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THE #1 REASON:

LACK OF ACCESS




—

Financial: cost & inadequate/no
Insurance coverage

Stigma, fear

BARRIERS

Limited availability: too few providers,
geographic challenges, wait times

Cultural and language

Systemic issues
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THE #2 REASON:

RECOVERY AVOIDANCE




TO BE COVERED...

l.  Definition and Features of Recovery Avoidance
. Levels of Recovery Avoidance
Ill.  Addressing Resistance

V. Addressing Refusal



BACKGROUND OF
TODAY'S




. DEFINITION AND
FEATURES OF
RECOVERY
AVOIDANCE



RECOVERY AVOIDANCE:

Recurrent failure to explore, pursue, or take
advantage of resources and opportunities

available for resolving problems or improving
health or functioning.



SOME TERMS RELATED TO
RECOVERY AVOIDANCE

* Treatment resistance

* Treatment refusal

 Failure to launch

« Ambivalence
 Nonadherence

* Therapy-interfering behavior

* Treatment-interfering behavior




RECOVERY AVOIDANCE...

...Is a pattern of behavior exhibited over time

...refers to the outcome (not the intention) of a behavior

...Is evidenced by the presence of recovery-incompatible behavior (RIB)



A RECOVERY AVOIDER MAY...

...deny having a problem altogether

...acknowledge having a problem but deny it's psychiatric
...agree it's psychiatric but downplay its severity
...acknowledge its severity but still refuse treatment

...seek the wrong kind of treatment

...seek the right freatment but not adequately parficipate



EXAMPLES OF RECOVERY AVOIDANCE

» The patient who stops taking medication because "l feel beftter.”

« The overweight individual vowing to start eating healthier “first thing
tomorrow.”

* The alcoholic who only drinks “because you're such a b@#ch.”

. Thbe g% who constantly complains about his life but never does anything
about it.

* The smoker who has quit successfully, 14 times.

* The depressed patient claiming psychotherapy “didn’t work” after 2 sessions.
» The back pain sufferer who's “too busy” to attend physical therapy sessions.
* All the New Year’s resolutions that never make it to February.



AND IT'S NOT JUST MENTAL

HEALTH...

 Nonadherence rates for medical treatments (Konstantinou et
al., 2020):

- Hypertension = 40%
- Diabetes = 45%

- Asthma = 59%

- Epilepsy = 39%

- Cancer = 37%

« Rates as high as 70% for physical therapy (Essery et al., 2016)

« 80% of orthodontists believe nonadherence is a major problem
(Crerand et al., 2019)



So, uh...what
Vi causes
recovery
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It's ok, Chris! That
really was a good
question.



https://www.google.com/imgres?q=chris%20farley%20with%20paul%20mccartney&imgurl=https%3A%2F%2Flookaside.fbsbx.com%2Flookaside%2Fcrawler%2Fmedia%2F%3Fmedia_id%3D416486476918579%26get_thumbnail%3D1&imgrefurl=https%3A%2F%2Fwww.facebook.com%2FTheFanatic20%2Fvideos%2Fthe-chris-farley-show-paul-mccartney%2F416486476918579%2F&docid=cVMrB-Rw2Npn_M&tbnid=9zJ0XXU65g8RWM&vet=12ahUKEwix6KLri_uNAxVJ48kDHTjnJJUQM3oECFAQAA..i&w=1435&h=1080&hcb=2&ved=2ahUKEwix6KLri_uNAxVJ48kDHTjnJJUQM3oECFAQAA

WHAT IS NOT THE CAUSE OF RECOVERY AVOIDANCE?

*Laziness
*Oppositionality

Lack of will power
*Apathy

*Desire 1o be impaired



WHAT DOES DRIVE RECOVERY AVOIDANCE?

A COGNITIVE BEHAVIORAL PERSPECTIVE:
* Treatment-Incompatible Beliefs
« Skill & Knowledge Deficits
* Motivational Deficiencies
* Treatment-Incompatible Incentives
» Other psychological factors?
* Practical obstacles



IS THERE
ANYONE
WITHOUT SOME
FORM OF
RECOVERY
AVOIDANCE?®




I. LEVELS OF

RECOVERY
AVOIDANCE



RECOVERY AVOIDANCE
IN THE CONTEXT
OF TREATMENT....




"First off, we
need to kill the
impulse to rip
up our Anger
Workbook.”




