai and Burmese monks engage more intalking and guiding than in listening. All the
mental health professionals | interviewed emphasized that reflective listening skills

A s o~ N

depression.
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Just over 90% of the manks indicated it was an imbalance of the mind and
approximately 75% believed that they could treat any imbalance of the mind with
Buddhist teachings alone. The same results were observed among the Burmese monks
in NC. One quarter of monks was aware and accepts that mental health professionals
sometimes give medications to treat mental illness. Not surprisingly, | found that more
educated monks had more knowledge of mental illness, treatment and organic mental
illness. In both Thailand and the US, among the 75% of monks who believe they can
treat even organic mental illness, such as schizophrenia, they have varying degrees of
understanding of the psychiatric community. Primarily , the monks view psychiatrists
as medical doctors; however, nearly 10% of my Tha sample indicated they were
unaware of the meaning of mental illness, psychotherapy and psychiatry. Community
leaders from Burma in NC reported that depression is characterized by somatic
symptoms. Several mentioned that it is common in both the Burmese and Karen
OEOT UET T UwUOwWUEaAOQwW? ( WwbhEOUWUOWEDT 02 wOUOwWPOEDPEEUI
this is not meant literally. These differences point to the need for native speakers of
these languages who are trusted members of the community to be trained as
paraprofessionals to provide basic support for depression, linking people up to services

in the larger community , when needed.
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7. Development of the Training Program for
Paraprofessionals

Based on this rich background research, | have developed a traning program for
paraprofessionals that will enable them to deliver a CBT -based support for depression.
In writing my training curriculum, | had the benefit of studying the training manual
prepared by Rahman and colleagues (2008) as a model for how to stricture and present
the materials for training paraprofessionals in CBT skills for depression. Rahman and
EOOOI ET Ul Uwepl YY WA wU U BB GighEsch@obeldEated wdmErdniO T wbp OUOIT U
Pakistan to provide CBT for depression in the communities they served. Even though
my goal is to train community leaders among refugees and immigrants from Burma in
UT 1T wéed280w( wiEl O1 1 PUUI E wtralihgEntb@ed stricéure bind thé a D OT w1l ET
level of complexity of their manual. It provided me agood starting point fo r presenting
this information to a lay audience.
Considerable evidence from studies with Buddhist populations from Southeast
Asia suggests CBT is compatible with Buddhist thought and practice. Specifically, CBT
and Buddhism share common elements: cognitive restructuring, behavior modification,
empiricism and mindfulness. While many in the community from Burma have
converted to Christianity in recent generations, focus groups of Christian Karen leaders

in NC have acknowledged the influence of Buddhist thoug ht on their culture and way

of thinking.
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In research activities such as this which seek to cross cultural lines, | consider it
important to never make assumptions about cultural nuances. In particular, the
community from Burma in NC is characterized byasaic of ethnic and religious
diversity, with Christian devotion overlaying a Buddhist history among some members. |
discussed the Training Program for Paraprofessian#ttscommunity and religious
leaderdo gauge their interest in participatinBurmese and Karen religious and
community leaders reviewed the training manual to be used with the community leaders
to confirm it is culturally sensitive, appropriate and compatible with community cultural
values. Also, they assuf¢hat the language waindestandable and the concepts
commonly shared and understood. | have done a bitefbmultiple choice test among
a group of 10 randomly chosen Enghgieaking Karen community leaders and found
that based on this limited assessment, the concepts usednmahual and assessment
tool were readily understandable to them. My training manual will be translated into both
Burmese and Kareinthe primary languages spoken by community members from
Burma in NC. Trainingsook place in each language by native sprakrained in the
knowledge, techniques and skills presentato, one group was conducted in English at
the request of group membels.addition, after both my dissertation committee and the
Duke IRB approve my project and the training manual andsassmentoolswere
translated, | gain testlthesematerials among a group of t@ndomly chosen Burmese,
Chin andKarencommunity leaders to assure that the languageancepts used we

readily understandable.
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8. Conclusion

Despite the availability o f effective pharmacotherapy and psychological
treatments, the vast majority of individuals with depression worldwide remain under -
diagnosed and under-treated (Angst, 1999). Given the farreaching effects of depression
on individual health and well -being, on every level of social relations, and on national
economic prosperity and development; it is imperative that researchers, funding agents,
and policy -makers address the scarcity of mental health resources and work to diminish
social stigma related to mental illness. Global mental health must be a global health
priority if we are to effectively address the prevention and treatment of infectious
diseases and chronic illnesses; ongoing health practices; health care inequalities; and the
rights, protection and health of vulnerable populations, such as women and children.
Global mental health research includes not only studying the underserved populations
of low - and middle -income countries; but also comprises the investigation of culturally -
sensitive treatments, mental health services delivery and lessening of stigma among
underserved populations in high -income countries.

My project specifically addresses one of the two barriers to effective mental
health care identified by the WHO ¢ the lack of trained provid ers and resources.
Among refugees and immigrants from Burma in this country, there is a profound
shortage of mental health professionals who speak the languages of Burma and have

the cultural understanding to provide needed culturally -sensitive treatment for
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depression. Thus, there is a grave need to supplement the mental health services
available in the larger community with a corps of CBT -trained paraprofessionals that
could be effectively integrated into the mental health care system. My study investiga tes
the possibility of increasing mental health support within the community from Burma

in NC by training community leaders to provide CBT-basedsupport for depression and
to link up community members to services in the larger community for related

problems such as substance abuse, domestic violence and suicidal behavior.

My project represents an innovative way to apply CBT at the community level by
providers outside the traditional mental health care system to benefit the underserved
community from Burma. This is a community that would otherwise receive little or no
mental health services andincludes many members who suffer from high rates of
depression, trauma history, substance abuse, domestic violence, intergenerational
conflict, and in some areas, sucide. Refugees and immigrants from Burma trust and are
able to communicate with their own community and religious leaders in a way that they
are unable to with mainstream mental health professionals. Further, my project aims to
extend the use of a CBFbased support for depression to those who most need it but
who may never seek mental health services from the larger community.

My project is a community level intervention that tests whether community and
religious leaders from Burma may be trained to provi de support for a disabling mental

illness ¢+ depression, and to integrate individuals into the larger community by directing

55



them to resources and providers in the larger local community when necessary. In order
to expand mental health services delivery to underserved populations, such as refugees,
innovative thinking will be required to adapt evidence-based treatments that are
culturally sensitive and potentially provided by leaders from within these communities;
thereby bypassing prevailing cultural and li nguistic barriers to accessing services in the
larger community.

Based on my background research, | have found a strong potential for
integrating community leaders from Burma into the mental health care system and
great willingness on the part of communi ty leaders to be trained to provide support for
depression to community members. In short, the preliminary qualitative work | have
completed over the past four years at Duke, in Thailand, along the Thai -Burma border
and among the community from Burma in th e NC has helped assure the feasibility,
quality of design and conceptualization of my project.

Positive training outcomes would suggest community leaders could be a
valuable resource for expanding evidence-based mental health services delivery within
the community from Burma and potentially within other refugee and immigrant
communities in the US. In addition, these findings may suggest a future larger scale
community -based intervention to integrate these paraprofessionals into the mental
health care sysem to work alongside mental health professionals from the larger local

community. Additionally, this study would extend existing research on training
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paraprofessionals in the use of CBT support for depression by including religious
leaders as paraprofessimals and it would add to the knowledge base for providing
mental health services within refugee communities. Finally, my project represents one of
the first efforts to bring all the ethnic and religious groups together from the community
from Burma in NC t o work toward a common goal, which has inspired hope and

support in a local Karen pastor, who stated that my project has the potential to bring
everyone together in a meaningful way for the first time , so that their children can begin

to live and work toge ther in this country.
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9. Hypotheses

| tested the following hypotheses:

1. We posited an interaction of group assignment and time, such that there would
be a greater change inUUE D OB OT wi U O krowledgaldd theesBns Brd U U 7
symptoms of depression and associated problemst intergenerational conflict,
substance abuse and dependence, domestic violence and suicide; as well as
reflective listening and CBT skills from pre -training to the completion of training,
compared with changes in knowledge among wait -list control participants over
the same period.

2. We posited an interaction of group assignment and time, such that there would
be a greater positive change inOUE D OB O1T wi U O Uattiwdestawd® ED x EOU U ¢
treatment-seeking for depression from pre -training to the completion of the
training program, compared with the change inwait -list control participants z w

attitudes over the same period.
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10. Methods
10.1 Design

My research designinvolved comparing training outcomes of CBT -trained
community leaders before and after training , as well as comparing posttraining
outcomes with wait -list control participants. Intervention group community leaders
received a 4-sessionl12-hour interactive training program on the signs and symptoms of
depression and associated problems; awareness of stigma toward depression and
treatment-seeking; and CBT skills. All participants from the intervention and control
arms of the study provided demographic data and completed a Short Acculturation
Scale.A measure of knowledge was administ ered to intervention group community
leaders prior to and immediately following the training program. An  assessment of
attitudes toward depression, people with depression and treatment-seeking for
depression was administered to intervention group community leaders prior to and
immediately following the training program. The same assessments were administered
to an equal number of wait list control participants. These participants were offered the
training intervention after completion of the study. A group of sevenKaren-speaking
wait list control participants elected to complete the training program subsequent to the
intervention group training programs and data collection.

This study was designed to evaluate the potential for training refugee

community leaders to provide basic CBT-based support for depression and informally
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integrate them into the local mental health care system. The study was approved by the

Institutional Review Board of Duke University, Durham, North Carolina, USA.

10.2 Participants

Thirty -eight community leaders from Burma in North Carolina were recruited
from the Research Triangle areato participate in the Training Program for
Paraprofessionals.In terms of demographics, all participants were community leaders
from Burma. Participants were ethnically Burmese, Karen, Chin or Rakhine; and
Christian or Buddhist by religion. The educational level of participants ranged from
elementary school to high schoolto EE E T | d&dd@E Wi U z U Aproximatélyy U6 w
67.6%(n=25)of participants we re Karen-speaking and 32.4%(n=12)were Burmese-
speaking. Most participants had at least a workin g knowledge of a second language
from Burma; primarily Burmese, Pwo Karen, Chin or Arakanese. Demographic
information was collected on age,gender, ethnicity, language, religion, education, and
community leader status. Additional data on the migration experience was gathered,
including country of origin and country of residence immediately prior to coming to the
US, age upon arriving in the US, and occupation before and after coming to the US.
Table 1 below presents thebackground characteristics of the participants. The

demographic questionnaire for participants is presented in Appendix A.
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Table 1. Characteristics of training and control groups

Characteristic Training Control Significance *
Group Group
(n=19) (n=18)
Age, in years, M (SD) 35.11(13.86)| 38.00(12.95) .78
Males, n (%) 12 (63.16%) | 9 (50%) A1
Ethnicity, n (%) 37
Burmese 1 (5.26%) 0
Karen 14 (73.68%) | 12(66.67%)
Chin 4 (21.05%) | 4 (22.22%)
Rakhine 0 2 (11.11%)
Religion, n (%) .34
Christian 16 (84.21%) | 15 (83.33%)
Buddhist 3(15.79%) | 3(16.67%)
Education, n (%) 31
Grades 1-12 15 (78.9%%) | 15 (83.33%)
College/Graduate/Professional 4 (21.0%%) 3 (16.6®0)
Occupation, n (%), prior to coming to the USA .10
Student and Blue Collar 9(47.37%) | 10(55.56)
White Collar -Professional 10(52.63%) 8 (44.44%)
Occupation, n (%),USA 51
Student and Blue Collar 17(89.47%) | 16(88.89%)
White Collar -Professional 2(10.53%) | 2(11.11%)
Immigration - Age entering USA, M(SD) 31.21 (13.70)] 30.89 (13.93) .94

Notes. *p-values were obtained by t-tests for continuous variables and by chi-square
testsE OE w%b Ul 1ebtfortlagsific&tiénWarisbles
**When comparing Karen and Chin ethnicities by 2 groups (Training and Control),
%PUI T UzUwl BREEVwWUT UUABt h
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10.2.1 Eligibility

The main inclusion criterion wa sstatus asE w? E OO O U O & Withimthé EE1 U
community from Burma, meaning an individual to whom oth er community members go
for guidance and support; including official a nd unofficial community leaders and
religious leaders, such as Buddhist monks and Christian pastors Unofficial community
leadersincluded those who do not hold a particular title, such as pastor or monk, but
who fulfill a vital role in supporting others in the community and linking them up to
needed services in the larger community. | presented the program to nearly one
hundred community members and loc al mental health professionals. All community
leaders were identified with the help of Karen pastors, Burmese Buddhist monks, local
mental health professionals from the Refugee Health Coalition of Orange County, and
volunteers and academics who work tirelessly at the grass-roots level wit h the

community members from Burma.

10.2.2 Randomization

Participants were randomized to either the training intervention group or the
wait -list control group. Those in the walit -list control group were offered the training
interv ention after data collection had been completed. One such group has been

scheduled for Karen wait -list control participants for late Spring 2014

62



10.3 Setting

The project took place attwo distinct settings in Carrboro and Durham, NC: 1)
the Refugee Resource Center in theCarolina Apartmentz Olubhouse on Rt. 54 in
Carrboro, NC for both Burmese-speaking and Karen-speaking training groups ; and 2)
the Five Oaks SeventhDay Adventist Church for English-speaking Karen participants.
Each training site was chosen for its ease of accesby participants. Further,
consideration was given to the preference by some participants to attend training

sessions with members of their same ethnic group and in their first language.

10.4 Procedure

The 4-session 12hour interactive training program took place in a location that
was nearby, easily accessible and familiar to the participants. The program was adapted
from the longer 21-hour program | developed for use with Buddhist monks in Thailand.
This adaptation was based on input from six meetings with refugees from Burma in
Carrboro and Raleigh and four meetings with Christian and Buddhist religious leaders.
A consensus was reached that a 4session 12hour training program was more feasible
among these groups, considering their work schedules, school commitments and family
responsibilities. The training program curriculum had the following objectives : a) to
recognize the signs and symptoms of depression and related problems, including
intergenerational conflict, substance abuse, domestic violenceand suicide; b) to use

reflective listening and CBT skills, and b) to increase awareness of stigma toward
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treatment-seeking for depression and its related risk factors. Community leaders were
taught to refer people to mental health workers in the larger c ommunity when
encountering problems related to substance abuse domestic violence or suicide. Mental
health professionals to whom people would be referring were invited to address
participants in the sessiors when their area was discussed These included professionals
from Compass Center for Women and Families, a family violence prevention center;
Freedom House Recovery Center, which supports individuals with a substance abuse
and mental illness; and the Emergency Psychiatry Service at UNC Hospital. For
example, a mental health professional from Compass Centert a primary rape crisis and
domestic violence center in Chapel Hill, NC, was introduced to Burmese- and Karen-
speaking training participants in their respective second sessions She described the
services provided at Compass Center and answered many questions posed by
community leaders.

As planned, | was present to guide all training sessions And considering
emic/etic distinctions (Pike, 1967), the Burmese language training program was led by a
native Burmese speaker and community leader. And the Karen language training was
led by a native Karen speaker and community leader. Thesebilingual native speakers
were identified based on their interest in being a trainer and their facility with English.
They were trained in advance to present the program to other community leaders and to

stimulate discussion on the material. Their instruction include d all material in the
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training manual, as well as guidance on how to create a safe, comfortable atmosphere
that promotes discussion, humor and willingness to ask questions and participate in
group exercises. | trained two individuals ¢ one Karen-speaking and one Burmese-
speaking, and compensated them $15 per hour for 12 hours of preparatory training ; as
well as $15per hour for each hour they trained participants for an average total of $360
per trainer.

The Training M anual for Paraprofessionals was translated into Burmese and
Karen and back-translated into English; the manual is presented in Appendix B.

Participants were assessedegarding their demographic profile, level of
acculturation, knowledge of depression, and attitudes toward depression and treatment -
seeking.

After completing the training program and all assessmentsa completion
ceremony was held for training participants. Each was compensated $50for his
participation and presented with a Certificate of Completion. Pastors and community
leaders indicated that in addition to the financial benefit, the Certification of Completion
would be a meaningful gift for participants. It was explained to all participants that this
certificate would not be recognized by the state or local government. Rather, it was an

acknowledgement of their completing the 12 -hour interactive training program.
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10.5 Outcome measu res

Primary outcome measures were administered to intervention group and wait
list control participants pre -training and post -training. A demographic questionnaire
and acculturation measure were administered pre -training. Additional outcome
measures wereadministered throughout the training to intervention group participants
UOwOOOPUOUWOI EUOPOT WEOEWI YEOUEUT wOT T wxUuOTl UEOZ U
Paraprofessional provider assessments includel an Assessment of Depression
Knowledge, presented in Appendix C, which was administered to the paraprofessionals
and wait list controls at baseline and at the end of the training program. This 10-item
multiple choice measure tests for understanding of significant aspects of depression and
CBT treatment for depression. Each participant received a total score based on the sum
of the individual items answered correctly.
Examples of the questions on the Assessment of Depression Knowledge are as
follows:
1 Major depression is diagnosed when 5 or more symptoms of depression are
present for most of the day, nearly every day [for how long?]
1 Physical symptoms of depression include [which of the following?]
1 Which of the following is a sign of suicide risk?

1 You can best identify key thoughts in cognitive therapy when?
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1 Which of the following is most likely to help clients engage more in CBT
sessions?
While | developed the Assessment of Depression Knowledge for use in this
study and it has not been tested for reliability and validity, six of the ten items were
derived from the Therap ist Depression Knowledge Questionnaire developed by Simons,

Padesky, Montemarano, Lewis, Murakami, Lamb et al. (2010).

An Assessment of Attitudes Toward Depression, individuals with depression
and treatment-seeking for depression, as presentedin Appendi x D, was administered to
paraprofessionals before and immediately following the training program.

SectionA contains a vignette related to depression and a five item subscale
adapted from the Attitudes to Mental lliness Questionnaire (AMIQ; Luty et al., 2 006),
which is used to measure stigmatization and stigma associated with treatment -seeking.
Luty et al. (2006) report that the results of factor analysis show excellent construct
validity. The ir factor analysis with principal component analysis with varim ax rotation
suggested that one componentt ? UUD 1T O E v respobsibld for 80.2% of the
variance with significant contributions from all five questions. Specific constructs
POYOOYDOT wOUT T Uwxi OxO01 zUwxUONT EUD &Wetedn® i wEwx EUD

bases of some of the questions.However, Luty et al . could not discretely identify these
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particular factors on their factor analysis. In addition to construct validity, they reported

goodtestUl Ul U0wUI OPEEDPODPUA OQuwhritwsWdDz UWEOUUI OEUDOOU
Examples of the questions relaed to the vignette in Section A are as follows:

/ O1 EUTl wUT EEwUT T wiJénd G depresed and todk B Tyl@rol®verdoseslast

month to try to hurt himself 6 z w
Please underline the answer that best refects your views:

1. * ObpwOPOl CAawWEOwWadUlwli POOWPUwWPOUOEWET wi OUw) O1 O:
a  Very likely #/Quite likely *//Neutral %Unlikely -/Very unlikely 2x # OO0z PwOOObP

2. John and his family will be embarrassed if John speaks with the doctor about his

sadness.

a  Strongly agree*JAgree*/Neutral %/Disagree/Strongly disagree?r # O 0z Pw OO O P

Section Bof the Assessment of Attitudes Toward Depression was adapted from
the Attitudes About Depression Questionnaimghich was used to measure changes in
attitudes toward depression in the multicenter trial in which Latin American primary
care physicians were trained in the World Psychiatric Association (WPA) module on
depression (Levav, Kohn, Montoya, Palacio, Rozic, Solano et al., 2005)Each item is a
statement followed by a 5-point Likert scale where 1=Strongly Disagree, 2=Disagree,
3=Neutral, 4=Agree, and 5=Strongly Agree. Some items have to be reversescored.

Examples of the questionsin Section Bare as follows:
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T #1 xUIl UUDPOOWPUWEwWPEaAawWUT EQwPI EQwx1 OxO1 wEOOI UC
1 1 am comfortable addressing the problems of people with depression. [reverse-

scored]
91 Depression will go away without the help of doctors and mental health

professionals.

1 Depressed people should share their personal problems with their family only.

To score the Assessment of Attitudes Toward Depression, the points for each
response toitems in Sections A and Bwere totaled for a final score. Higher scores reflect
greater stigma toward depression and people with depression; lower scores reflect less

stigma.

All participants completed a Short Acculturation Scale for Burmese-speaking and
Karen-speaking Refugees presented in Appendix E and Frespectively, which was
administered at baseline. This 12-item multiple choice testassesse& Owb OEDNMRIE UE Oz U
of acculturation based on his self-reported use of native languages and English, as well
as his integration of native and American individuals and media into his daily life . Each
participant received a total score, with higher scores reflecting greater accuturation. The
Short Acculturation Scale was widely used and validated among Latin American
populations (Marin & Marin, 1991) , and was later adapted for use in Filipino American
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immigrants (Dela Cruz, Padilla & Agustin, 2000). Among theseimmigrants, the Short

Acculturation Scale was found to have good construct validity of .85, and an overall

"UOOEEET ZUwWEOxT EwWEOI I I PEDPI OUwi OUwbOUI UOEOQWEOOU
Examples of questions on the Short Acculturation Scale are as follows:

1. In general, what language(sdlo you read and speak?
Only Burmesdanguage(s)

More Burmesdanguage(s) than English
Both equally

More English thaBBurmesdanguage(s)
Only English

Other

g~ wWwNPE

2. In which language(s) do you sually think?
Only Burmesdanguage(s)

More Burmesdanguage(s) than English
Both equally

More English tharBurmesdanguage(s)

Only English

A~ WNPE

3. The persons you visit or who visit you are:
All Burmese

More BurmeseghanAmericans

About half and half

More Americans thaBurmese

All Americans

O~ wWNPEF

4, I f you could choose your childrenbds frie
All Burmese

More Burmesehan Americans
About half and half

More Americans thaBurmese
All Americans

O~ WNPRF

In addition, in order to monitor learning by paraprofessionals, three brief 5 -item
multiple choice quizzes were administered at the start of sessions 2, 3 and 4. These

quizzes and an answer key are presented in Appendix G. Each participant received a
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final score based on the sum of the individual items answered correctly. Participants
were not given feedback about their responses on the quizzes.Several of the treatment-
related questions on the quizzes were derived from the Therapist Depression
Knowledge Questionnaire developed by Simons, Padeskyet al. (2010).
Examples of the questions on the quizzes are as follows:
1 Factors that contribute to depression [include which of the following?]
1 Whatis the goal of cognitive restructuring?

9 According to research, structure in cognitive therapy [is important why?]

And finally, UOwOOOPUOUWUT T wxUOT UEOZ UwE@®DUDUUI OEaw
sessions 2 and 4paraprofessionals were asked to evaluate the program on a 5item
questionnaire ¢ Program Evaluation Form, which included DUl OUwWUUET wEUOw? 31 I u
Program has helped me understand the signs and symptoms of depression better now
thanbP T 1 Ow( wUUEUUI E ére asked t& raté&)dach Bfthe fv&itémson a scale
where O=strongly disagree, 1=disagree, 2=neutral, 3=agree and 4=strongly agree.

Participants provide d their assessment ofU 1 1 wx U GlicteBs@rgfulfilling the training

goals set forth at the start; seeAppendix H for this rating scale.
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11. Statistical analysis

All data analyses were conducted using Statistical Analysis Software (SAS).
Initial data cleaning was carried out to verify that all data had been entered correctly. |
double entered the data by inputting it into two different filied then reviewing the files
for any discrepancies between them. Preliminary descriptive analyses of the data were
then conductedncluding computing means and standard deviations of the scsieg
measures of skewness and homoscedasticity to testeviibe scores followed a normal
distribution, which is required for ANCOVA. Aormal distributiorwas in evidencat
both Time 1 and Time 2.

Demographic characteristio$ training and control group participants were
comparedy t-test for continuous vables and by cksquaretestnd Fi sher 6s
Testfor classification variables, to assess whether there signdicant difference
between participants at baselihethe case of cells that contained less than 5
observations, F iuset te compzare Eharactetistic3 eetsvéen graauss.
To test the direct effects of trainingpalysis of covariance (ANCOVAyasconductedo
comparechanges irtraining groupp a r t i &nopwledgetas@dtitudescores from
assessments administered-pregning with thosecollectedposttraining with changes in
knowledge and attitudes over the same period among control participarasof
acculturationand pretraining scoresvereentered in the modelscovarides. Simple t
tests were then conducted tammare means within the training groupmead post

training for both depression knowledge and attitudes.
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To measure the consistency of training with learning objectiepgated
measureANOVA wasutilizedt o compare communityframeader so
assessments administered after sessions 2 &g gower analysis indicateithat to
achieve statistical power of 8for ANCOVA, with an alpha level of .05 and a medium

effect size C o h e & 0.25), d total sample size of 34 participawiss requied
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12. Results

Univariate analysis of variab le distribution was conducted. By convention, if
data are normally distributed, skewness and kurtosis both should fall with in the range
from +2 to ¢+ 2 (Cohen, Cohen, Aiken & West, 2003). Esting for skewness and kurtosis
yielded evidence of a normal distribution for all variables of interest at both Time 1 and
Time 2. See Table 2 for measures of skewness and kurtosis.

Table 2. Distribution analyses

Variable Skewness Kurtosis
Pre-training depression knowledge -0.19 -0.41
Post-training depression knowledge -0.23 -0.93
Pre-training attitudes toward depression and treatment -seeking -0.69 1.66
Post-training attitudes toward depression and treatment -seeking -0.08 -0.23

Table 3shows the correlations among age, age entering the U.S., amount of time
in the U.S., acculturation level, post-training depression knowledge and post-training
attitudes toward depression and treatment -seeking. Moderate correlations were found
for the following pairs: age entering the U.S. and attitudes, amount of time in the U.S.
and both measures of depression knowledge and attitudes. And higher level
correlations were found between the following pairs: age and acculturation and age
entering the U.S. and acculturation, both of w hich were expected; as well as post
training depression knowledge and attitudes toward d epression and treatment-seeking,
which is consistent with our hypothesis that increasing knowledge through training will
lead to lower levels of stigma toward depressio n and treatment-seeking.
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Table 3. Intercorrelations between v ariables, (N = 37)

2 3 4 5
1. Age 96| -43*| .00 .25
2. Age entering US - -48% | -.07 31
3. Acculturation - .18 -.16
4. Postt Depression Knowledge - -.51*
5. Postt Attitudes To Depression -
Note: *p <.05

Relationof Changes irLearning between Training Group and Control Group

Table 4 presents the results of ANCOVA when c ontrolling for level of

acculturation and initial knowledge of depression. There was significantly greater

learning of depression knowledge from pre-training to post-training among training

group participants than among control group participants (F=37.53 p<.0001). Further,

simple paired t-tests of the means of pre and post-training knowledge of depression

revealed a significant difference (t =-11.47 p <.0001) within the training group .

Table 4. Results of ANCOVA for post -training Depression Knowledge

Variable
- . T 11 df M F -val
Post-Training Depression Knowledge ype Il Sum ean p-vaiue
of Squares Square
Level of Acculturation 2.28 1 2.28 1.48 .23
Pre-Training Depression Knowledge 6.67 1 6.67 4.35 .04
Training Group 141.78 1 141.78 | 92.32 | <.01
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Relation of Changes in Attitude between Training Group and Control Group

Table 5presents the results of ANCOVA when c ontrolling for level of
acculturation and initial attitudes. There was asignificantly greater decreasein stigma as
represented by negative attitudes toward depression and treatment-seeking, from pre-
training to post-training among training group participants compared with control
group participants (F=5.45 p=.004). See Table 5 for results.Further, simple paired t-
tests of the means of pre and post-training attitudes toward depression and treatment -
seeking among the training group showed a significant difference (t =4.25;p <.001),
with decreased negative attitudes post-training .

Table 5. Results of ANCOVA for post -training attitudes toward depression
and treatment-seeking

Variable
Post-Training Attitudes toward Depression Type lll Sum | df Mean F p-
of Squares Square value
Level of Acculturation 2.97 1 2.97 .20 .66
Pre-Training Attitudes toward Depression 104.40 1| 104.40 7.09 .01
Training Group 131.05 1| 131.05 8.90| <.01

Relation of MidTraining and Pos{Training Program Evaluations

There is noevidence to suggest greater satisfaction at the closing of training than
midway through the program; with program evaluation means of 13.68 mid-training
and 14.12 posttraining out of 16 possible points. These means may reflect actual
program satisfaction. However, given the small group context in which the evaluations

were administered, participants may have considered that group leaders would see their
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scores and as such, felt the need to endorse high levels of satisfaction. Further, cultural

factors may have inhibited participants from expressing a negative assessment. And

i BOE O0Oa O wécialdasi@blity iOE2 wi EYIT wOl EwxEUUPEDXxEOQOUUWUG
evaluations. There was no reason to expect great changes in program satisfactionpost-

training com pared with midway through the program . The optimal outcome would be

to have reasonably high levels of satisfaction throughout, as was suggested by the

findings. The results of repeated-measures ANOVA of mid -training Program Evaluation

scores and posttraining Program Evaluation Scores are reported in Table 6 below.

Table 6. Analysis of Program Evaluations

Variable
Post-Training Program Type Il Sum df Mean F p-value*
Evaluation of Squares Square
Time 1.68 1 1.68 .43 .52
Error (Time) 71.32 18 3.96
Note: *p <.05
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13. Discussion

Training refugee community leaders from Burma in the U.S. to provide CBT -
based support for depression among their community members is a feasible way to
expand mental health services delivery among this underserved population. In
particular, evidence from this study suggests that regardless of educational level,
training participants significantly increased their knowledge of depression and
treatment skills.

Further, findings from this study suggest thatthe training program hel ped to
decrease stigma toward depression and treatmentseeking among participants. As
community and religious leaders, these individuals are in a position to influence
refugees who come to them for counsel and support. As such, these trained
paraprofessionals could potentially influence the level of stigma toward mental illness
and treatment-seeking in the refugee community. Additionally, training leaders from
within the refugee community from Burma provides the best opportunity for culturally -
sensitive support by native speakers who are already in positions of trust and respect

within the community.

13.1 Limitations

The primary limitation of this study was related to outcome measures, which
focused on training outcomes, rather than treatment outcome scoresfrom community

members who were receiving support from trained leaders. Also, the training outcomes
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utilized in this study measured knowledge and attitudes; but did not evaluate the
community leadersz w E Et®del®dy the support for which they were tra ined.

Further, while the sample size was large enough to achieve the required
statistical power, a larger sample size would prov ide a richer base for analysis.Further,
there were many church elders among the participants, but only two clergy members
one Buddhist and one Christian. A larger number of clergy members would allow for
analyses among this group, apart from the other community leaders. And finally,
extending the sample to include another refugee group would be valuable in terms of
identifying elements of the training that may be especially useful for one group over

another, or one culture rather than another.

13.2 Future Research

The next step in evaluating the potential for integrating community leaders into the
mental health support structur e for community members would be to test the
effectiveness of trained community leaders in providing CBT -based support to
community members with depression. One possible method would be to videotape
community leaders providing C BT-based support; then codethe sessions and evaluate
1 EET wOl EET UUzwx1 Ul OUOGEOEI

A second course for future study would be a randomized controlled trial (RCT)

to evaluate E OO O U O b U a w Gepréskive Bythgtoms before and after receiving 12
weekly CBT-based support sessions fran trained community leaders; comparing these
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symptoms with those ofindividuals b1 OwUIl E1 EYOIWEEVD B WEa wEOOOUODP UA
24 UUEQWE EUI wauld @fer(d vihataudt faktdraumonks, youth leaders, church
elders and local community leaders would commonly do with people who came to them
for support. Another option for the control condition in such a study would be to
provide the community leaders with educational ma terials on depression. Such an RCT
would allow for comparing changes in depressive from baseline to postsupport visits
by trained community leaders; as well as allowing for a comparison between depressive
symptoms in individuals who visited trained community leaders with those of a control
group.
Another avenue for future research would be to conduct the RCT described
above with the addition of supervision for the trained paraprofessionals as a third
group. Such supervision would be provided by a mental health professional in the
larger community on a weekly basis during the course of the 1 2-week support sessons
for community members. This RCT would require a larger sample population and
would comprise three groups: 1) trained paraprofessionals with supervision , 2) trained
paraprofessionals without supervision, and 3) controls providingsu x x OUUw? EUwWUUUE O»
receiving educational materials. The integration of supervision into the model could
potentially support relationship -building and knowledge transfer over time, and elevate
the quality of support provided by paraprofessionals to commun ity members. Further,

weekly contact of these community leaders with a mental health professional could help
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to reduce stigma toward treatment -seeking in the larger community, by building
knowledge, familiarity and willingness to refer individuals outside the refugee

community when needed.
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Appendi x A

Paraprofessional Provider - Demographic Questionnaire

Country of origin

What was your country of residence prior to coming to the U.S.A.?

How old are you?

> W np R

What is your religion? (Please circle one)
a. Christian
b. Buddhist
c. Muslim

d. Other

5. What level of education have you completed? (Please circle one)
a. None
b. Primary School
c. High School
d. College
e. Graduate/Professional

6. Degree/Major

7. What is your status as a community leader?

a. Areyou a church elder?

8. If you are affiliated with a religious institution, what is it called and where is it

located?

9. Age upon entering U.S.

10. Occupation prior to coming to the U .S,

a. Occcupationin U.S.

82



11. Type of Health Care Coverage (Please circle one)
a. None
b. Medicaid
c. Private insurance

d. Work -related insurance
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Appendix B

Training Program for Paraprofessionals

Cognitive -Behavioral Training

for

Community and Religious Leaders

PamelaJ. Buck
Department of Psychology and Neuroscience
Duke University

Email: PamelaBuck@Duke.edu
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Session 14 Introduction, Depression and Intergenerational Conflict

INTRODUCTION by Pamela Buck

My name is Pamela Buck and | am a doctoral candidate in clinical psychology at
Duke University. We would like to welcome you to the Training Program for
Paraprofessionals. We thank you for coming and for your willingness to participate in
this program, which is part of a study investigating the potential for training community
and religious leaders in delivering cognitive -behavioral training, which we will call
2" 1 302 wi OUWET xUT UUD OO wb O wEBenOgddl ¢ elirvestybt@r&Eis UUS w3 |
to discover the best way to expand the delivery of mental health services within the
community . This program has been designed by researchers from Duke University in
the Durham, NC. It is important that you attend all four sessions. Our first s ession will
cover a little more material than the rest because we want to give you a broad
introduction today.
We are very grateful for your participation and we would like to give each of
you the opportunity to introduce yourself to the group.
[Provides introduce themselvés.
Our Objectives
9 Train you to recognize the signs, symptoms and risk factors of depression
9 Support you in educating people and profoundly changing community attitudes
toward treatment-seeking for depression
i Train you to treat depression, working alongside the psychiatric community
9 Discuss four significant issues related to depression:
1. Intergenerational conflict
2. Domestic violence
3. Alcohol abuse and dependence
4. Suicide
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The Training Program for Paraprofessionals

How to Use this Manual

This 12hour program is a CBT-based intervention developed to train community
and religious leaders to treat depression in community members. Over the 4 three-hour
sessions, you will be trained to support community members suffering with depression.
BeforeT 1 UUDPOT wPOUOWEWEDPUEUUUDPOOWEEOUUWET xUI UUDPOO
introduce you to this manual and how best to use it. First, we want you to recognize
some common codes that will be used to identify dif ferent aspects of the training.
Trainin g Session Format: The schedule for each session mirrors thethree main

CBT activities:

l. Education ¢ Depression and CBT

Il Skill-building ¢ Depression support skills are marked with this symbol,
a0

1. Problem-Solving ¢ Practice exercises appear in orange text bres, such as
this:

Exercise: An orange box such as this one indicates an exercise you will engage in during
the training session to practice your new support skills.

CBT Assumption s: These will appear in light purple boxes such as this one throughout
the manual. They will help you better understand some of the basic assumptions of
CBT.

Terminology ¢+ When new terminology is first introduced, it will be in  bold and
italics. For example, we will refer to you as the provider and to the person you treat as

the client. From that point on, these words will not be bolded or italicized in the manual.

U Bullet Points include the arrow, ¢)and numerals, and signify key information we

will be discussing during the four training sessions.
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CBT Session Outline: In each training session, you will find a box similar to the one
below that presents the structure you will follow with your ¢  lient in each support
session. Briefly, two of the components will be bolded and explained below the box at

each session.

CBT SESSION OUTLINE
U Mood Check

U Agenda Setting

U Previous Session Review
U0 Address Agenda

0 New Homework

U Summarizing & Feedback

MAJOR HEADINGS Boxes: You will see these boxes throughout the manual indicating

subsections that need your attention.

MAJOR HEADINGS

+ Skill -Building: This symbol will help you recognize the section in the manual where
you will be presented with new support skills.
At the start of sessions 2, 3 and 4, yowwill be quizzed on your
understanding of the concepts and practices. You will be alerted
to quizzes by this symbol.
V Homework ¢ A check mark tells you that what follows is a home work assignment

for you to complete for the next session. Look for these at the end of section Il of

each session.
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NOTES t At the end of each session, you will find a blank page to write notes.

Handouts ¢ At the end of the training session material, you will find Training Handouts

and Treatment Handouts. We will go over the Training Handouts in our sessions
together. We will refer to the CBT Activity Book of Support Handouts and you may use
them in treating clients. You may wish to bring some of them into your sessions with

clients as guides or tools.