Treatment-Interfering Behavior (TIB)

- Behavior incompatible with effective partficipation
INn freatment

e Defined by functional outcome, not by intentfion

eRepresents a pattern of behavior



Examples of TIB

Does not complete therapy homework
Misses sessions

Dismisses, crificizes tfreatment model
Repeatedly switches focus of therapy
Denies presence or severity of problem
Provides inaccurate information

“l dunno”




TIB DISRUPT 1T OR MORE OF
4 ESSENTIAL THERAPEUTIC PROCESSES

1.
2.
3.
4,

Problem-solving
Communication
Follow-Through
Focus



LEVELS OF TREATMENT ENGAGEMENT

Readiness Ambivalence Resistance Refusal

No TIB Moderate TIB Severe TIB Very Severe TIB




ADDRESSING DIFFERENT LEVELS OF TREATMENT ENGAGEMENT

If Then

1. Readiness Treat the presenting problem

2. Ambivalence Treat the presenting problem while
managing TIB

3. Resistance Treat TIB

4. Refusal Work with the family




FOCUS OF 1

'HE REST OF THE PRESENTATION...

If Then

1. Readiness Treat the presenting problem

2. Ambivalence Treat the presenting problem while
managing TIB

3. Resistance Treat TIB

4. Refusal Work with the family



Il. ADDRESSING
RESISTANCE



When the person will attend sessions

...but struggles to engage effectively




TREATMENT-READINESS THERAPY
(TRT)

CENTER FOR OCD & ANXIETY-RELATED DISORDERS
SAINT LOUIS BEHAVIORAL MEDICINE INSTITUTE

POLLARD, C.A. (2006) TREATMENT READINESS, AMBIVALENCE, AND RESISTANCE, IN
ANTONY ET AL. (EDS.), PSYCHOLOGICAL TREATMENT OF OBSESSIVE-COMPULSIVE
DISORDER: FUNDAMENTALS & BEYOND. WASHINGTON DC: APA.



KEY ASSUMPTIONS OF TRT

* Inadequate levels of readiness for change will be
evidenced by the emergence of TIB

* Persisting with ineffective therapy in the face of
persistent TIB causes more harm than good

* Under these conditions, it is preferable to discontfinue
treating the presenting problem & focus on the TIB

* Treatment of the presenting problem should only be
resumed after TIB has been sufficiently modified



Components of TRT

SEN

NOo oA

Navigating the focus of therapy from presenting
problem to TIB

ldentifying which TIB to target

Developing operational outcome goals that would
indicate treatment readiness

ldenftifying the factors that drive the TIB

Designing interventions to address each factor.
Implementing the interventions.

Resuming treatment of the presenting problem.



STEP ONE

Navigating the focus of therapy
from presenting problem to TIB



Treatment-Fa
cilitative
Behavior

Treatment of
the PP

Recovery

PRESENTING
PROBLEM

Treatment-Interferin

g
Behavior

|[dentify what is
driving the behavior

Develop,
implement
inferventions to
address the driver




THE THERAPIST...

« Waits till next session
* Tries to reduce stigma and defensiveness
« Normalizes TIB

« Creates a positive tone for the session

« Assumes responsibility

 Infroduces concept without identify the patient’s TIB
» Focuses on outcome (vs intent) of the behavior

* Emphasizes ethical dilemma

« Gives patient 2 options: treat TIB or referral



STEP TWO

Identifying which TIB to target



IDENTIFYING TREATMENT-INTERFERING BEHAVIOR (TIB)

Patient Name: Date:

Form Completed By:

What is a TIB? A TiIB is any behavior that is incompatible or directly interferes with a
person’s ability to participate in treatment successfully. This behavior is important to

address because it can prevent people from overcoming problems. A TIB is not defined
by a person’s intention, but by the owtcome of the behavior. For example, a man who

misses therapy sessions to take care of an itll family member is not necessarily trying to
disrupt his treatment, but the ourcome of his behavior interferes with treatment — in other
words, he does not receive the care he needs. For this reason, his pattern of missing
sessions would be considered a TIB, no matter why he does it. Also, a TIB is not an
isolated event. Typically, it is an ongoing pattern of behavior. Missing one session is
probably not a problem, bur missing several sessions would be considered a TIB.



Instructions: Please check each TIB listed below rthar is exhibited by this patient. If there
is more than one TIB, circle the number of the one vou feel shouwld be addressed first.