Supplemental Reading + These materials provide additional information on the topics
we cover in our trainin g sessions together.

Conclusion t At the end of this manual, you will find a list of articles and books used to

prepare these training materials. Also, you will find a Program Evaluation Form , which
AaO0UZOOWETI wEUOI EwUOWEOOX OI thbughts Gnd @ipdlientethsudd OO b w E I
trainee in this program.

Materials - The following materials are provided:
Training Manual in 3 -ringed binder ¢ allowing you to remove and copy
handouts
Training Notebook t for notes and homework assignments
Pens
Copies of CBT Activity Book, which paraprofessionals may use with clients

Asking Questions ¢ Please stop me any time toask questions either as | am going
through the material or at the end of the section. Others will probably have the same
guestion, so please rai® your hand and ask. Also, you may share any ideas or
comments you have. We greatly value your input and hope you will participate in all
discussions.

Referrals ¢ A Referrals Guidés provided for you on the last page of this manual, p. 104.
It inclu des the names, addresses and contact information for the hospitals, rehabilitation
centers, shelters and community health care centers that you will contact to help your
clients.
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Expected to be the 2nd |eading cause of disability worldwid e by 2020; second only to
heart disease

Compromises the quality of life and functional capacity of tens of millions of people
worldwide

Great risk factor for death among the chronically ill

Enormous social cost, esgcially to vulnerable populations

High rates of depression among refugee and immigrant communities in North

Carolina

Why train community and religious leaders to treat depression?
Your community and religious leaders are trusted by the community and prov ide

some psychological support in their current roles.

These leaders will be culturally -sensitive support providers who deeply understand

the suffering of community members.

Stigma toward seeking help from mental health providers in the larger community

leaves community members to suffer in silence.

Lay people, meaning non-professionals, like you have been trained before to provide
- primary care services;
- CBT for depression;
- psychoeducation programs promoting health and smoking cessation;
- nutritional, s tress-reduction and family planning counseling;
- HIV/AIDS -related support and services.
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I. SIGNS AND SYMPTOMS

Mental Disorder
A mental disorder is a psychological or behavioral pattern generally related to personal
distress or disability; is not common within the culture; and makes it difficult for a
person to carry out daily activities . It may be a combination of thinking, perceiving,

feeling and behaving.

Major Depression ¢t ? #1 x Ul UUD OO~

wOOOEWEDPUOUET UwbOYOOYDPOT wEwWxT UUOOzUwWUOT 60T 1T
people, body, appetite and sleep
Can affect people of any age, race, or ethnic group
- . 3wUl 1l wUEOI WEUWEwWxEUUDOT WEEEWOOOEWEQGEwWhUwOI
NOT a sign of personal weaknessor a condition that can be willed or wished away
Without treatment, it ca n last for weeks, months, or years

Up to 15% of people diagnosed with depression eventually commit suicide;

therefore, treatment is very important

Depression is diagnosed when five or more of the following symptoms are present for
most of the day, nearly every day for at least 2 weeks: (At least one of the symptoms
must be either persistent sad or "empty" feelings, or loss of interest in activities.)

Constant sadness

Irritability

Hopelessness

Trouble sleeping

Low energy or fatigue

Feeling worthless or guilty for no reason

Significant weight change

Difficulty concentrating

Loss of interest in favorite activities

Recurrent thoughts of death (not just fear of dying), recurrent suicidal thoughts
without a specific plan, or a suicide attempt or a specific plan for committing
suicide
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In much of Asia and within Asian refugee and immigrant communities in NC, it is
common for individuals to report mainly physical symptoms , such as the following:

Nausea, stomach ache, headache, chronic body pains

Some people expeience mild depression, while others experience severe, disabling

depression. Not everyone who is depressed experiences every symptom of depression.

Some Risk Factors for Depression
Loneliness and lack of social support
Recent stressful life experiences
Family history of depression
Marital or relationship problems
Financial strain
Early childhood trauma or abuse
Alcohol or drug abuse
Unemployment or underemployment
Health problems or chronic pain
Trauma History as Risk Factor
Refugees are at much hgher risk than the general population for psychiatric disorders
associated with the experience of violence, war, torture, forced migration, exile and
stressful resettlement conditions. Many refugees and immigrants have experienced pre-
migration trauma an d stressful refugee camp experiences.
x  Up to 10 times the rate of posttraumatic stress disorder (PTSD) and high rates of
depression, chronic pain and other physiological symptoms.
x  Pre-migration trauma and refugee camp experiences predict psychological
distress 5 years and more after migration, regardless of ethnicity and length of
time in the U.S.
x Over 20 years after arrival, pre-migration trauma is still associated with PTSD

and major depression.
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Related Issue: Intergenerational Conflict

The migration process creates crosscultural challenges for families that can lead
to or intensify already existing intergenerational conflict, setting the stage for abuse,

neglectand depression.
x In Asian American youth s, parent-child conflictis associated with suicidality.
x How well a refugee child has adjusted to American culture interacts with parent -
child conflict to predict suicidality. Less acculturated youths are at greater risk
for suicidal thoughts and behavior if they have greater parent -child confli ct than

adolescents who have adjusted better.

Discussion:

- What has been your experience with intergenerational conflict?

- What can you share about intergenerational conflict in your community?
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Anti -depressant medications

Clients who meet the criteria for depression may receive antidepressant medication
from their family doctor or mental health provider in the larger community.  These
medications alter brain chemistry to decrease symptoms of depression and restore a

sense of psychological well-being.

Stigma

Stigma is a characteristic, behavior, or reputation that is socially undesirable. People
who are stigmatized are associated with a rejectedor negative image. Among refugees
and immigrants from South and Southeast Asia, there is stigma toward treatment-
seeking for depression. Reople suffering from depression often stay home and do not go
to work , remaining isolated and further compounding their distress. People often have
a bias against someone who is withdrawn, sad, complaining of physica | discomfort and

worse, especially in those who are left alone in the U.S. or when family members have
moved away to work in another area. We hope you will encourage al | members of the
community to reach out to people who may be withdrawn because of depression. And,

we hope you will teach community members that it is acceptable to seek support for

depression and other mental disorders.
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II. DEPRESSION SUPPORT SKILLS

What is Cognitive -Behavioral Therapy ?

i Cognitive Behavioral Therapy (CBT) is a structured , problem -solving psychological

treatment.

U In CBT, you will work with your clientto set goals for each session andlonger-term

goals, which may take several weeks or months to achieve

U CBT focuses on WHAT and HOW a person thinks, not WHY he thinks that way.
CBT is concerned with what is happening NOW and focuses on solving problems

and changing behavior.

0 CBT includes 3 primary activities:

1. Education
2. Skill-building
3. Problem-solving

CBT Assumption: what people think about an event determines how th ey will feel
about that event. CBT aims to alter the cycle of unhealthy thinking and the resulting

undesirable actions.

Unhealthy thinking

(cognitions)

Unhealthy actions
(behavior)

Figure 1. The cycle of unhealthy cognitions and unhealthy behavior .
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CBT Assumption: People learn unhealthy thoughts and behaviors; therefore, they can

also learn new skills that improve their mood and coping ability. Changing thoughts

and behavior will improve m ood.

Ask your client to come back at least 6 times for support. Changing thoughts and

behavior can help prevent relapse; a relapse is when depression returns again aftera

person has begun to feel better The lowest risk of relapse is for people whose initial

treatment was CBT or behavior therapy.

Two ways CBT addresses Depression, which is caused by the cycle of unhealthy

thoughts and behaviors:

1. Cognitive Aspect ¢ Working with your clients to change his thoughts, beliefs,

ideas, attitudes, assumptions, mental imagery and ways of directing his attention

for the better.

2. Behavioral Aspect ¢ Teaching your clients helpful behavioral strategies:

a.
b.
C.
d.

e.

Coping skills for both daily living and stressful situations
Identifying healthy ways to interact with other p eople
Planning and managing their daily schedule

Taking actions and engaging in pleasurable activities

Learning how to distract themselves from negative thoughts

3. One of the key goals you will have with your clients will be to increase their

daily level of activity in order to improve their mood.
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12-Session Individual CBT for Major Depression

3-Step Approach

Step 1. Education
signs and symptoms of depression
how CBT works
the structure for support sessions

common types of unhealthy thinking styles

Step 2: Skill -Building
to identify unhealthy thoughts and beliefs
to recognize how those ideas affect their mood, behavior and physical condition
for example, use of the CBT Tool: Thought Record
- help clients question the accuracy of such thoughts
- guide them in replacing unhealthy thinking with healthy thinking
- support them in making small meaningful changes in their behavior,

which will lead to healthier thinking

Step 3: Problem -Solving
teach coping skills
suggest activities and homework for practicing healthy thinking and behavior
for example, use of the CBT Tool: Activity Log

- teach your client to schedule pleasurable experiences into their daily lives
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CBT Support SessiorOutline

Structure in CBT is associated with better treatment out comes Learning to deliver this
support session in 30 minutes will be valuable in treating community members in the
future. Make clear choices, focusing on only one or two problems in each session.

Below is your session outline, which is reprinted for y our convenience as Support

Handout #1.
CBT Support Session Outline

U Mood Check 2UEVUVUWEaAWET 1 EOPOT wOOWEOE
using the Mood Scale provided in Support
Handout #2

i Agenda Setting Provider and client set an agenda for the session

i Previous Session Review Create a bridge to the new session and review
homework, discussing problems and successes

U Address Agenda Together, address issues on the agenda

i New Homework Together, set new homework

0 Summarizing & Feedback Provider summarizes the session and client
provides feedback
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CBT SESSION OUTLINE

U Mood Check

U Agenda Setting

U Previous Session Review

0 Address Agenda

U New Homework

i Summarizing & Feedback

We will discuss two components of the CBT outline in each of our training sessions,
starting with the Mood Check.
i Mood Check t+ You can get a good idea of how your client has been feeling since
your last session by asking your client to respond to a mood chart. Please take out
Support Handout #2 ¢+ Mood Chart. Show this pictorial scale to your client at the
beginning of each session and write down the number corresponding to their
response in your support notebook. Each picture corresponds to a number from 1-5
with 1 being the poorest and 5 being the best in terms of mood. Compare your
EOPI OUzUwWUEOUT wOOw! PUWOEUUwWUI UUPOOS ww( il wadlu

comment on this change.

For practice, we would like you to check and record your own mood each day

between now and our next session using the mood check.

U Agenda Setting ¢+ Ask your client what problems he would like to talk about during

that session, limiting the list to one or two.
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+ Skill -Building: Reflective Listening

Description of Skill
Reflective Listenings a communication strategy involving two key steps: 1) trying to
UOEIT UUUE OE wa O Utban B)Ofeiing the idea BaEkl tdyOur client, to confirm

you understood the idea correctly.

Four Reflective Listening Skills
1. Prompting . With as few words as possible tell your client you want him to
continue speaking, to give you more information. There are two types of

"prompts™: verbal and nonverbal.

2. Open-Ended Questions. These questions focuson missing information that you
want. And they are questions that cannot EI wEOUPIT Ul EwbPDPUT WEwWUDOx
? - O ®lere are some examples of helpful Open-Ended questions:
a. Can you tell me more about that?
b. Why do you think that is?

c. What does that mean to you?

3. In Rephrasing, you put into your own words what you think your client is
saying and then reflect that back to him to check the accuracy of your

understanding.

4. Empathy Statements are designed to both clarify and reinforce what your client
is saying, but with a greater emphasis on reinforcement, which is key to
motivating a person. Showing empathy for your c lient gives him the feeling he
is understood, and also that you have some compassion for him and his

situation.
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+ Skill -Building: Re -Directing the Conversation

Description of Skill

your client. So when speaking with your client, try to get to the heart of the matter
quickly and respectfully. Re-direct your client when he is straying from the main issue

or talking a lot.

IMPORTANT: W hat is causing your client distress NOW?
You may stop him and re-direct him to the present, if necessary. You may gently
interrupt him to be sure you understand his distress. You will probably have some
clients who talk a lot and others who do not talk very much or ever. It may be easy to
rely on the client who talks a lot .

To gently and respectfully re -direct the conversation, you may say:

U Thank you for sharing your ideas. | wish we had time to talk about that more,

EVUOwUPOET wOUUwWUDPOT wbUwoODPODUI E Goudseussz Uw U1 OUUC

U0 (zOwl OPOT wWOOWPOUT UUUxUwadOUwWET EEVUUT wadUwi EY

we should discuss further.

U Thankyoufor UT EUDOT wa OUUWPETI EUOQWEUUwW( zOwl OPOT wU

can tell you about another important topic | think will he Ip in our conversation.
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[ll. EXERCISES ¢ USE OF SUPPORT SKILLS

Exercise: Reflective Listening Skills

May | have a volunteer to do an exercise with me? The volunteer will share a real and
serious problem. Reflective Listening is for working through serious not simple
problems. For example, use Reflective Listening when your clients mention a dilemma

regarding family members, finances, or how to handle a significant loss for example.

**k%k

Now we are going to split the group up into pairs to for a role -playing exercise. Please
move your chairs so you are sitting in pairs. | am going to ask one person to share a
problem and the other to practice his Reflective Listening skills. The goal of the exercise
is to identify the heart of the problem and obtain confirmation that you are correct . |

will come around to help each pair, as needed.

**%

+1 Oz UwWEOOI WwEEEOwWUOT T U1 1 UWwEUWEwWT UOU x wh

about your experience with this exercise?

Over our next three sessions together, we will continue to practice Reflective Listening
together and eventually, you will use this skill with your clients. Thank you all for

participating in these exercises. The best way to learn your new support skills is for
each of you to have a chance to practice them. We encourage you to pactice your

support skills with each other between training sessions.
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V Session 1+ Homework Summary

V Homework 1 - Do your Mood Check each day until we meet again. Write down the
date, time and the number corresponding to your mood in your notebooks .
Homework 2 - Practice Reflective Listening with a friend, as we have today.

Homework 3 - Re-read the Session 1 material.

Please feel free to come up and speak with me if you have any questions. We thank you
for participating in this session and we look forward to working with each of you over

the next 3 sessions of this training program.
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Session 2¢ Depression and Domestic Violence

Homework Review: How did it go? Did you do your daily Mood Check ? What did
you discover? And how did your Reflective Listening assignment go? Did you have

any difficulties, any questions?

5-item multiple choice quiz on the material presented in Sessions 1

Related Issue: Domestic Violence

In this program, we are training you to use support skills to address depression and we
will consider several related issues that may contribute to depression in the community.
There are cycles of social problems leading to depression, which in turn leads to higher
incidences of the social problem. Intergenerational conflict, excessive drinking and
domestic violence are examples of this circular effect. We will talk about all three of
these problems in our training program. In this session, we will address domestic
violence, which is violence or physical abuse toward your spouse;commonly men being
viol ent against women. In a2011 focus group carried out by the Orange County Health
Department with members of the community from Burma, domestic violence was
identified as a significant social and mental health problem. Today, we are going to
discuss domedic violence and how you might use your support skills to address this
problem with community members. You may be able to improve the overall quality of
life for those affected by domestic violence, which includes men, women and children of

all ages.
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Teach CBT skills to address Domestic Violence

Teachempowerment technigues and steps toward financial independence

Cognitive Change
- Give women a safe place to
A Say out loud what is happening in their homes
A Identify and examinetheir thoughts about themselv es and the violence;
these skills are taught in this session
A Choose a new way of thinking and acting in relation to the violence
A Ask for help from community resources for domestic violence
- TeachAssertiveness Skills to empower women stand up for themselves;;

these skills will be taught in Session 4

Behavioral Changke Help empower women to engage in
- Self-Caret become aware of their needs and plan selfcare into daily life
A Sleep, medical care, nutritional needs, childcare
- Actions to achieve Financial Indep endence
A Use Assertiveness Skill® ask for help, to ask for what you want
A Use Activity Log and Planning Skillsto make a plan and carrying it
out, asking for help when needed; skills taught in Session 3
Set Goals for jobtraining, job -seeking and job improvement
Role-play use of SeltCareand Assertiveness Skilis the workplace

Review childcare needs related to employment
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Teach Respect for Women andProblem-Solving Skills

CognitiveChange
- ldentify attitudes toward women by examining Auto matic Thoughts,
taught in this session
- Use Cognitive Restructuring to encourage Respect for self and women;
Cognitive Restructuring is also taught in this session
Behavioral Change
- Use Problem-Solving Skills, which we will teach you in this session
A to resolve problems in the home
A to address problems at work
- Use Activity Log and Planning Skillstaught in Sessions 3
A To get ajob or change jobs
A To manage finances
A Share responsibilities related to home and family

If your client is being hurt by someone , REFER the person & a community resource;

see p. 104.

If your client is hurting someone , REFER the person to a community resource or Call

911, see p. 104.

A ReferralsGuideis provided for you on the last page of this manual. It includes
the names, addresses and contact iformation for the hospitals, rehabilitation centers,
shelters and community health care centers that you will contact to help your clients.

Remember, no matter what risk factors are present, cutting out daily activities is a
common pathway to depressiorAnd, self-critical thinking along with reducing daily
activities often work together to maintain depression. Through CBT, you will help your
clients change their negative thinking and increase their daily activities to improve their

mood.
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I.  SIGNS AND SYMPTOMS

Depression and Anxiety
People you treat for depression may also experience anxiety- an unpleasant emotion
brought on by fearful thoughts about future events, thoughts about past events, or
negative thinking about the self. Depression and anxiety may stem from the same
biological vulnerability . Instead of being separate categories, depression and anxiety
may be dimensions of distress and functional impairment, with many people moving

back and forth along the spectrum across their lifetime.

Depression and anxiety may exist on a continuum:

v

<
<

Depression Anxiety

Stigma

Many people with depression and anxiety often withdraw from work, social and family
relations. They often feel shame and guilt for not being as productive and sociable as
they once were. They avoid social situations and withdraw even from their closest
relatives. As they avoid people, places or things they dread, they may find it harder to
encounter these things and may feel even greater anxiety Encourage them to confide in

their family and frien ds and allow others to help them.

We hope you will teach community members that while people with anxiety and
depression may appear withdrawn, anti -social or even odd to them at times, it would be
helpful to reach out to them, offer assistance and even $end time with them. Otherwise
the person may become increasingly more isolated and less accepted in the community.
If you speak with community members who are having trouble getting through the day,
support them in visiting a psychiatrist or their famil y doctor in addition to treating them

yourself.
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CBT SESSION OUTLINE

i Mood Check

U Agenda Setting

U Previous Session Review
U0 Address Agenda

0 New Homework

U Summarizing & Feedback

Remember, structure in CBT is associated with better treatment outcom es.

U Previous Session Review + BRIEFLY, make a bridge between the previous session
EOQEwUT BUwP Iby &3kingwUl UUDOO
U What was important to you from our last session?
U What did you learn from the homework ?
U What went well? What did not go so well?

U0 How can you put into practice what you learned?

U Address Agenda - Prioritize and discuss the problem or problems your client puts
on the agenda. However, first ask if there are any other pressing problems or issues.
U Tell your client you may only get to one or two items on the list in that session.
U Guide your client in assessing the accuracy of his thoughts about the difficult
situation
U Use and teachproblem -solving skills

U Help your client plan actions or activities that may help address the problem
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The First CBT Session

Now we are going to discuss what to do in the first support session. Ask your client:
U What brought you here to talk with me and how are you feeling now?
U What are your expectations for how | can help you?
Ask about daily functioning:
U What do you do on a typical day?
U How often do you see family and friends?
U How are your relationships with others?
1st Session Objectives
Establish a strongworking relationship
Develop a shared understanding of the problem
Educate your client about depression, how CBT works and what sessions will be
like
Agree on goals with your client
Ask your client to come back for at least 6 sessions
Instill HOPE in your client
Useyour Reflective Listening Skils UOWE OEUDPI a WEOE WEOOI PUOwa OUU WE «

Goals for Support Sessions

To instill hope , set specific goals together with your client in the first session.When your
client is actively involved in setting goals, he is likely to be more motivated, do what is
suggested in CBT and complete support sessions Here are some ways to think about
goals:
Short-term goals ¢ realistic changes that can be madetoday, tomorrow and next
week. Start with these asthey provide the best chance of success to your client.
Together, focus on these over the next few sessions.
Medium -term goals ¢ changesin thoughts and behaviors to be made over the
next few weeks. They build on the short-term goals.
Long-term goals ¢ where your client wan ts to be in 6 months or a year; possibly
goals to work toward for weeks or even months. They build on the short and

medium -term goals.
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Ask pointed questions, such as,

i

i

?2' ObpwbOUOEhiagd U OB DWEDI 1 1 Ul OUy 2 w
26T EDWEOwWa OUwWPEOUwWaOUUwWODPI 1T wOOwWwoOOOOwWwODP Ol y2u

Choosing the areas to try to change first is important . Tell your client to think speifically

about the following:

T

=A =/ =4 4 4 =9

1

Changes he would like to make at work, at home, in his relationships with
family, friends and others

Symptoms he would like to decrease or eliminate, such as drinking too much
alcohol

Areas that would improve his life: inclu ding spiritual, intellectual, cultural
Identifying and changing extreme and unhelpful thoughts

Improving problem -solving skills

Assertiveness and other changes in relationships

Increasing exercise and overcoming inactivity

Overcoming physical problems such as pain or difficulties

Using prescription medications appropriately and effectively

Help your client form very concrete behavioral goals, such as,

T ?2( wpOUO KeudjanO+ wU Ow
T 2(whphOUOEwWODPO!l wUOWET WEEOI wOOWEOOET OUUEUT wEIl C
T ?2( wb OUO Haubadk 10 schodl@2wuw
T 2(wbOUOEWODPO!l wUOWET wEEOI wUOOWOEOET T wOa wi DOEC
T 2(whOBOFE WOOWET wOOUI wEUUI UUDYIT 62 ww

Clear Focus

Help your client evaluate his goals and decide which ones he could work at on his own

and which ones he wants to work on with you. R emember, focus on asingle problem

area to start.



In Session
Support Handout #3 is a summary of actions for the first support session.
Support Handout #4, Main Targets for Change may help you summarize your
EODI OUz Uane dia€siydhendds short, medium and long -term goals.
Work toward achieving goals at every session.
You may take a few notes on what your client says during or after the session.
You may keep your handouts with you during support sessions
You may use or copy material from your CBT A ctivity Book for clients.

Keep sessions at the same time each week, if possible.
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[I. DEPRESSION SUPPORTSKILLS

Practice Healthy Thinking and Behavior in 3 Steps:
Step 1- Identify negative automatic thoughts

Step 2- Replace them with healthy thoughts

Step 3- Practice healthy thinking and behavior

To understand Step 1,What are Automatic Thoughts ?
9 occur spontaneously in response to a given situation
occur effortlessly, more or less all the time
usually unnoticed because people are so used to them
Ol U1l OwUIl Yl EQuwEteex T UUOOz Uwx1 UUxI E

may be irrational, detrimental or destructiveto ax 1 UU O Ozpdihgib1 OO

= =_ =2 =4 =4

influence emotions, behaviors and physiological responsesto a situation

+ Skill -Building: Identifying Automatic Thoughts

Description of Skill

Identifying automatic thoughts is e asiest when your client shows medium or high levels

of emotion. 6 T 1 OwaOUwUl 1 waOUUWEODPI OUzUwill OpOT UWET E
images associated with the change or increase in emotion. Ask your client ,

U What was going through your mind just then?

If the person is describing a difficult situation and you notice his feelings change, ask:
U What did this situation mean to you?
U Or, were you thinking of what might happen next or were you

remembering something that happened before?
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Also, help your client recall negative automatic thoughts that come up when facing

problems in daily life , when you are not there.

When your client has negative feelings is physically uncomfortable, he may make
mistakes in his thinkingnd react to situations in unhelpf regrettable ways$lease
take outTraining Handout #1171 Unhealthy Thinking Styles Common Patterngand we

will go through some of these patterns.

CBT Assumption : Clients practice monitoring automatic thoughts outside the support

session. As with any new skill, learning to monitor automatic thoughts takes practice.
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+ Skill -Building: Examining Automatic Thoughts

Description of Skill

After identifying automatic thoughts, you and your client will examine them to see what
they tell you about his thinking on a particular situation. Then work to challenge any
unhealthy thoughts and replace them with more accurate, beneficial, constructive
thoughts and beliefs; this process is called Cognitive Restructuring. The goal of

cognitive restructuring is to r eplace unhealthy thoughts with helpful ones.

CBT Tool: Thought Record
The Thought Record is a tool you will use to help your client identify unhealthy
thoughts and replace them with healthy thoughts and behaviors. Below is an example

of a Thought Record.

Thoughts Feeling/Action Consequences
| feel hopeless and | have stopped trying to | feel even more fatigued.
fatigued. exercise.
| am unsuccessful at | feel depressed because of | | have stopped trying to
everything. my unsuccessful life, and make things better. | feel
wonder how | am going to isolated and sad.
get through the rest of the
day.

How to Fill out the Thought Record

1st column, write your Thoughts about a distressing situation.

2nd column, write the Feelings/Actions that result from your Thoughts.
3d column, write in any of the three types of Consequencesyou experience:

1. Feelings ¢ such as sadness, fear, anger, rage

2. Behaviors - unhelpful or harmful behaviors.

3. Physical Symptoms - For example, after arguing with a friend, your
client may find himself flushed, hot, or shaking. Physical symptoms can
be caused or worsened by stress.



Daily Practice ¢+ Thought Record
Instructions

1st column, write your Thoughts about a distressing situation.

2nd column, write the Feelings/Actions that result fr om your Thoughts.

3d column, write any of the three Consequences you experience: feelings,

behaviors, physical symptoms.

Thoughts Feeling/Action Consequences
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Teach your client

How to use Support Handout #5 ¢ Daily Practice ¢ Thought Record, included in your
CBT Activity Book. You will introduce this tool in the second session with your clients
and ask them to complete one Thought Recordeach day.

Practice

As a part of your training, we would like you to complete at least one of these forms
each day. As with all skills, the more you practice, the more comfortable you will be

using your CBT support skills with your clients.

-O0pPOwWOl UzUwW! OQwUT UOUT T wOPOwPEAUwWEwWxT UUOOwOEa wU

phone call.
Thoughts Feeling/Action Consequence
Example 1
| must have done Withdraw from family and Anxious, upset, depressed

something to upset them. | friends
| am such a horrible
person.

Example 2

371 az Ul wx UOE E Go about daily activities Content, neutral
Ul EOOa wE UUa wk peacefully
had time to get back to me
yet.

Two people may have very different reactions to the same situation based on how they
interpret and evaluate the situation according to their thoughts and beliefs. Choosing to
believe that his friend is busy and simply has not called back yet, allows a person to feel

content or neutral. Help your client try on new, positive interpretations of situations.

Key to Change
Explain to your client that it is not the event that is upset ting; it is his negative or

unhelpful beliefs about the event that upset him.
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CBT Assumption: In CBT, we focus on WHAT and HOW a person thinks, not WHY he
Ul POOUwWUT EVwbPEAd ww3l PUWDOEOUET Uwl Opbwa dUY

behaviors affect his daily life.

Teach your Client

The way he talks to himself can influence how he gets through the day.
Saying negative things to himself about himself and his world can make depression

worse and interfere with getting through the day, creating a vicious cycle.

To Challenge Unhealthy Thoughts , ask your client:
U Is there any evidence for this belief?
0 What is the evidence against this?
U What is the worst that can happen if you give up this belief?

U  What is the best that can happen?

As thoughts are challenged, they are no longer able to cause the same level of
distress. For example, if your client says, "Everyone hates me", help him examine this
thought. Ask him whether it is really true that no one loves him. You may ask him to
list the people who love or like him and then point out that his thinking he is unlovable

is mistaken and is not helpful .

If your client is having difficulty thinking about something other than his
negative thoughts, suggest he try to distract himself from those thoughts. Please take
out Training Handout #2 ¢ Distraction Techniques E OE wb | z oughuhegewsttatedies

together.
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Depression often keeps people from caring for their health, seeking medical attention

and complying with prescribed tr | E0OT OUUBS ww+1 Uz 0wl OQwlOT UOUT T wUuc

starting with the unhealthy thinking and behavior and then looking at healthi er

thoughts and behavior below.

Unhealthy Thinking and Behavior

Thoughts

Feeling/Action

Consequences

| am sure | will become ill.

Hopelessness, sadness. |
will not get my check -up
or take my medicine; there
is no point.

Greater risk of illness

Because | amuneducated, |
E O Gqpdw anything about
health

Little confidence and self-
esteem; no effort to learn
about health or make use
of resources

Greater risk of poor health

Only doctors can find
health problems.

Ignoring my symptoms or
signs of health problems.

Greater risk of developing
major health problems

Change Thinking and Behavior

Thoughts

Feeling/Action

Consequences

| can take charge of my
health

Trying to do positive
things for my healt h, such
as getting my check-ups

Protection against
potentially fatal illness es

Anyone can learn about
health

Actively trying to learn
about and practice good
health behaviors, such as
exercise

Better health

| am responsible for taking
care of my health and
getting help. | can help the
doctors help me.

Looking out for early
signs of health problems
and actively seeking help

Decreased risk of health
problems

(Rahman et al., 2008)

In Session 3, we will talk about behavioral techniques that may help reduce unhealthy

thinking and depressive symptoms and increase daily activities.
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+ Skill -Building: Problem -Solving Skills

Description of Skill

Everyone faces problems in life. The ability to cope with problems is one of the factors
determining psychological well -being. Often, people with depression have poor
problem-solving skills and many attempt to handle conflict by avoiding the problem.
Problem-solving can provide many possible responses to a difficult situation. And it

increases the likelihood of choosing the best option.

Good Problem -Solving depends on
Realizing that you are able to cope with problems
Recognizing problems when they occur
Not acting impulsively to solve problems

Steps in Problem Solving

1. Define the problem - be specific and consider all aspects of problem
2. Come up with many possible solutions

a. Be nontjudgmental

b. Be willing to combine or change your ideas
3. Your solution

a. Will it resolve the problem?

b. Can it be done?

4. Try out your solution
a. Did it work?
i. Ifyes, stop
ii. If not, try again or try another solution

Problem Solving with Clients
Help guideyour clientthrough problensolving in session
Userole play to show your client what you would do

Give suggestionas to posble solutions
Reinforceyour client often, letting him know you support his good ideas
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People with depression often experience tiredness and worry over carrying out daily

ET OUI UBbww+1 UzU0wl OQwUT UOUT T wEw3T OUT T -bolvihg EOQUE wb T B

skills used to cope with daily stress at home.

Thoughts

Feeling/Action

Consequences

Unhealthy thinking and behavior:

Ran out of time to prepare
evening meal for the
family. ( z OwU U1 Ol
am not coping?

#0O0zUOwl YT OwOU;
asleep watching TV on the
couch.

upset, frustrated;
disorganized

Changeunhealthy thinking and behavior:

Worried about preparing
dinner for the family

| can cook the soup and let
my daughter do the rest.

Less stress; sense of
accomplishment, motivated
to do more the next day

Feeling exhausted mid-
day and worried about
how to manage the rest of
the day.

| will stay calm and do
what | really need to today
and leave the other chores
for when | am feeling better.

optimistic, in -control,
confident; re-planning
schedule to canplete
necessary tasks only
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Unhealthy Thinking Styles

Explain to your clients that we often make common thinking mistakes when we are

uncomfortable in a particular situation or when we are experiencing negative feelings

and sensations. Please take ouTraining Handout # 1 which presents various unhealthy

Ul pOOPOT wUUaOl UWEOGEwWT ObpwUT 1 awOEawUl ObwUx wubOwa

these together.

Automatic Thoughts, Intermediate Beliefs, Core Beliefs

Unhelpful beliefs typically fall into thr ee categories:

1. Core beliefs t Ewx 1T UUOOZz UwOOUUWEI OUUEOwWD EIWhehwEEOUUu
someone is depressed, his core beliefs are negative and unrealistic, and they lead
him to mainly negative and unrealistic thoughts. If his core belief is, "It's terrible
to be unloved,"” his intermediate belief might be, "I must please everyone"
because, "If | please everyonethen people will love me." Core beliefs influence
the development of intermediate beliefs.

2. Intermediate beliefs ¢ attitudes, rules and assumptions that can influence how
your client looks at a situation and the automatic thoughts he has

3. Automatic thoughts ¢ the actual thoughts about a situation or images that

people experience moving through their minds.

Primarily , you and your clients will focus on identifying and modifying automatic

thoughts. Later you may address intermediate and core beliefs.
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BEHAVIORAL CHANGE

The behavioral aspect of CBT involves replacing the unhealthy behaviors that are
contributing to depression with healthi er behaviors and training your clients in needed
skills. Remember, stopping daily activities is a common pathway to depression.
Through CBT, you can help your client increase his daily activities and improve his

mood. Increasing enjoyable activities is especially helpful.

To decrease depressive symptoms
role-playing to practice new behaviors in session
engage inexercise hobbies and social activities
encourage socialization or exercise forclients who are withdrawn

assertivenessand other skills training

Breaking down a large task into small manageable parts can help your client:
take control of negative thoughts and fears associated with tasks
decreaseavoidance and anxiety
experience more success improving mood and increasing the desire and
confid enceto try new things

see how the parts of the problem are caanected and how they affect him
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lll. EXERCISESt USE OF SUPPORT ILLS

Exercise#1: First CBT Session

Please get into pairs for a role-playing exercise. Decide who will be the provider and
client first.

Providers, with your Support Handout #3 or your own notes, please take your client
through his first support session from start to finish in 30 minutes.

Clients, we will hand you a piece of paper describing your current distress.

ok

[After 30 minutes] Please switch roles now. We will do the same now, with providers
taking clients through a 30 minute 1st session.

ok

¢ 1T Ul Uwl RTUEPUI gww+1 UzZUWEOOI wUOT T UT 1 UWEOD

U Were you able to get through everything you needed in 30 minutes?
U What worked well?

0 What was challenging?

c:

Did you find out why your client came to his support session and what his

current distress is?

To the client:

U How did you feel about the relationship between you and the provider?

U Were you comfortable?
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Supplemental Information Related to Exercise #1
For the Trainer Only
Some pairs of trainees will have the same issue. Write the following issues on separate
xPl ET UwOil wxExT UWEOEwWI DYIT wUOT T OwUOOwUT I w? EO
Your spouse died 6 months ago and you spend all day on the couch every day
8OUWI EYI wOOwWOOY!T wi UO6OwadluwuoObz Uwi O60I
moving to Florida; you are fearful about your move for many reasons
Your teenage children are making more of your decisions and handling more of

your affairs becausethey speak English well; you are having trouble speaking up

for yourself

You have not been feeling well but you are afraid to go to the doctor for a check-

up, even though you know it is important

You drink alcohol every day and your daughter told you he th inksitis a

problem

You spend all your time alone until your adult son and his wife come home from

work; you have not seen your friends for months and feel isolated and lonely
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Exercise #2: Choosing Supportive Goals

Get into pairs for a role-playing exercise. You will each take turns being the
provider and the client.

As the provider , ask your partner ¢ the client, what he would like to address in

support sessionsd ww4 Ul wUOT T wxUOOxUw@UIl UUPOOUWE
for his suppor t sessionst short, medium and long -term.

As the client, you can use some actual goals you may have. Or, you may make
them up.

Short-term goals:

Medium -term goals:

Long-term goals:

Ask your partner, the client, for confirmation that these are the goals he wants to

address.
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Exercise #3: Identifying and Examining Automatic Thoughts
Practice Using the Thought Record
+1 Uz Uwl T Uwb O Uphaying ExRr0ise ulVednll takeuin® ieing the provider and
the client who needs help. Decide which of you will be the provider first.

As the provider , you will explain to your client the purpose of the Thought Record first.

Then, explain to your client how to use the Thought Record:

- 1stcolumn, write your Thoughts about a distressing situation.

- 2rd column, write the Feelings/Actions that result from your Thoughts.

- 34 column, write in the Consequencesyou experience: feelings, behaviors, physical

symptoms.

(A blank copy of the Thought Record is provided on the next page for your use.)

Providers, ask your client for a distressing situation and their feelings about it. Guide
them in filling out the Thought Record.

As the client, please tell your provider about a distressing situation, which you may use
as an example in filling out the Thought Record. You may make this up.

Take 10 minutes to complete this exercise and then we will switch roles. Time is limited
So be brief and clear.

* % %

Discussion ¢+ Do we have a pair that is willing to tell us about your experience?
U What was the distressing situation?

0 What automatic thoughts did you analyze and what information was
revealed?

U0 What did you put in your columns?
U As the provider, what did you discover?

U Clients, do you have any comments?
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Through these exercises, we want to get you into action using your support skills. As
always, please ask questions at any time.

V Homework #1: Please keep gournal of your daily automatic thoughts  during this
training program. You may notice that there are certain times of the day when you are
more prone to strong emotions and/or physical reactions, such as feeling depressed,
worn -out, tired, moody or irritable. You may observe that during these times you may
think in a more negative, unhelpful way than you do at other times of the day when you
are feeling less depressé, tired, or irritable. Keeping a journal will help you better
understand its purpose and value before you begin working with your client.

In support sessions you will ask your client to keep a diary so that he can identify how
he reacts to certain evens. This will help your client identify patterns of thoughts,
emotions, physical feelings and actions, and see if they are unrealistic or unhelpful.