1. Does not acknowledge having a problem.

2. Does not adequately or consistently acknowledge the problem’™s severity or its
impact on others.

3. Does not wdentify clear goals for treatment.

4. When discussing the nature of the problem or the treatment plan, argues with
the treatment team, dismisses the things they say. or lectures them.

5. Attempts to change the focus of sessions 1o 1ssues not on the treatment plan.

6. Has difficulty explaining the treatment plan or the rationale behind it

7. Has difficult answering questions in a timely fashion (e.g.. provides information
not relevant to the question, provides too much detail, does not respond).

S. Is frequently late or does not show up for treatment SEess1ons.

9. Has difficulty following the treatment plan (e_g.. does not complete therapy
assignments. doesn’t take medication as prescribed) when:

accompanied by staff not accompanied by staft.

10. Provides information to the treatment team that is either inaccurate. misleading.,
or inconsistent (e.g.. does not adequately report difficulties, reports different
things to different staff members, leaves out critical details)

11. Engages in, threatens to engage in. or hints at engaging in self-destructive acts.

12. Speaks or acts in a way that makes other patients or members of the treatment

team feel physically threatened.
13. Other:




STEP THREE

Developing operational
outcome goals that indicate
treatment readiness



B heihi

1. Does not acknowledge having a problem 1. For 5§ consecutive days, when asked, | will
acknowledge my problem & describe its negative
Impact without hesitation or qualifying remarks.

8. Is frequently late or does not show up for freatment 8. | will show up for 6 of 7 consecutive sessions no

sessions. more than 5 minutes late.

9. Has difficulty following through with treatment 9.1 will complete 7 of 9 treatment assignments as
assignments. planned at the time they are scheduled.

10. Provides information to the therapist that is 10. For 5 consecutive sessions, | will acknowledge

inaccurate (does not acknowledge non-completed non-completed tasks or other struggles | feel might
tasks or other struggles). disappoint my therapist.



STEP FOUR

Identifying factors that
drive the TIB



o

Factors Contributing to TIB

Skill/ Knowledge Deficits TX-Incompatible Contingencies

TX-
Incompatible
Beliefs

Motivation Deficits




STEP FIVE

Designing interventions to
address each factor



FACTORS &

FACTOR-RELEV
ANT

INTERVENTIONS



STEP SIX

Implementing the interventions



IMPLEMENTING TRT...

* |diographic approach
* Length of treatment variable (1 month to 1 year plus)

» Targeting one TIB may be sufficient

« Sometimes multiple TIB need to be addressed
« Usually done on outpatient level

« But can be administered via IOP or residential



STEP SEVEN

Resuming treatment of the
presenting problem



T
INITIAL REPORT ON 13 OCD PATIENTS*

» Parficipants:

- 13 patients with OCD (Y-BOCS score = 20 or higher)

- Non-responders to multiple trials of ERP & anti-obsessional
medication

- Exhibited at least 1 TIB as identified by therapist and the
Identifying TIB Worksheeft

- Received mean of 17 sessions of TRT (range = 5-45)

*VanDyke & Pollard (2005). Cognitive & Behavioral Practice, 12, 30-39.



OUTCOME

« 9 of 13 patients: clinically meaningful reductions in TIB (i.e. met goal criteria) &
resumed OCD freatment

« Qutcome of OCD treatment: 4 responders, 2 partial responders, 2 non-responders,
and 1 unknown*

*Responder = >50% symptom reduction; Partial Responder = 25-49% symptom reduction;
Non-responder = withdrew from tx or <25% symptom reduction.



CURRENT STATUS

« Data on larger sample not yet published
» Confrolled studies needed

Questionse
» Does TRT uniguely impact TIB?

» Do successful reductions in TIB facilitate subsequent treatment of presenting
problem
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...you work with the family.



https://www.google.com/imgres?q=simpson%20family&imgurl=https%3A%2F%2Fimagedelivery.net%2FIEMzXmjRvW0g933AN5ejrA%2Fwwwnotionso-image-s3-us-west-2amazonawscom-securenotion-staticcom-123486b1-223c-4613-87fe-bf208b1421b2-wp8006321-simpsons-family-wallpapersjpg%2Fpublic&imgrefurl=https%3A%2F%2Fkintree.app%2Fblog%2Fthe-simpsons%2F&docid=qWek6L-iGlWpeM&tbnid=1qo5RmD7gpcMgM&vet=12ahUKEwiE1JjPofuNAxX4pokEHZrfMy0QM3oECBgQAA..i&w=1366&h=683&hcb=2&ved=2ahUKEwiE1JjPofuNAxX4pokEHZrfMy0QM3oECBgQAA