V Homework #2: In order to teach your clients, we would like each of you to practice
using the Thought Record. We also recommend you ask your clients to do this on a
daily basis for at least the first week during your support sessions At our next session,
please be prepared to share what you observed and recorded in your Thought Record.
Make copies of the Thought Record provided as Support Handout #5.

Homework # 3¢ Write down your own goals ¢ short, medium and long -term.
Homework #4 ¢ With a fellow trainee, practice using your Problem-Solving Skills .
Take turns being the provider and the client who has a significant problem. Use your

Reflective Listening Skils UOwil I OWEOI EVUWEEOU U wss e provifed,di OUz Uu

work with your client to come up with 3 possible solutions to his problem. Reverse roles

so each of you has the opportunity to be the provider. As the provider , write down the

problem and the 3 strategies you developed with your client. Be prepared to share

about your experience at our next session.
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V  Homework #5 ¢+ Do something enjoyable and come back and tell the group what you
did. This could be a walk in a beautiful garden, reading an enjoyable book; talking with

a friend.

V Homework #6 ¢ Re-read Session 2 material.

V Session 2¢ Homework Summary

=

Practice keeping aJournal of Automatic Thoughts
Complete one Thought Record per day

Your Goals ¢ short, medium and long -term

Practice using Problem -Solving Skills with a fellow trainee

Do something enjoyable

o a0k~ w0 N

Re-read Session 2 material

Remember that we will have a quiz at the start of next session. The quiz
will cover the material prese nted in Sessions 2. Please read through the

materials again to help you prepare for the quiz.

3T EOOwadlwi OUwaObOUUwWwxEUUPEDPXxEUPOOwWPOWUOEEaz UwUI

time.
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Session 3¢+ Depression and Alcohol Dependence

Homework Review : How did it go? Did you do your daily Thought Records ? Did
you keep your daily Automatic Thoughts Journal ? Did you do something enjoyable
this week? What did you do? Who would like to share the 3 strategies they came up
with in the Problem -Solving assignment? Did you have any challenges with these

assignments? Any questions?
5-item multiple choice quiz on the material presented in Sessions 2.

Today we are going to start out by talking about alcohol abuse and dependence, which
are significant problems among the community and are both related to depression.
Approximately 20% of monthly admissions at one district networking hospital are
related to alcohol abuse/harmful use. The rate of problem drinking in the same area
may be as high as50%. Alcohol abuse and dependenceoften occur along with other
mental disorders, often covering up the presence of the other disorder; including
depression. People with depression may get progressively worse if they are drinking too
much alcohol. Many people attempt to medicate their depression with alcohol.
However, EOEOT OOWEEUUWEUWEW?ET xUl UUEOBxeess®O wUT 1T wET O
drinking can worsen the course of mental disorders such as depressiorand other
chronic illnesses, such as cancer, HIV/AIDS and heart disease. Alcohol uses a factor in
many local suicides and contributes to the growing number of veh icle and motorcycle

accidents. We will start by discussing alcohol abuse and dependence.
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I. SIGNS AND SYMPTOMS

Alcohol Abuse and Alcohol Dependence

Because excessive drinking is so prevalent among tle community members and it tends
to worsen the course of depression, we are going to review the signs and symptoms of
alcohol abuse and alcohol dependenceo help you recognize and care for people who

have these problems along with depression.

Difference betweenalcohol abuseand alcohol dependence
In alcohol abuse, a persaran still set limits on their drinking unlike in alcohol

dependence

The path from alcohol abuseo alcohol dependence
Alcohol abuse is a major risk factor fcoholdependence
Not all alcohol abusers become alcohol dependent
Physical dependence on alcohab the key difference from alcohol abuse
Risk of alcohol dependends greatesin a binge or daily drinker
May developsuddenly in response to a stressful changea death,retirement, or
another loss

May developgraduallyasaper sonés tol erance to alcohol

Signs and symptoms oélcohol dependence
Most severe form of problem drinking
Relianceon alcohol to function or ferlg physically compelled to drink
Lossof controloveone 6s dri nki ng
Warting to quit drinking, but unable to do so
Giving up othe activities because of alcohol
Alcohol takes up &t of energy and focus
Drinking even thougtit is clearly causing problems

Most common in men, but also peed in women
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Tolerance: The 1st Major Warning Sign
Tolerance means that over time, a person needs more and more alcohol to feel the same
effects he used to feel with smaller amounts. Ask your client:

U Do you have to drink a lot more than you used to in order to feel an effect?

U Can you drink more than other people without getting drunk?

Withdrawal : The 2@ Major Warning Sign

Drinking to relieve or avoid withdrawal symptoms is an important sign of alcohol
dependence. When a person drinks heavily, the body gets used to the alcohol and
experiences withdrawal symptoms if it is taken away. Ask your client:

U Do you need a drink to steady the shakes in the morning?

Alcohol withdrawal symptoms include:

Anxiety or jumpiness - Depression
Shakiness or trembling - lrritability
Sweating - Fatigue
Nausea and vomiting - Loss of appetite
Insomnia - Headache

In severe cases,withdrawal from alcohol can also involve hallucinations, confusion,
seizures, fever, and agitation; which can be dangerous. If a person haghese symptoms,
he should be brought to the hospital for treatment.
Effects of Chronic Alcohol Use

Intoxication

Hallucinations and tremors

Dementia

Confusion, speech problems, loss of muscle coordination
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Making a Referral
Alcohol abuse and dependence areproblems that affect many people in the community.
Often clients will not be entirely honest with you about how much they are drinking.
You may use Training Handout #3 + Symptoms of Alcohol Use Disorder to clarify the
x 1 UUOOzUwUUT woi wds®ik sl if®. Olunidl @lEouhdd ybwabsesk who may
need psychiatric help and who may simply want to return to you for ongoing support.
A Referrals Guidés provided for you on the last page of this manual, p. 104. It includes
the names, addresses andcontact information for the hospitals, rehabilitation centers,
shelters and community health care centers that you will contact to help your clients.
Support Sessions
People with drinking problems need to change behaviors and social habits to stay away
from drinking. You can help your client set short, medium and long -term goals to target
these changes, practice new behaviors and create new routines that help him stay away
from drinking and improve his mood. Be aware thatit will be difficult for a persont o
stay away from drinking if he still feels depressed after he stops drinking. Over time, it
may become obvious to the person and to you that he is having a problem decreasing
his use, or he may become injured. In this case, refer himto the psychiatric p rofessionals
at the local hospital or at the rehabilitation facility; see the Referrals Guide on p. 104 of
this manual. At the same time, you may continue to work with that person.
Stigma
Social stigma toward treatment-seeking for alcohol use disorders may be strong enough
to keep people from admitting they have a problem or ever seeking help. With the high
problem -drinking rate among community members, we encourage you to speak openly
to individuals, families and even school children about:

1 Dangers of excessive drinking

1 Importance of seeking help to address stressful life situations

1 Need for treatment when moving from alcohol abuse to alcohol dependence
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i

CBT Session Outline

U Mood Check

U Agenda Setting

U Previous Session Review

U0 Address Agenda

U New H omework

U Summarizing & Feedback

New Homework ¢ Work with your client to develop a specific action plan for how,
between sessions he will put into practice what was learned in the session. The
assignment will provide the opportunity to:

U test and practice the new skills

U practice new healthy ways of thinking and behaving

U be exposed tosituations he fearslittle by little
Summarizing t+ You and your client will summarize the important points of the
sessionand how the client can use what was learned over the coming week. Have
your client write them down.
Feedbackt Ask your client:

0 What was helpful about the session and what was not?

U Did I understand you correctly?

U Is there anything you want to do differently in the next session?
Closing the session ¢ confirm the date and time of your next session and wish your

client well.
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[I. DEPRESSIONT SUPPORTSKILLS

Suggestions for the Provider

x  Show genuine interest in your client. Your curiosity as the support provider is the
factor most likely to increase your clientz ldvolvement in CBT sessions. Also, client
ratings of their relationship with their CBT providers are higher in CBT than in
many other therapies .

x  Structure in CBT is linked to better treatment outcomes . Follow the session outline
and teach your client about the support session structure and he will know what to
expect.

x  Emphasize to your client that he will take an activepart in support sessions, both in
session and between sessions through the homework. Tell him it is important to
bring the therapy session into his dail y life. Ask your client to come to see you for at
least 6 sessions.

x  Explain to your client how CBT will help them feel better. As he becomes aware of
how thoughts and behaviors affect their mood, he can feel happier and more hopeful
even if his difficult circumstances do not change. Depression can be managed. Tell
your client:

CBT focuses directly odaily life andoffers a practical approach to hdipn feel
better.

If you can think in helpfulvays, you will begin to feel better.

Often people with depregsn are not doing anything they enjoy. Through CBT,
you will teach your clients ways to bring enjoyable activities back into lives.

Help clients prevent a relapse

Tell clients that if the depressive symptoms return even though they are using all their

tools, they can ask their doctor about further treatment before the depression becomes

disabling. Ask your client,

0 What will you do if they feel yourself becoming depressed again?
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Behavioral Techniques
The behavioral techniques outlined below are simple strategies you can teach your

clients to help them manage feelings of distress, negative thinking, fatigue, or other

important way to improve his mood, particularly when they are enjoyable activities.

+ Skill -Building: Activity Scheduling & Planning

Description of Skill

You may help your clients plan their daily and weekly schedule during the course of his
support sessionsto help them managetheir daily activities, decrease negative thoughts,
control their level of fatigue, and in general, feel less depressed and more in control of

their liv es.
+ 1 0z U w@BIT XdivitypRook ¢ Support Handouts #6. Support Handout #6 provides

steps for planning a manageable schedule Go through the steps with your clients

during session.
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+ Skill -Building: Good Sleep Practice

Good Sleep Rules Check
if Yes

1L.IEOOz Uwl OwUOWE]I EwUOUPOW( wEOWEUOPUA S

2.1 get up at about the same time every morning.

3.( WEOOZ UWUEOT wtndday. uOEx UWEUUDOT w

4.( wE OO 7 thiieheldedtBan 6 hours before bedtime.

5. My sleep environment is comfortable + mattress, pillow, temperature, light,
noise.

6. | exerciseand spend some time relaxing every day.

Source: Rahman et al, 2008

Go over the Good Sleep Rules with your client in session. Ask your client to fill in the
Good Sleep Record, which appears in your CBT Activity Book, every morning. Review

a O U U wEGpbd SteepRecord in session.

Good Sleep Record Daily Monitoring

My thoughts disturbed my sleep last night

| tried to replace unhealthy thought with healthy ones

| tried to follow the six rules of sleeping well

Source: Rahman et al., 2008
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People with depression often report fatigue, stress, body aches anxiety and sleep

EDPUUOUUEEOEI 6
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Unhealthy Thinking and Behavior

Thoughts

Feeling/Action

Consequences

| am too tired to think
clearly or get things done.

Fatigue; giving up and not
trying

Increased stress

| am very worried all the
time.

Anxiety; unable to relax or
sleep

High level of anxiety and
fatigue

| feel so much stressl
cannot sleep well.

Anxiety, worrying, and
tossing and turning at night

High stress and tension
causing physical aches and
pains

I have will always have
physical aches and pains.

I must be ill and there is
nothing | can do about it.

Cycle of stress and inaction
leads to health problems.

Change Thinking and Behavior

Thoughts

Feeling/Action

Conseguences

If | take care of myself, |
will feel less tired.

Hope; trying to improve
health, such as daily
exercise

Cycle of inactivity broken;
better health

| can postpone my

worrying until tomorrow.
3T T Ul zUwOOUT ¢
about it now.

Lessanxiety; greater efforts
to relax

Relaxation and rest; better
health

lcanrelax] YI Qwbi u
unable to sleep.

Lessanxiety; engaging in
more relaxing activities

Cycle of anxiety and
sleeplessness is broken

My aches and pains are
from stressand being
overtired .

Rest and relaxation will
help decreasephysical
aches and pains.l am not
sick.

Better health

(Rahman et al., 2008)
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Isolation, loneliness and avoiding others make depressive symptoms worsed ww+1 Uz Uwl O

through some Thought Records related to sharing problems with others.

Unhealthy Thinking

Thoughts

Feeling/Action

Consequences

Noone understand s my
problems.

(UzUwUOUT 01 UUw
problems with others

Not sharing problems,
distancing from others,
losing support

( WE OOz Ustitug O U U
conflict by discussing my
problems.

Keeping feelings inside

Increased stress and tension
leading to poor health

| will always be
disappoint ed by others.

Avoiding people

Losing support

| should take care of my
UPEOQwUxOUUI wkE

my job.

Discouraging other s who
want to help

Increased stress

Change Thinking and Behavior

Thoughts

Feeling/Action

Consequences

Perhaps | canmake more
of an effort to be
understood.

| should try harder to
explain what bothers me.

While not everyone will
understand, some will, and
will support me.

| will share my problems
with atrusted friend and
ask for advice.

Talk with someone | trust
about my problems

Stress from problems is
reduced by sharing; less
isolated

There is some good in
almost everyone.

| should talk to peopl e | like
without a lot of
expectations.

Maintain social support

Help from others is good
for my family and me.

Staying open to receiving
help

Involving others helps
relieve stress

(Rahman et al., 2008)
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CBT Tool: Activity Log

The Activity Log is an effective tool for recording the activities a client chooses for the
coming week and the frequency with which he does the activity. Here is an example of

EWEOPI OUzUw EUPYPUA w+ O wi OUwWOOT wbi 1 08

Type of Activity How Often? Dail
Goto supportsession Twice weekly
Fill in Thought Record Once daily
Go for a walk Once daily

Help your client fill in columns 1 and 2 in session and explain to him that he will put an
2R2 wOUWET 1 E OwO Epadenth@thelthyk of theReékl Tellhim this is where
he will record his homework assignments. A copy of the Activity Log is provided in as

CBT Activity Book ¢ Support Handout #7.

The Activity Log would be a great tool to use when looking for a job, f or example. Your
client could record actions such as make list of possible jobs, pick up job applications, fill

out applications, bring in applications; see Activity Log below.

Type of Activity How Often? Dail
Make list of pssible jobs Tues
Pick up job applications Tues, Wed, Thur.
Fill out applications Fri, Sat, Sun
Bring in applications Mon, Tues
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[ll. EXERCISES - USE OF SUPPORT SKILLS

Exercise#1 Teaching Clients about Depression, CBT

and the Structure of CBT Sessions

Please get into pairsfor a role-playing exercise. You will t ake turns being the provider

and client. We will act as if it is the first CBT session. As the provider , educate your

client BRIEFLY aboutthe following:

U What is depression?
U Whatis CBT?
U0 What is the structure of the CBT session? What can your client expect?

Please keep your explanations very brief and clear. After this 10 minute exercise, we

will switch roles.

*%*k
+1 Oz UWEOOT wUOT T Ul T UWEOEWUEOOWEEOU O wWI ObP wb
U Were you able to teachyour client about each of the three important points in a

simple, clear way?

U Do you have any comments or questions?
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Exercise#2 Teach Client to use the Activity Log

Get into pairs for this role -playing exercise. Decide which of you will be the provider

first. We will switch roles after this 10 minute exercise.

We have included a copy of the Activity Log on the next page for your convenience.

As the provider , teach your client how to fill out the Activity Log, including activity,

frequency and daily monitoring. Be brief and clear in your instructions.

* % %

Discussion:

U Does anyone have any questions?

U Did you have any difficulty being brief and clear?

U Did you have any challenges with this exercise?
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Exercise#3. Problem-Solving with your Client

Please pair up with someone you have not worked with before. Decide which will
provider and the client first in this ref@aying exercise. After this 15 minute exercise

we will switch roles.

As the client share with your provider aggiificant problem.

As the provideruse youReflective Listening Skillst o get <c¢cl ear ab

problem. Work with your client to come up with 3 possixéutions to his problem.

Also, & the providerwrite down the problem and the 3 stra¢sgyou developed with

your client.

* % %

Discussion:
U What problem did your client present?

U Did you useReflective Listening Skillsto clarify and confirm your

understanding of the problem?
U What three solutions did you come up with together?

U  What skills wauld these solutions requiréActivity Scheduling & Planning, etc
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Exercise #2¢ Blank Activity Log

Type of Activity

How Often?

Dail

Type of Activ ity

How Often?

Daily
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REVIEW ¢ SIGNS AND SYMPTOMS

+ 1 0z U whelsiyn® dnb symptoms, risk factors and support skills we have covered in

this program. Please raise your hand and share what you know about the following:

Major Depression (p. 8-9)

Alcohol Dependence (p.48-49)

Suicide t Risk and Protective Factors (p. 66 and Training Handout # 4)

- ObwOI Uz U usupportBiilewelhéve covered. Please participate by raising your

hand and sharing what you know about each of the following.

Cognitive -Behavioral Therapy (CBT) (p. 12-13)

Reflective Listening (p. 17)

Automatic Thoughts (p. 29-31)

Cognitive Restructuring (p. 31)

Discussion: Do you have any questions on the material we have reviewed today ?
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V Homework #1 ¢ Complete one Thought Record per day.

V Homework#2 ¢ UUI UUwa Good giéepdwRa wUl YDI D OT wUOT T wOD L
using this with your clients, remember they may have many distractions at

home.
V Homework #3 4+ Re-read Session 3 material.

+1 Uz Uwi OO wb O with §aiirthamerdtkRssiPrichants +tddetwiou started.

Activity Daily Monitoring

1. Complete one Thought Record per day

2. Assess your sleep habits using theGood Sleep List

3. Re-read session 4 material

V Session 3¢ Homework Summary
1. Complete one Thought Record per day
2. Assess your sleep habits using theGood Sleep List

3. Re-read session 3 material

* * *

We will close the next session with your final Assessment of Knowledge, which will test
your knowledge of the concepts, signs and symptoms, risk factors and support skills
you have learned through this training program. To prepare, please read through your
manual again. All material on the assessment is covered in the manual.
* * *
3T EOOwadlwi OUwxEUUPEDxEUDPOT wbOwUOEEazUwUI UUPOOD
time.
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Session 44 Depression and Suicide, Review & Final

Homework Review: How did it go? How are you doing with your daily = Thought
Records? Did you discover anything about your sleep patterns? Did you have any

challenges, any questions or difficulties?
5-item multiple choice quiz on the material presented in Sessions 3.

Up to 15% of people diagnosed with depression eventually commit suicide. Therefore,
treatment is very important. Among some South Asian refugees in the U.S., the suicide
rate is over three times higher than the general population. Hanging has been the most
common method among them recorded in recent years. The most often reported
settlement difficulties are language diffi culties, concern over family back home,
separation from family and loss of cultural and religious traditions. In this session, we
will discuss several risk factors and protective factors for suicide. As community
leaders, you may help prevent distress asyou recognize the risk factors in people. You
can help people change unhealthy thoughts and then support them in taking actions

that will improve their situation and decrease their distress.

IMPORTANT: If you think a person is in danger of hurting himse If or someone else,

bring him to the hospital Emergency Room or simply call 911.
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. RISK & PROTECTIVE FACTORS

Suicidal thoughts and behavior may be increased by other behaviors, such as excessive
drinking, conflict in the home and social isolation, each of which could also be identified
as targets for change. Training Handout #4 is a summary of the Risk and Protective

Factors for Suicie ww+1 Uz UWUE O] wPUwWOUUWEOEwWT OwUT UOUT T wOT 1

If a client shares he has suicidal thoughts,
U How would you know that someone may be pla nning to commit suicide?
U WhatP OUOE wa OUwWEOwWPI wadUwUUUxT EUI EwUT PUwWPEUWE
U0 Currently, what do you do when someone talks about wanting to commit
suicide?

IMPORTANT ¢ If your client,

has suicidal thoughts, talkebout death or suicigdbéas developesigns of suicide risk (see
Training Handout #4 ),
U Ask the person if he is thinking of hurting himself or someone else and if he has
aplanto do so.
U GETHELP IMMEDIATELY if he plans to harm himself or someone else
U Bring the person to the Emergency Room at the hospital
U0 Or, call 911 if you are not able to take the person tothe hospital

A Referrals Guidés provided for you on the last page of this manual, p. 104. It includes
the names, addresses and contact information for the hospitals, rehabilitation centers,

shelters and community health care centers that you will contact to help your clients.

For future reference, we have provided Supplemental Readings #1and #2, which may
help you support people with suic idal thinking and/or behavior. IMPORTANT :
Remember, if you think someone is of danger to himself or others, bring him

immediately to the Emergency Room at the local hospital and/or call 911.
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Stigma

Because of socialstigma toward suicide in the community , many people may be
ashamed to share their despair. You may be the only person a suicidal individual
confides in, the only person trusted with the truth. Therefore, we want to strengthen

your ability to recognize and respond to suicidal behavior. Also, we hope you will

encourage family members to talk with you and to get help for their loved one.

Questions for Discussion:

U What are your thoughts on how we can best help address stigma related to
treatment-seeking for depression?

U Considering your role as community leader, how can you influence the
reduction of stigma in your communities?

0 What can you say in conversations with individuals? With school children?
With parents?

U Do you have any questions about how to address this issue?
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II. DEPRESSION SUPPORTSKILLS

+ Skill -Building: Assertiveness Skills

Description of Skill
Assertiveness means confidently expressing your feelings, needs and opinions, while
respecting those of others; it directly affects interpersonal relations. 8 OUUw EOPI OUz

Thought Records may reveal his need to learn Assertive Skills .

Passive Assertive Aggressive

OwOT T wi EUWOIT | OwoOil wOT 1 wEPET UEOQOW?xEUUDYI » wOl EO
I RxUI UUPOT waduuUUl Of wuECEwWaOUlUwOI I EVUGww UwUT T wi E
the rights, feelings and needs of others; and having a confrontational style in handling
conflict. Being assertive is the range within the rectangle at the center.

To teach Assertiveness Skills to your client as follows:

1 say "Yes" when you want to, and say "No" when you mean "N 0"; instead of
agreeing to do something just to satisfy someone elseor because he feels
intimidated. Teach your client he is allowed to say, ?No.? Tell him to keep the
conversation clear and simple and not apologize for saying, ?No.?

1 repeat his point over and over again in a calm and firm voice until it is clear to
others

{1 decide on and maintain clear boundaries and be comfortable and confident
defending your position, even if it createsconflict

1 negotiate if you want something different from someone else and listen to others

1 communicate his thoughts and feelings calmly without attacking another person

Encourage your client to praatideing assertive with a friend or in front of a mirror by:

1 facing the other person, or himself, and trying to stay calm
1 speaking clearly and firmly
1 showing that he islistening
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PRACTICE HEALTHY THINKING AND BEHAVIOR

People with depression often report feelings of hopelessness, helplessness and despair.

+1 Uz 0wl OwOi uOUT T wUOOT w37 OUT T Uwll EOUEUVUWUI OEUI Ew

Unhealthy Thinking

Thoughts

Feeling/Action

Consequences

| have so many problems.

Noone can help me so
OT 1T Ul zUOwO®HWUI

Greater stress and anxiety

| must have a serious
DOOOI UUWEIT EE
tired.

( WEEOz OwEI I OU
medical care, sob Uz Uw
hopeless.

Doing nothing and not
paying attention to health

Ilwould Oz Owi EYI1 w
problems if | had more
money.

No effort to make use of
available resources.

Greater risk of illness

Change Thinking and Behavior

Thoughts

Feeling/Action

Consequences

| can focus onthe positive
EOQEwPT E Uundg. O

| can try to make good
changesfor myself and my
family.

Less stress anddepression

Exhaustion is usually
caused by overwork, poor
nutrition and inactivity.

| could feel more energetic
by doing even small
activities

Good nutrition , rest and
exercse

Anyone can make an
effort to stay healthy.

Making the best use of
available resources

Better health

(Rahman et al., 2008)
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With d epression, people often report guilt associated with not fulfilling their family role

and responsibilities and also putUD OT wOUT I UUz wOIi 1 EVUWET | OUl wUT 1 BL

some Thought Records related to these factors.

Unhealthy Thinking and Behavior

Thoughts

Feeling/Action

Consequences

My physical health ® U O 7
important Owb Uz Uwd
health that matters.

Cannot care for others if |
am in poor health

,awl EOPOaz Uwli
physical and psychological
is affected.

I have never been a good
spouse or parent.

Blaming oneself for
everything.

Looking after family feels
unrewarding

Noone will be affected by
my tension and anxiety.

No effort to decreasestress.

EOPOazUwil EO
happiness are negatively
impacted by my depression
and anxiety.

Change Thinking and Behavior

Thoughts

Feeling/Action

Consequences

| can give full attention to
myi EOPOawbi w(

More time and energy for
spending time with others
and having fun.

My family and | are happier
and healthier.

Most of the time | take
good care of my family.
This is just a passing
feeling.

Thinking clearly when
facing difficulties

Improved problem-solving
and family relations.

Even though | have
problems, | cantry to
lessen my stressand
anxiety.

Addressing problems and
decreasing stressby
relaxing and doing physical
exercise.

Improved mental and
physical health

(Rahman et al., 2008)
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Using Strategies for Change

The table below suggests ways you, as providers, can help your clients change

UBT T EOCUT awlI POODPOT WEDEWETI T EYDPOUUWEOGEWET 1 POwWUOW

Strategy for Change
Problem (Sessions 1-4)
| feel terrible. 1 have problems with | Identify and then begin tochange specific

upsetting negative thoughts that keep | examples of these thougli®il)

running through my mind.

| have money problems. | have problems | Teach practical problesolving sils (S2) and
with practical problem -solving. apply them to the specific problems cause

the lack of money

I do nothing. | have stopped doing | Identify the vicious cycle of reduced activ
enjoyable things. and help your client plan a stegby-step
increase in a specific enjoyable\aigt to start

(S3)

| have bad relationships. | keep saying, | Teach assertiveness skill§S4) and how to
281 UO? wredn® @u{ @b » apply them in relationshipg at first with

specific people and addressing specific topig

Help your client identify the current unhealthy thinking or behavior and encourage him
to ask,
U What skills can | use?

U What actions can | take?
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IMPORTANCE OF PRACTICING
HEALTHY THINKING AND BEHAVIOR

Remind your clients that although we cannot always change a particular situation or
event, such as bsing aloved one, he CAN manage and take control of his own thoughts.

And as a result, he can feel better or less distressed about situations in his life.

It takes PRACTICE. To learna new skill, it is essential to practice between sessions by
doing the homework . No single assignment will cure depression, but practicing will
help improve your clientz arn negative mood.

Praise your client for doing the homework

Your client should take credit for practicing CBT skills
Tell your client he is feeling better because he ispracticing his new skills. If your client
believes that he has improved only because of his relationship with you, he may not

have the confidence to practice the skillson his own.

Let your client know homework is important by casually asking as he arrives,

U How did your homework go ?
Help solve any problems and answer any questions; problem-solving is an important in
CBT. Most clients will do the homework. When a client consistently does not, identify
this problem as early as possible.

If your client is not doing his homework, ask:

U Isitamatter of time, reading ability, forgetfulness, or having other responsibilities?

U0 We want you to start feeling better and we know how important homework is. Canl
help you figure out what is getting in the way so you can do the homework and start
feeling better?

Identify thoughts that lead to not practicing, such as:
U ( UwEOI U Onhat Ld, Bdihihg willchange.
U (wE OOz Uuwing myPraciide@.O1 wEkE
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Ask your client:
U Ul waOUwUUUI wUT E Unhelp ¢hanbeutite Gay ydb el OOz Uw
i Do you think you have a better chance of improving your mood if you keep doing

what you have done in the past, or if you try using the skills that have helped

others?

It takes PRACTICE to learn to use the Thought Record.

The more your client practices, the easier it will be to change his thoughts and feelings.
We recommend that you ask your client to complete at least one Thought Record per
day during support sessions. This will give him practice in identifying his unhelpful
thoughts, in recognizing how they are related to negative consequences, and most
importantly, in changing those thoughts so he has fewer depressive symptoms and an
improved mood. Again, blank copies of the Thought Record are included in CBT

Activity Book - Support Handout #5.

If your client is not making p rogress with CBT
CBT has helped many people with depression, but it may not work for everyone. If your
client does not appear to be feeling better after meeting with you 6 times, suggest your

client talk with his family doctor about his depression.

Baw? OO0wi 11 OpOT wEl UUI UO? whil wlOl EOO
1 consistently low moodpw scores on the Mood Scakgth no improvement
1 his mood is getting worse

1 reportsof otherdepressivessymptoms or increaderisk for alcohol or drug use

If a person hs been depressed for a long time, he or she may continue to report low

mood and not recognize that there has been improvement. Your judgnyeatofr c | i ent

progress is important.
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SUPPORT SESSION TIPS

Now, we will talk about some additional support session tips and do some final
exercises. And then, for the remainder of the session, you will complete your final

assessmens.

Strike the right balance
Let your clients know practice is important but tell them to come to sessionwhether

they have completed their homework or not.

Avoid Applying CBT Lessons Too Broadly
Help your client avoid over -generalizing or thinking that CBT will solve all their
problems. CBT can help a person get over depression, but it will not turn someoneinto

a different person.

Feeling Guilty for Le tting Oneself Be Depressed
Excessive guilt is a symptom of depression. When depressed, clients may use CBT

concepts to blame themselves. Point this out early so clients canstop doing this.

Trying to Be Perfect

A client may conclude he can be perfect if he applies the principles of CBT. Tell your
client that he will not succeed at everyhing every time and that this is alright .

Just Think ing ? ' E x ®haughts ? isuNOT enough

Tell clients that you understand their problems are real. CBT teachesthat some ways of
thinking and acting improve daily mood and quality of life.

Enjoyable Activities
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lll. EXERCISES ¢ USE OF SUPPORT SKILLS

People who are depressed often are not doing anything they enjoy. Through CBT, teach

your clients ways to bring enjoyibactivities back into lives.

Exercise#1 Teach Assertiveness Skills to your Client

Please get into pairs for a role-playing exercise. Decide who will be the provider first.

We will switch roles after completing this 10 minute exercise.

As the client, tell your provider an area in which you are having difficulty speaking up
for yourself (being passive) or being excessively confrontational and angry (being
aggressive).

As the provider OWEEEUT UUwa OUUWEODI1 O UssdenivEr@ss SKilly) @ U w

address his problem.

* % %
Discussion -LeUz UWE OOT wUOT 1 UT 1 UWEOEWUEOOWEEOUU W

U What was the problem behavior you addressed?

U0 How did you go about teaching Assertiveness Skills in 10 minutes?
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Exercise #2 CBT Session

Choose a new partner for this role -playing exercise and decide who will be the provider

first. Be sure to work with someone you have not worked with before.

With your Support Session Outline in hand, take your client through an entire support
session from start to finish in 30 minutes. We will give the client s a piece of paper with a
problem or problems written on it that he wants to address in the session. Again, you

may use your handouts if need be. Remember your time constraint.

**%

¢ Ul Uwt YwOPOUUI Ufdw+1U0UzUw UPPUET w UOW thelin

information on a piece of paper.

*%*k

¢ T Ul Uwt YwODOUUI Ug ww+1 UashrowlEr©@ OWEEOU U wa OU
U Were you able to get through the CBT outline in 30 minutes?
U  What worked well?

0 What was challenging?

As the client,

U How did you feel about your relationship with the provider?

U Were you comfortable?
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Final Group Exercise : What Would You Do?

Please raise your hand and tell us what you would do in the situations below. Think
about:

U0 What skills would you need to use?
U What behavioral strategies would you suggest?

U What homework would you assign?

Help me answer the 3 questions above for each of the following situations:

1. Your client arrives very upset about an argument with his daughter .

2. Your client reports spending all day long in fron t of the TV most days.

3. Your client says he is unable to sleep at night and then is unable to do anything
during the day.

4.Your client feels overwhelmed by his household responsibilities and his childcare
responsibilities.

5. Your client indicates he gets very nervous in public and is finding it difficult to go to
the market.

6. Your client indicates his spouse has complained about his frequent drinking

7. Your client says he is hopeless and considering ending his life
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CLOSING REMARKS TO
PROVIDERS

x  Inspire hope in your clients
Congratulate clients on the progress they have made
Remind them that in the future they can turn back to the CBT tools in their
activity books
CBT can be applied to any situation when your client feels overwhelmed or
distressed
Encourage your client to practice what he has learned in support sessions over
time. Tell him that with practice, the CBT skills will become natural for him.
Tell your client you hope that he will find these techniques valuable, and wish

him every success in the future.

x As we close now, does anyone have any remaining questions or comments?

x  After completion of the final assessment, we will soon hold a Closing Ceremony for

all of you. We will be in touch with you as to the time and location.
x  We are very grateful for your participation in this program. We hope that you will

be able to use the skills you learned here to improve the quality of life for

community members who seek your support.

Congratulations on completing the Training Progr am for

Paraprofessionals!
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II. FINAL ASSESSMENTS AND CLOSING

Please read each question and each of the possible responses. Select the best answer
from among the choices provided. You may turn in your final assessmentand leave

when you are finished.

Congratulations on comp leting the Training Program for Paraprofessionals.

We thank you again for participating in our program!
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Training Handout #1

Unhealthy Thinking Styles + Common Patterns

We often make common thinking errors when we are uncomfortable in a parti cular

situation or when we are experiencing unpleasant or negative feelings and sensations.

Some common patterns of unhealthy thinking styles include:

Unhealthy Thinking Style

Typical Thoughts

Blaming myself

If things go wrong, it is always my fault

If my spouse becomes sick, it is always

my fault. | am not a good spouse.

Not giving myself credit
(T wUOTl POT Uw T Ow P bedddsd uofi

someone else

(UzUwOOOawOUEOwWPT I ¢

healthy .

Gloomy view of future
Believing or predicting that b ad things are

going to happen

Nothing can stop me from getting sick
this year.

| will always be depressed.

Mind -reading

Negative view of how others see you

| often think that others think badly of

me

Thinking in extremes

ftEEOz OwET wx1 0pointBr{ing w U

| am uneducated, so | will never be a

capable person.

Not believing in my abilities

| can never achieve this task

Giving up before trying

I am no good at this

Source: Rahman et al., 2008
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Training Handout #2

Distraction Techniques

Distraction techniques can help your clients take their minds off of their negative

thoughts. Teach your clients these distraction techniques, which also appear in your CBT

Activity Book:

1

Imagining a Pleasant Image/Scene

Tell your client to try to visualize a peaceful, relaxing scene: Were he would
like to go? Who he would like to go with? How he would like to get there?
What he would like to do there? How much time he would like to spend in his

SEUI EOz wx OEET ¥

Listening to relaxin g or enjoyable music or watch favorite movies

To relax, distract or lift his mood.

Take a short walk

Pay close attention to the sights, smells, sounds and characteristics of things in
his garden or neighborhood; such as coloss, shape and size of neighboring
buildings .

Visualizinga red? 23 . / 2 al2 DT O

Ask your client to imagine a red traffic light stop signal in his mind when he feels

overwhelmed or upset by negative thoughts and feelings, including fatigue.

Follow the stop signal image by saying to himself, ? U U O x w UtheBethégativd w
UOT 1 Oxi UOwUIOEX W ERPJ 00O WOOwli 1T wdi 1 EUDYI
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Training Handout #3

Symptoms of Alcohol Use Disorder
(National Institute on Alcohol Abuse and Alcoholism)
Alcohol use disorders are medical conditions that loardiagnosd when aclient 6 s

drinking causes distress or harm. See if you recognize any of these symptoms in yourself.

In the past year, have you (check below):

[ had times when you ended up drinking more, or longer, than you

intended?

[~ more than once wanted to cut down or stop drinking, or tried to, but

couldn't?

[~ more than once gotten into situations while or after drinking that increased
your chances of getting hurt (such as driving, swimming, using machinery,

walking in a dangerous area, or having unsafe sex)?

[ had to drink much more than you once did to get the effect you want? Or

found that your usual numbe r of drinks had much less effect than before?

[~ continued to drink even though it was making you feel depressed or
anxious or adding to another health problem ? Or after having had a memory

blackout ?

[~ spentalot of time drinking? Or being sick or getting over other

aftereffects?

[~ continued to drink even though it was causing trouble with your family or

friends ?

[~ found that drinking | or being sick from drinking | often interfered with
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taking care of your home or family ? Or causedjob troubles? Or school problems?

[~ givenup or cut back on activities that were import ant or interesting to

you, or gave you pleasure, in order to drink?

[~ more than once gottenarrested, been held at a police station, or had other

legal problems because of your drinking?

[ found that when the effects of alcohol were wearing off, you had
withdrawal symptoms, such as trouble sleeping, shakiness, restlessness, nausea,

sweating, a racing heart, or a seizure? Or sensed things that were not there?
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Training Handout #4

Risk and Protective Factors for Suicide

(Suicide Prevention Resource Center, Education Devebpment Center, Newton, MA, USA)

Some of the most important risk and protective factors are outlined below.
Risk Factors for Suicide

Biopsychseocial Risk Factors

Mental disorders, particularly mood disorders, schizophrenia, anxiety disorders
and certain personality disorders

Alcohol and other substance use disorders

Hopelesshess

Impulsive and/or aggressive tendencies

History of trauma or abuse

Some major physical illnesses

Previous suicide attempt

Family history of suicide

Environmental Risk Factors
Job or financial loss
Relational or social loss
Easy access to lethal means

Local clusters of suicide that have a contagious influence
Sodalcultural Risk Factors

Lack of social support and sense of isolation

Stigma associated with help-seeking behavior
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Barriers to accessing health care, especially mental health and substance abuse
treatment
Certain cultural and religious beliefs (for instance, the belief that suicide is a
noble resolution of a personal dilemma)
Exposure to, including through the media, and influence of others who have
died by suicide

Protective Factors for Suicide

Effective clinical care for mental, physical and substance use disorders
Easy access to a vaety of clinical interventions and support for help -seeking
Restricted access to highly lethal means of suicide
Strong connections to family and community support
Support through ongoing medical and mental health care relationships
Skills in problem solvin g, conflict resolution and nonviolent handling of disputes
Cultural and religious beliefs that disc ourage suicide and support self-
preservation

However, positive resistance to suicide is not permanent, so programs that support and

maintain protection again st suicide should be ongoing.
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CBT Activity Book ¢+ Support Handout #1

CBT Support SessionOutline

Provider No.