FAMILY WELL-BEING APPROACH

CENTER FOR OCD & ANXIETY-RELATED DISORDERS
SAINT LOUIS BEHAVIORAL MEDICINE INSTITUTE

POLLARD, C.A., VANDYKE, M.M., POLLARD, H., MITCHELL, G., & MATHIS, G. (2024) WHEN
A LOVED ONE WON'T SEEK MENTAL HEALTH TREATMENT: HOW TO PROMOTE RECOVERY
AND RECLAIM YOUR FAMILY'S WELL-BEING. OAKLAND, CA: NEW HARBINGER
PUBLICATIONS, INC.



THE FAMILY WELL-BEING MODEL

« Treats Participating Family Members

« Addresses the negative effects of having a
loved one with Recovery Avoidance, including
 Resentment
o Guilt
 Hopelessness



A COUPLE MORE TERMS YOU NEED TO KNOW

s ACccommodation
*MiniMizing

Two understandable but counterproductive ways that
families deal with Recovery Avoidance in a loved one
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ACCOMMODATION:

A family member’s emotional and behavioral overinvolvement in a

recovery avoider’s life that fosters dependency and reinforces
avoidance.

Examples:

* Doing things that they could do for themselves (Getting their loved one
out of bed and providing reassurance)

» Glving up valued activities (Repeatedly missing workouts or art classes to
stay home with their loved one).

BAD FOR THE RECOVERY AVOIDER and the REST OF THE FAMILY



MINIMIZATION:

Persistent and ineffective behavior, verbal or otherwise, infended to
influence a person with an emotional disorder to change.

Examples: lecturing, yelling, reminding, prodding, coaching, and
cheerleading.

BAD FOR THE RECOVERY AVOIDER and the REST OF THE FAMILY



HOW

DOES THIS ALL A

recovery avoidance

+

accommodation

+

minimization =

D UPe



THE FAMILY TRAP



https://www.google.com/search?sa=G&hl=en_US&tbs=simg:CAQShQIJ_1WTU4H7IPVEa-QELELCMpwgaOgo4CAQSFL091Q2gPbUd-CWpMtE07T7sAv8jGhqIHTvbhRtFYjJRC-uMa611PkFjqp9TZJTY1iAFMAQMCxCOrv4IGgoKCAgBEgSqm88ZDAsQne3BCRqZAQoaCgdmaWN0aW9u2qWI9gMLCgkvai80Zms5cTMKIgoQYW5pbWF0ZWQgY2FydG9vbtqliPYDCgoIL20vMDk1YmIKHwoMaWxsdXN0cmF0aW9u2qWI9gMLCgkvbS8wMWtyOGYKGQoHZHJhd2luZ9qliPYDCgoIL20vMDJjc2YKGwoIY2xpcCBhcnTapYj2AwsKCS9tLzAzZzA5dAw&q=trapped+in+house+cartoon&tbm=isch&ved=2ahUKEwjokLqBurX4AhXGF1kFHQ-7CIoQwg4oAHoECAEQMw




Catie Martin Exhibits Recovery Avoidance




~



| WHICH ELIMINATES OPPORTUNITY AND INCENTIVE FOR CHANGE




—

~ AND CREATES A CYCLE OF RECOVERY AVOIDANCE &
ACCOMMODATION




ACCO| V I\/\ODATIONS BURDEN CATHY MARTIN

@



WHICH LE‘ADS CATHY TO MINIMIZE

o




- WHICH TRIGGERS A NEGATIVE RESPONSE FROM CATIE




//”ﬁ*

—

o

" AND CREATES A CYCLE OF MINIMIZING AND RECOVERY

AVOIDANCE

l

N






THE FAMILY WELL-BEING APPROACH:

HELPS PARTICIPATING FAMILY MEMBERS
ESCAPE THE FAMILY TRAP



FAMILIES ARE MORE SUCCESSFUL WHEN THEY...