Participant No.

Session No.

Date

U Mood Check

Start by checking on E O B Imddd ard symptoms
using the Mood Scale provided in Support Handout
#2

i Agenda Setting

Provider and client set an agenda for the session

U Previous Session Review

Create a bridge to the new sessionand review

homework, discussing problems and successes

i  Address Agenda

Together, addressissues on the agenda

i  New Homework

Together, set new homework

0 Summarizing & Feedback

Provider summarizes the session and client prov
feedback
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CBT Activity Book ¢ Support Handout #2 - Mood Chart

L

Very Well

|,' ._. | Well
Neutral

. . Poorly

Very Poorly
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CBT Activity Book ¢ Support Session Handout #2 (Continued)
Mood Chart with Numerical Scores

Very Well =5
| ¢ |
™ Well = 4
Neutral = 3
Very Poorly = 1
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CBT Activity Book ¢+ Support Handout #3
First CBT Session

Questions to Ask, Actions to Take
Ask your client,
U Please tell me what brought you to me and how you are feeling now ?
U How are you getting along in your daily life?
What do you do on a typical day?
How ofte n do you see family and friends?
How do you function in your relationships?
U What are your expectations for how | might help you ?
Mood Chart

Ask your client about his current mood using your Quick Mood Chart. Show your
client how to use the mood chart, which is provided in your CBT Activity Book. Ask
your client to record his mood daily in his Activity Log and share this with you in

session.
1st Session Objectives
Develop a shared understanding of the problem
Establish a strongworkin g relationship

Educate your client about depression, how CBT works and what sessions will

be like
Agree on Support SessionGoals with your client

Instill HOPE in your client



CBT Activity Book ¢+ Support Handout #4
Main Targets for Change

Short, Medium or
Summarize Problems into Clear Ta rgets for Change | Long-term

Problem-Solving

Assertiveness or other
changes in

relationships

Identifying and
changing extreme and

unhelpful thoughts

Overcoming reduced ie, drinking too much alcohol
activity or unhelpful

behaviors

Overcoming physical ie, sleep or pain problems
problems

Using prescribed
medications correctly
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CBT Activity Book ¢ Support Handout #5
Daily Practice ¢+ Thought Record

Instructions

- Istcolumn, write your Thoughts about a distressing situation.

- 2nrd column, write the Feelings/Actions that result from your Thoughts.

- 34 column, write the Consequences you experience:

symptoms.

feelings, behaviors, physical

Thoughts

Feeling/Action

Consequences

Unhealthy thinking and beh

avior:

Ran out of time to prepare
evening meal for the
family. ( z OwUOUI O
| am not coping?

#O00zUwil YI Ow UL
asleep watching TV on the
couch.

Upset, frustrated,;
disorganized

Change unhealthy thinking

and behavior:

Worried about preparing
dinner for the family

I can cook the soup and let
my daughter do the rest.

Less stress; sense of
accomplishment, motivated
to do more the next day

Feeling exhausted mid-
day and worried about
how to manage the rest of
the day.

I will stay calm and do
what | really need to today
and leave the other chores
for when | am feeling better.

optimistic, in -control,
confident; re-planning
schedule to complete
necessary tasks only

Unhealthy thinking and beh

avior:

| feel anxious and fearful
sharing my problems

( WE 607 U wpdhlems) |
wit h anyone

greater stress and anxiety;
avoiding people more

Change unhealthy thinking

and behavior:

| can discuss my feelings
with a few trusted friends
or family

Trying to share problems
with others

less stress andmore feeling
connected to others; less
isolated and alone
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Daily Practicel Thought Record

Instructions

- 1% column, write youThoughts about a distressing situation.

- 20 column, write the Feelings/Actions that result from your Thoughts.

- 39 column, write any of the thre€onsequencesyou expeience: feelings,

behaviors, physical symptoms.

Thoughts

Feeling/Action

Consequences
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CBT Activity Book t+ Support Handout #6
Steps for Planning a Manageable Schedule

1. Write down your weekly depression support sessions Your provider will try to keep

your sessions at a regular time. You will also find that your session will take on
average 30 minutes. When planning your day, allow extra time for traveling to and
from your provider.

2. Plan on eating 3 daily meals.

3. Planto rest and relax for at least 15 to 30 minuteseach day.

4. Do at least one 30minute daily physical/recreational activity you enjoy ; such as

walking, gardening, or other exercise.

5. Write down on a blank sheet of paper all the activities you would like to comp lete

during the day; including your work and regular home activities and chores such as
preparing dinner, laundry, ironing, caring for children and other family members.

a. Number each activity in terms of how important it is to you. If there is

something you have to do that day, label it #1, followed by the next essential
task you would like to accomplish. Example 1= support session, 2 = pick up
grandchild from school, 3 = prepare dinner, etc.

b. Write down each activity in your weekly planner, making sure to allow

yourself enough time to accomplish each task.
c. If you cannot do all the activities you would like in one day, put off your less
important activities (those you rated 5 or 6) to another day when you are less

busy.

It is important to maintain healthy , balanced routine. Be sure to make time daily
for relaxation and exercise. Set realistic goals for what you can and cannot accomplish

in a day. Set yourself up for success and fulfillment.



CBT Activity Book t+ Support Handout #7

Activity Log

Please write your activity in the first column and how often you will do the activity in

the second column. Then, check off each day you do the activity under days 1t 7.

Type of Activity How Often? Dail
Go tosupportsession Twice weekl
Mood Check Once daily
Fill in Thought Record Once daily
Go for a walk Once daily
Type of Activity How Often? Dail
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Type of Activity

How Often?

Daily

Type of Activity

How Often?

Dail
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Supplemental Reading #1
Six Interviewing Strategies Relevant to Suicide Risk
Assessment

The information below is a very brief summary of material found in The Practical Art of

Suicide Assessmentby Dr. Shawn Shea(1999)

These interviewing techniques place emphasis on the use of forcedchoice rather than
open-ended questions. Dr. Sheaasserts that concrete, specific, factual information gives
the clinician a database from which conclusions about suicide risk can be drawn. Even
though the E O b 1 ofitiapdJand imp ressions are often misleading, Dr. Sheaadvocates
opinion -questions that may identify cognitive distortions. Listed below are # U6 w21 1 Ez Uw

six major techniques:

1. Behavioral Incident

Questions recreate behavior in the form of a running verbal videotape. Instead of

EUOPOT Ow?6T AawEPEOZzZ UwadUlwopOOwaduuUUl Ol y2 ww UOwU
T 001 wOOwWUT | WEEUOwWPDUT wOT 1T wbOUI OUwUOwOPOOwadUUU
down fromtheto x wi OOOUY wubr® EpPlwdDEDIaUdl wa OUwi UOOwWUT 1T wi ET I

2. Shame Attenuation

Questions give credit to the E O B I ndtives @nd point of view as a strategy to find out

I EYI yWeOumwRat way does your husbanE wOE Ol wOPi | wEDI I PEUOU Wi OU w
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3. Symptom Amplification

This strategy assumes behaviors occurred andthus uses overestimation so that theclient
PPOOwWxUOYPEI wEwWOUUI wi UUPOEUT wOi wEEUD EDEA & w wtud C
. YT Ul UUPOEUI wEaAWEUODPOT w?' ObpwOEGawl OUUUwWT EYIT w:
P11 Oy2ww?3pl OUawOUwWUT PUUAY 2

4. Gentle Assumption

Behavior is assumed. Instead of ? ' EYIl wa OUwUT OUT T OWEEOUUwWI Obpwadu
aOUUwWET Brx@sbhetter@yask® 8 OUwOP Ol Oawl EYT wOT OUT T OwEEOGUU
what ways did you think your deathwould Ei I 1 EQwa OUUwWET POEUI Oy »

5. Denial of the Specific

3T DUwWUI ET OPGUI woOPTTUwWE]I wUl OEOCTI Ew?#1 OPEOQw Of w/
U1 UUDOOWUUET ayHit yoR thibkuydui dedthuwould ET I 1 EQwa OUUWET PO
fails to produce meaningful data, the client may be more open to consider specific
EITEYDOUUWOT ECWEUT wxUl Ul O0U1 EWEUwxOUUPEDPODPUDI UB
OPTTUOwWEI T 1T EQwadbUUwWET DPOEUI Oy 2

6. Normalization

This approach gives permission for the client to feel or act in certain ways because it is
OOUOEOQWUOWEOWUOWUOET UwUPOPOEUWEDPUEUOQUUEOET Ud w
11T O0woPpi T wuwRUUOwhUOZzZOwPOUUT wOPYDOT 6 ww# Owa OV wi 11

Review prepared by David J. Knesper, M.D. on March 7, 2003 See the complete lecture at

http://www.depressioncenter.org/suicide assessment/index.htm
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Supplemental Reading #2
Assessment andManagement of Individuals at Risk for
Suicide
(University of North Carolina at Chapel Hill, Clinical Core Competencies Curriculum)

Below is a common framework for learning about and gaining skill in working with
individuals at risk for suicide. This is a set of core competencies, based on current

empirical evidence and expert opinion .

A. Working with Individuals at R isk for Suicide: Attitudes and Approach
1. Manage your reactions to suicide
a. Becomeaware of your own emotional reactions, attitudes and beliefs
related to suicide
b. Understand the impact of your emotional reactions, attitudes and
beliefs on your client
c. Tolerate and regulate your emotional reactions to suicide
d. Obtain professional assistance from psychiatric professionals
2. Reconcile the difference (an d potential conflict) between your goal to
xUl YI OUwUUPEDPE]l wEOEwWwaOUUWEODPI OUzUwil OEOu
through suicidal behavior
a. 40EIl UUUEOEwWUT EVUWUUPEPEEOQWUT DPOODPOT WEOD
your client when viewed in the context of his or her history,
vulnerabilities and circumstances
b. Accept that your client may be suicidal and validate the depth of
your EOPDI OUz UwUUOUOOT wilil opOl UWEOEWET UDPU
c. Understand the functional or useful purpose of suicidality to your

client
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d. Understand that most suicidal individuals suffer from a state of
mental pain or anguish and a loss of self-respect
e. Maintain a honjudgmental and supportive stance
f. Voice authentic concern and true desire to help your client
g. View each client as an individual with his or her own unique set
of issues and circumstances and assomeoneyou are seekingto
understand thorough ly within their family and community
EOOUI RUOWUEUT 1 UwGiliddd @BBuBwWER] Ul 0O0axb
3. Maintain a collaborative, non -adversarial stance
a. Listen thoroughly to attain a shared understanding of your
EOPI OUzUwUUPEPEEOPUawWEOE wWl OEOU
b. Communicate that helping to achieve resolution of your EOP1 OUz Uw
problem(s) is most important
c. Create an atmosphere in which your client feels safe sharing
information about his or her suicidal thoughts, behaviors and
plans
d. Share what you know about the suicidal state of mind
e. Honestly express to your client why it is important that the person
continue to live
f.  Work with your client and do not abandon him or her
g. Be empathic to the suicidal wish

4. Make a realistic assessment of your ability and time to assess and care

for a suicidal person

B. Understanding Suicide

1. Be familiar with suicide -related statistics
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2. Demonstrate an understanding of risk and protective factors (earlier
handout)
a. Ask your client questions about suicide-related risk and protective
factors during assessment
b. Consider risk and protective factors when formulating risk
c. Incorporate modifiable risk and protective factors into treatment and
services planning

d. Consider risk and pro tective factors when managing suicidal clients

C. Collecting Accurate Assessment Information

1. Integrate a risk assessment for suicidality early on in the meeting, regardless
of the setting in which the interview occurs, and continue to collect
assessment infomation on an ongoing basis

2. Ask about risk and protective factors

3. Ask about suicide ideation, behavior and plans

4. Ask about warning signs of imminent risk of suicide

D. Developing a Plan of Action

1. Collaboratively develop an emergency plan that assures safety and conveys
the message thata O U U w E<aty i©rdtméhotiable

2. Coordinate and work collaboratively with psychiatric professionals to get

help for your client

E. Managing Care
1. Follow your clients closely including taking reasonable steps to be proactive
a. Motivate and support your clients in getting them to a psychiatric

professional at the hospital
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b. Engage in collaborative problem-solving with the client to address
barriers in adhering to the plan and to revise the plan as necessary
c. Assure that your client, family, significant others, and other care
providers are following through on agreed upon actions
d. Follow -up with all suicidal clients
2. Follow principles of crisis management
a. Take a problem-solving approach

b. Maintain a matter -of-fact demeanor

o

Perceive crises as opportunities for growth

d. Know that crises are short-lived

o

Neither punish nor reinforce suicidal behavior

F. Documenting

1. Write down information you collected from your client and give it to the

psychiatric professionals
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Conclusion

References Used inThis Manual
Session 1

Academy of Cognitive Therapy. Available at http://www.academyofct.org/ . Retrieved
on March 1, 2011.

Beck, J.S. (1995).Cognitive Therapy: Basics and BeyoNew York, NY: Guilford Pres s.
Bloom, B.R. (1999). The future of public health. Nature, 402(6761 Suppl)C63-4.

Goffman, E. (1963). Stigma: Notes on the Management of Spoiled Identignglewood
Cliffs, New Jersey: Prentice-Hall.

Hathirat, S. (1983). Buddhist monks as comnunity health workers in Thailand. Social
Science and Medicine, 174857.

Kirmayer, L. J., Narasiah, L., Munoz, M. Rashid, M., Ryder, A. G., Guzder, J., Hassan, G.,
Rousseau, C., Pottie, K. (2011). Common mental health problems in immigrants
and refugees: general approach in primary care. CMAJ, 183(12) E959E967.

Koenig, H. G. (2000). Depression in the medically ill: a common and serious disorder.
International Journal of Psychiatry in Medicing),2957.

Lau, A. S., Jernewall, N. M., Zane, N. & Myers, H. F. (2002). Correlates of suicidal
behaviors among Asian American outpatient youths. Cultural Diversity and Etnic
Minory Psychology, 8(3)199-213.

Lindert, J., Ehrenstein, O.S., Priebe, S., Mielck, A., & Brahler, E. (2009). Depressionral
anxiety in labor migrants and refugees ¢ a systematic review and meta-analysis.
Social Science and Medicine, 886-57.

Maramis, A., Nguyen, V. T., & Minas, H. (2011). Mental health in Southeast Asia. The
Lancet, 377700-702.

Marshall, G. N., Schell, T. L., Elliott, M. N., Berthold, S. M. & Chun, C. A. (2005). Mental

health of Cambodian refugees 2 decades after resettlement in the United States.
JAMA, 294(5),571-9.

187


http://www.academyofct.org/

Mathers, C.D., & Loncar, D. (2006). Projections of global mortality and bu rden of
disease from 2002 to 2030.PL0oS Med., 3g442.

Muangman, D., & Hirunraks, A. (1983). Knowledge, attitudes, and practices of 1,985
Buddhist monks in Thailand concerning family planning, sterilization and
primary health care. Journal of the Thakssociation of Voluntary Sterilizatior§7-90.

Murray, C. J., & Lopez, A.D. (1997). Alternative projections of mortality and disability
by cause 19962020: Global Burden of Disease Study.Lancet, 3491498 1504.

Patel, V., Weiss, H., Chowdhary, N., Naik, S., Pednekar, S., Chatterjee, S., De Silva, Ml.,
Bhat, B., Araya, R., King, M., Simon, G., Verdeli, H., & Kirkwood, B. R. (2010).
Effectiveness of an intervention led by lay health counselors for depressive and
anxiety disorders in primary care i n Goa India (MANAS): a cluster randomized
controlled trial. Lancet, 376208695.

Rahman, A., Malik, A., Sikander, S., Roberts, C., & Creed, F. (2008). Cognitive behavior
therapy-based intervention by community health workers for mothers with
depression and their infants in rural Pakistan: a cluster -randomised controlled
trial. ThelLancet, 372902 909.

Simons, A. D., Padesky, C.A., Montemanaro, J., Lewis, C. C., Murakami, J., Lamb, K.,
DeVinney, S., Reid, M., Smith, D., & Beck, A. T. (2010). Trainng and
dissemination of Cognitive Behavior therapy for depression: A preliminary
examination of therapist competence and client outcomes. Journal of Clinical and
Consulting Psychology, 7851-756.

Steel, Z., Chey, T., Silove, D., Marnane, C., BryantR. A., Van Ommeren, M. (2009).
Association of torture and other potentially traumatic events with mental health
outcomes among populations exposed to mass conflict and displacement: a
systematic review and meta-analysis. JAMA, 302(5),537-49.

Swaddiwudh ipong, W., Chaovakiratipong, C., Nguntra, P., Khumklam, P., & Silarug, N.
(1993). A Thai monk: an agent for smoking reduction in a rural population.
International Journal of Epidemiology, 2&60-5.

Techapanyo, T., & Khiewrord, U. (2004). Buddhist monks supporting and empowering
older people as community resources in responding to the HIV epidemic: Hua
Rin Temple experience in Chiang Mai Province. International Conference on AIDS,
July 1216, 2004; 15abstract no. WePeD6499.

188



The Beck Institute for Cognitive Therapy and Research. Questions and Answers about
Cognitive Therapy. Available at http://www.beckinstitute.org . Accessed March
2, 2011.

UNICEF. (2010). The Mekong Partnership & Beyond. The Sangha Metta Project.
Retrieved on August 10, 2010 from http://www.unicef.org/eapro -
hivaids/countries/thailand.htm .

Waulsin, L. R., Vaillant, G. E., & Wells, V. E. (1999). A systematic review of the mortality
of depression. Psychosomatic Medicine, 68-17.

Session 2

Ablon, J. S., Jones, EE. (2002). Validity of controlled clinical trials of psychotherapy:
Findings from the NIMH Treatment of Depression Collaborative Research
Program. American Journal of Psychiatry, 15875-783.

Orange County, NC, Health Department. (2011). 2011 Orange County community
health assessment, Focus group summary. Retrieved on Sept. 2, 2012 from
http://www.co.orange.nc.u s/health/documents/FINAL 2011 Orange County C
HA_Full_Report2.pdf .

Rahman, A., Malik, A., Sikander, S., Roberts, C., & Creed, F. (2008). Cognitive behavior
therapy-based intervention by community health workers for mothers with
depression and their infants in rural Pakistan: a cluster-randomised controlled
trial. TheLancet, 372902 909.

Simons, A. D., Padesky, C.A., Montemanaro, J., Lewis, C. C., Murakami, J., Lamb, K.,
DeVinney, S., Reid, M., Smith, D., & Beck, A. T. (2010). Training and
dissemination of Cognitive Behavior therapy for depression: A preliminary
examination of therapist competence and client outcomes. Journal of Clinical and
Consulting Psychology, 7851-756.

Session 3

Rahman, A., Malik, A., Sikander, S., Roberts, C., & Creed, F(2008). Cognitive behavior
therapy-based intervention by community health workers for mothers with
depression and their infants in rural Pakistan: a cluster-randomised controlled
trial. ThelLancet, 372902 909.

189


http://www.beckinstitute.org/InfoID/220/RedirectPath/Add1/FolderID/237/SessionID/%7b694E9C4D-31EA-48D9-9790-54A69EBC1C62%7d/InfoGroup/Main/InfoType/Article/PageVars/Library/InfoManage/Zoom.htm
http://www.unicef.org/eapro-hivaids/countries/thailand.htm
http://www.unicef.org/eapro-hivaids/countries/thailand.htm
http://www.co.orange.nc.us/health/documents/FINAL_2011_Orange_County_CHA_Full_Report2.pdf
http://www.co.orange.nc.us/health/documents/FINAL_2011_Orange_County_CHA_Full_Report2.pdf

Session 4

Rahman, A., Malik, A., Sikander, S., Roberts, C., & Creed, F. (2008). Cognitive behavior
therapy-based intervention by community health workers for mothers with
depression and their infants in rural Pakistan: a cluster-randomised controlled
trial. TheLancet, 372902 909.

Simons, A. D., Padesky, C.A., Montemanaro, J., Lewis, C. C., Murakami, J., Lamb, K.,
DeVinney, S., Reid, M., Smith, D., & Beck, A. T. (2010). Training and
dissemination of Cognitive Behavior therapy for depression: A preliminary
examination of therapist competence and client outcomes. Journal of Clinical and
Consulting Psychology, 7851-756.

Miranda, J., Woo, S., Lagomasino, |., Hepner, K.A., Wiseman, S., & Munoz, R. (2006).
&UOUxw +1 EET Uz Utu Gr@up WCOdhitive (BBhAWibral Therapy for
Depression. Available at http://www.hsrcenter.ucla.edu/research . Retrieved on
March 1, 2011.

190


http://www.hsrcenter.ucla.edu/research

Referrals Guide

Dom estic Violence

U In Chapel Hill , call Compass Center for Women and Families 24-hour Crisis Line

at (919) 9297122 Located at 207 Wilson Street, Chapel Hill, NC 27516

Alcohol Abuse/Dependence

U In Chapel Hill , bring the person to the Emergency Room at the hospital ¢ UNC
Health Care, 101 Manning Drive, Chapel Hill, NC 27514, Phone: (919 9664131.

U OR, Call Freedom House Recovery Center at (919) 9422803, which islocated at 104
New Stateside Drive, Chapel Hill, NC 27516

Suicidal Behavior

If you consider a person may harm himself or another person,

U In Chapel Hill, call 911 or bring the person to the Emergency Room at the
hospital + UNC Health Care, 101 Manning Drive, Chapel Hill, NC 27514. Phone:
(919 9664131

191



Appendix C

ParaprofessionalsAssessment of Depression Knowledge

Signs, Symptoms and Support

1. Major depression is diagnosed when 5 or more symptoms of depression are

present for most of the day, nearly every day

a.

for at least 1 year
for at least 6 months
for at least 2 months

for at least 2 weeks

2. Physical symptoms of depression include

a. Difficulty concentrating

b.

C.

d.

Nausea, stomach ache, headache, chronic body pains
Hopelessness

Loss of interest in activities

3. Which of the following is a sign of suicide risk?

a. Frequent complaining

b. Nervousness and forgetfulness

C.

Self-destructive behaviors, such as injuring oneself

d. Visiting a mental health professional
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4. Reflective listening is a communication strategy that includes the following:

a.

3POwUUIl xUowwUI 1 OBPOT wUOWUOET UUUEOEwWUT T wU>
have understood the idea by offering it back to the speaker

%D OEDOT wWOUUWEUWOUET wEUwWwa OUWEEQWEEOUUWUOT I
Mindfulness meditation

Investig UD OT WEwx1 UUOOZz UwbpDOODOT Ol UUWUOWET EO

5. Cognitive -behavioral therapy is which of the following:

a.

b.

C.

d.

A family -focused treatment
'EUI EwOOwWUOETI UUUEOGEDOT woOOI zUwWET DOET OOE
Mainly focused on interpersonal relations

A way of altering the cycle of unhealthy thoughts and behavior

6. Following the completion of treatment, the lowest risk of relapse ¢ depression

returning after treatment, is when the initial treatment was:

a.

Medication (once the best combination is found)

Medication plus cognitive -behavioral therapy

Behavior therapy or cognitive -behavioral therapy

Cognitive -behavioral therapy, interpersonal therapy, and medication

have equivalent relapse prevention outcomes
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7. You can best identify automatic thoughts in cognitive therapy when
a. Emotion is present at medium or high le vels.
b. Emotion is reduced so the client can be rational.
c. The client has average or better intelligence.
d. The client knows how to fill out a thought record.
8. According to research, structure in cognitive therapy:
a. Is only helpful if the client likes structure.
b. Reduces therapy alliance ratings.
c. Is more important early in therapy than later in therapy.
d. Islinked to better treatment outcomes.
9. Which of the following is most likely to help clients engage more in CBT
sessions?
a. Lower session fees
b. Medication
c. Therapist curiosity

d. Homework assignments
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10. Research shows that client ratings of how well he connects or gets along with the
provider,
a. Are poorerin CBT but these do not affect therapy outcome.
b. Are higher in CBT than in many other therapies.
c. Are notrelevant to CBT outcomes.

d. Are more relevant to outcome in CBT than in other therapies.

Note: Items 5¢ 10 are taken from the Therapist Depression Knowledge Questionnaire,

(Simons et al, 2010).
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Key ¢ Assessment of Depression

akrwne=

D 6. C
B 7. A
C 8. D
A 9. C
D 10.B
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Appendi x D
Paraprofessionals- Assessment of Attitudes Toward Depression
A.Pl ease read t he Johrisldépeessedmrgl toektadyleaome nt : 0
overdose last month to ttg hurt himselfo
Please underline the answer that best reflects your views:

1. Ithinkthh s woul d damage Johndés career.

(@}
—

a. Strongly agre&/Agree*/Neutraf/Disagreé/Strongly disagre& D o n
know”

2. 1 would be comfortable about inviting John to my home for dinner.

a.

Strongly agreé/Agree’/Neutraf/Disagreé/Strongly disagre®/ Do n 6 t
know”
3. Howli kely do you think it would be for Jo
2 Very likely"?Quite likely/Neutraf/Unlikely*/Very unlikely’/ Do n & t
know”
4. Itis best for John to take care of his personal problems and not share them with a
mental health professional.

a.

Strondy agreé?Agree/Neutraf/Disagre&/Strongly disagre& Do n 6 t
know”
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5. John and his family will be embarrassed if John speaks with the doctor about his

sadness.

a.

Strongly agre&/Agree/Neutraf/Disagre&/Strongly disagre& Do n 6 t
know”

Note: Section Bl-5was adapted from the Attitudes to Mental lliness Questionnaire (Luty, Fekadu, Umoh

& Gallagher, 2006).

B. Please read each statement and circle the answer that best reflects your viewpoint.
l.Depression is a way thatmswveak people col
5 4 3 2 1
Strongly Agree Neutral Disagree Strongly
Agree Disagree

2. | am comfortable addressing the problems of people with depression.

1 2 3 4 5
Strongly Agree Neutral Disagree Strongly
Agree Disagree

3. Depression reflects a personality charaderistic in the person that is not easy to

change.
5 4 3 2 1
Strongly Agree Neutral Disagree Strongly
Agree Disagree
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4. Depression will go away without the help of doctors and mental health
professionals.

5 4 3 2 1
Strongly Agree Neutral Disagree Strongly
Agree Disagree

5. Depressed people should share their personal problems with their family only .

5 4 3 2 1
Strongly Agree Neutral Disagree Strongly
Agree Disagree

Note: Section C. 15was adapted from the Attitudes About Depression Questionnaire (Levav et

al., 2005).
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Appendix E

A Short Acculturation Scale for Burmese SpeakingRefugeesEnglish Version
INSTRUCTIONS: Please circle the number that corresponds to your best ansgaatio
guestion.

1. In general, what language(s) dogu read and speak?
Only Burmesdanguage(s)*

More Burmesdanguage(s) than English
Both equally

More English thaBBurmesdanguage(s)
Only English

Other

O~ WONPF

2. What language(s) did you use aschild?
Only Burmesdanguage(s)

More Burmesdanguage(s) than English
Both equally

More English thaBBurmesdanguage(s)
Only English

Other

O wWDNPRF

3. What language(s) do you speak at home?
Only Burmeselanguage(s)

More Burmesdanguage(s) than English

Both equally

More English thaBBurmesdanguage(s)

Only English

Other

aprwWwNPEF

4. In which language(s) do you usually think?
Only Burmesdanguage(s)

More Burmesdanguage(s) than English

Both equally

More English tharlBurmesdanguage(s)

Only English

Other

ab~ wWwN PR

5. What language(s) do you usually speak with your friends?
Only Burmesdanguage(s)

More Burmesdanguage(s) than English
Both equally

More English thaBBurmesdanguage(s)
Only English

Other

aps~wWN P
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6. In what language(s) are the TV programs you usually watch?
Only Burmeselanguage(s)

More Burmesdanguage(s) than English
Both equally

More English thaBBurmesdanguage(s)
Only English

aprwN PR

7. In what language(s) are the radio programs you usually listen to?
Only Burmesdanguage(s)

More Burmesedanguage(s) than English
Both equally

More English thaBBurmesdanguage(s)
Only English

ab~r wWwNPEF

8. In general, in what languages(s) are the movies, TV, and radio programs you
preferto watch and listen to?

Only Burmesdanguage(s)

More Burmesdanguage(s) than English
Both equally

More English thaBBurmesdanguage(s)
Only English

ab~ wNPE

9. Your close friends are:

All Burmese

More Burmesethan Americans
About half and half

More AmericanstianBurmese
All Americans

O~ WNPEF

10. You prefer going to social gatherings/parties at which the people are:
All Burmese

More Burmesehan Americans
About half and half

More Americans thaBurmese
All Americans

O~ wWNPF

11. The persons you visit or who visit you are:
All Burmese

More Burmesethan Americans

About half and half

More Americans thaBurmese

All Americans

ab~ wWwNPE
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12. I f you could choose your chbel drends fri
All Burmese

More Burmesethan Americans
About half and half

More Americans thaBurmese
All Americans

aprwN PR

*Burmesdanguage(s) refer(s) toBurmeseor other dialects spoken kpeople from Burma

(Myanmar) Adaptedromi A Short Accul turation Scale for Fi
adaptedy Dela Cruz, F.A., Padilla, G.V. & Agustin, E.O., 2000y oArShdgit Acculturation

Scal e for Hi spanics, 06 by G. M@abagal andE.J. &Perdro g a |l ,
Stable, 1987, Hispanic Journal of Behavioral Sciences, 92@0p203.
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Appendix F

A Short Acculturation Scale for Karen-SpeakingRefugeesEnglish Version
INSTRUCTIONS: Please circle the number that corresponds to your best ansgaatio
guestion.

1. In general, what language(s) do you read and speak?
Only Karen language(s)* 1

More Karen language(s) than English 2

Both equally 3

More English than Karen language(s) 4

Only English 5

Other

2. What languagés) did you use as a child?
Only Karen language(s)

More Karen language(s) than English

Both equally

More English than Karen language(s)

Only English

Other

abhwNPE

3. What language(s) do you speak at noe?
Only Karen language(s)

More Karen language(s) than English
Both equally

More English than Karen language(s)
Only English

Other

O~ wWNPE

4. In which language(s) do you usually think?
Only Karen langage(s)

More Karen language(s) than English
Both equally

More English than Karen language(s)
Only English

Other

gabhwNPE

5. What language(s) do you usually speak with your friends?
Only Karen language(s) 1

More Karen language(s) than English 2

Both equally 3

More English than Karen language(s) 4

Only English 5

Other
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6. In what language(s) are the TV programs you usually watch?

Only Karen language(s) 1
More Karen language(s) than English 2
Both equally 3
More English than Karen language(s) 4
Only English 5

7. In what language(s) are the radio programs you usually listen to?

Only Karen language(s) 1
More Karen language(s) than English 2
Both equally 3
More English than Karen language(s) 4
Only English 5

8. In general, in what languages(s) are the movies, TV, and radio programs you
preferto watch and listen to?

Only Karen language(s)

More Karen language(s) than Eishl
Both equally

More English than Karen language(s)
Only English

abhwNPRE

9. Your close friends are:
All Karen

More Karenthan Americans
About half and half

More Americans thaKaren
All Americans

gabrhwNRE

10. You prefe going to social gatherings/parties at which the people are:
All Karen

More Karenthan Americans
About half and half

More Americans thaKaren
All Americans

O wWNPE

11. The persons you visit or who visit you are:
All Karen

More Karenthan Americans
About half and half

More Americans thaKaren
All Americans

gabhwNPRE
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12. I f you could choose your childrends fri
All Karen

More Karenthan Americans
About half and half

More Americans thaKaren
All Americans

O~ wWNPE

*Karen language($) refer(s) to Karen or other dialects spoken by Karen people from Burma

(Myanmar) Adapted r om A A Short Acculturation Scale for
adaptedoy Dela CruzF.A., Padilla, G.V. & Agustin, E.O., 2000, r oArShdgit Acculturation

Scal e for Hi spanics, 06 by G. M@abagal andE.J. &Perdro g a |l ,

Stable, 1987, Hispanic Journal of Behavioral Sciences, 20i#203.
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Appendix G

Paraprofessionalst Training Program Quizzes
Quiz 1 of 3
1. Major depression is diagnosed when 5 or more symptoms of depression are
present for most of the day, nearly every day
a. for atleast 1 year
b. for at least 6 months
c. for atleast 2 months
d. for atleast 2 weeks
2. Physical symptoms of depression include
a. Nausea, stomach ache, headache, chronic body pains
b. Hopelessness
c. Loss of interest in favorite activities
d. Difficulty concentrating

3. Reflective listening is a communication strategy that includes the following:

a. Findingout EUWOUET wEUwa OUWEEOQWEEOUUWUT T wUx1 EO

b. 3POwUUI xUowwUI I OBDOT wUOWUOET UUUEOEwWUT 1 wU>

have understood the idea by offering it back to the speaker

Mindfulness meditation

13

~

d. (OYI UUPT EUPOT wEwxI UgdOz UwbpDOODOI
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4. Cognitive -behavioral therapy is which of the following:
a. A family -focused treatment
b. ! EUl EwOOWUOET UUUEOGEDPOT wdOOI zUWET POET OOE

Mainly focused on interpersonal relations

e

o

A way of altering the cycle of unhealthy thoughts and behavior
5. Following the completion of treatment, the lowest risk of relapse ¢ depression
returning after treatment, is when the initial treatment was:
a. Medication (once the best combination is found)
b. Medication plus cognitive -behavioral therapy
c. Behavior therapy or cognitive -behavioral therapy
d. Cognitive -behavioral therapy, interpersonal therapy, and medication

have equivalent relapse prevention outcomes
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Quiz 2 of 3

1. Many researchers and clinicians believe depression and anxiety
a. stem from the same biological vulnerability
b. are distinctly diffe rent categories of distress and impairment
c. are unrelated disorders
d. appear to be related, but are not
2. Many people with depression
a. are violent
b. often withdraw from work, social and family relations
c. work harder than other people
d. focus only on the positive
3. Risk factors that may lead to depression include
a. weak character
b. exercise
c. history of trauma or abuse

d. spending a lot of time socializing
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4. What is the goal of cognitive restructuring?
a. 3OwUOEI UUUEOEwWOOI zUwWET DOET OOE
b. To replace unhealthy thoughts with helpful ones
c. To replace hallucinations with helpful actions
d. To increase healthy behaviors
5. According to research, structure in cognitive therapy:
a. Is only helpful if the client likes structure.
b. Reduces therapy alliance ratings.
c. Is more important early in therapy than late r in therapy.

d. Is linked to better treatment outcomes.
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Quiz 3 of 3

1. Alcohol is considered a
a. stimulant
b. hallucinogen
c. opiate
d. depressant
2. How may alcohol abuse develop into alcohol dependence?
a. itdoes not
b. TUEEUEOOQAWEUWEwWx1T UUOOZzUwUOO!I UEOGET wUOWEOT
c. by using drugs along with alcohol
d. through physical illness
3. You may help women suffering with domestic violence by
a. teaching assertiveness skills and encouraging financial independence
b. ignoring the problem
C. suggesting they not to talk about it

d. trying to chan ge the subject
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4. Which of the following is most likely to help clients engage more in CBT

sessions?
a. Lower session fees
b. Medication
c. Therapist curiosity
d. Homework assignments

5. Research shows that client ratings of how well he connects or gets along with the

provider,

a.

Are poorer in CBT but these do not affect therapy outcome.
Are higher in CBT than in many other therapies.
Are not relevant to CBT outcomes.

Are more relevant to outcome in CBT than in other therapies.

211



Answer Key t Quizzes 1-3

Quiz 1

Quiz 2

Quiz 3

abrwnheE

OO0 wW>» 0

Ok wbNPE

w0 o>

aOkrwbdNPE

WO X>» O
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Appendix H

Paraprofessional Questionnaire - Assessment of Training Program

Program Evaluation Form

Please circle the response that best describes your experience as a participant in
this Training Program.

1. The Training Program has helped me understand the signs and symptoms of
depression better now than when | started this program?

0 1 2 3 4
Strongly Disagree Neutral Agree Strongly
Disagree Agree

2. The new support skills were well explained to me.

0 1 2 3 4
Strongly Disagree Neutral Agree Strongly
Disagree Agree

3. The Program has given me the knowledge and skills to be a more valuable and
helpful to community members.

0 1 2 3 4
Strongly Disagree Neutral Agree Strongly
Disagree Agree
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4. The program has helped me feel better prepared and confident to treat individuals
with depression and support their families.

0 1 2 3 4
Strongly Disagree Neutral Agree Strongly
Disagree Agree

5. What recommendations do you have for making the program more helpful?

00000000000000000000000000000000000C
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o
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