« Accept what they cannot control

« Focus on changing their behavior (within their control)

« Understand what they're doing isn’'t working and, likely, making things worse
« Stop trying to change the person with RA by accommodating and minimizing
* Have realistic goals that prioritize the well-being of everyone in the family

* Improve their own well-being before trying to promote recovery behavior in the
person with RA

* Focus on promoting (vs commanding) recovery behavior in individuals with RA
» Use proven behavioral principles to influence the person with RA



THEORETICAL FOUNDATIONS

« Cognitive and Behavioral Models
* Family Systems

« Motivational Interviewing

» Transtheoretical Model of Change
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EMPIRICAL FOUNDATIONS

* Research on the therapeutic benefits of reducing accommodation
and expressed negative emotion (e.g., Amaresha &
Venkatasubramanian, 2012; Lebowitz et al., 2020)

* Research indicating family accommodations can be meaningfully
reduced without the identified “patient” participating in therapy
(e.g., Lebowifz, 2016; VanDyke et al., 2015)

* Research on the importance of valued activity and joy for

osychological well-being (e.g., Hooker et al., 2019; Morse, Fine, &
-riedlander, 2021)




GUIDING PHILOSOPHICAL
PRINCIPLE

The Serenity Prayer

“...Grant me the serenity to accept the things |
cannot change, courage fo change the things |
can, and the wisdom to know the difference...”

(Niebuhr,1932)



OF FAI\/\ILY WELL-BEING CONSULTATION

N




THE 5 STEPS OF FAMILY WELL-BEING
CONSULTATION

Prepare tor Crises

Redefine the Problem

Embrace Valued Activity

Ease Family Distress

Create a Recovery-Friendly Environment

ok WD~



STEP #1: PREPARE FOR CRISES

We help families develop a crisis plan that:
* Ensures the family’s safety as rapidly as possible

*Involves as little accommodating and minimizing
as possible



FAMILY CRISIS PLAN EXAMPLE #1: SUICIDAL BEHAVIOR

) (ITRS )| Xe [« BN TO protect I'll take the risk seriously. I'll ask: “Are you able to

something | you from keep yourself safe?” If your answer is anything
feel suggests Lilelinuk other than “Yes,” I'll contact Behavioral Health
you're thinking Response by calling 314-469-6644 (or 988). I'li
about harming request they take whatever steps are necessary to

yourself. ensure you're safe from harm.



STEP #2: REDEFINE THE PROBLEM

 Shiff o prioritize well-being of the rest of the family by
= Increasing Valued Activity

= Reducing burdensome accommodations

= Reducing (and eliminating) minimizing




Example: 1. Valued Activities I'd Like to Start:

HEN A Cathy decided to increase a Valued Activity: Walking with her
friend Ebru in Forest Park (at 10 am each Saturday)

2. Accommodating Behavior I'd Like to Stop:

iRl Carfthy decided to reduce the amount of time that she “sits with”
Caitlyn in her room.

o) [T Jile111i(= Stop delivering food to Caitlyn’s room and reducing the amount

of time that she provides reassurance.

3. Minimizing Behavior I'd Like to Stop:

HENC 1 Cathy commifted fo stop yelling at Caitlyn (particularly in the
morning.)




STEP #3: EMBRACE VALUED ACTIVITY

* Focus is increasing the valued activities
participating family members have given up.

*Based on principles of values clarification and
behavioral activation.

»Cathy decided to go walking with her friend
Ebru in Forest Park (at 10 am each Safurday)



STEP #4: EASE FAMILY DISTRESS

« Objective is to reduce power struggles and
conflict within the family.

* By reducing accommodations of commission
and minimizing.



SWEXAMPLE: FAMILY WELL-BEING PLA

Part 1: The Problem

The Situation: You don’f leave your room when it's time to leave the house.

How I've Been Responding: | sometimes yell at you: “We need to go now.” | lecture you. | try to

reassure you that nothing bad will happen. | get frustrated and later feel guilty.

Part 2: The Solution

How | Plan to Treat You Better: | am going to refrain from yelling at you. | plan to falk to you gently
and respectfully instead. I'll let you know that we are leaving at X time and that I'd like fo have

you come with me. But if you're not able to make it, I'll understand and won'’t be upset with you.

How | Plan to Treat Myself Better: If you are not ready to leave at the planned time, | will leave

without you. | will not spend time in your room trying fo convince you fo go.
Start Date: | Week from today.
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STEP #5: CREATE A RECOVERY-FRIENDLY
ENVIRONMENT

*The focus returns o changing the RA’'s behavior

* But, with an emphasis is on the use of incentives

to promote recovery-compatible behavior (vs
miniMmizing)



PEXAMPLE: INCENTIVE PLAN

Behavior
Catie will take her medication as prescribed without being prompted by

her mom.

ﬂ In the morning before noon

In the kifchen

LTAVER IR CE R[4 Each morning, Mom will watch Catie take her medication. If Catie has
taken her medication, without prompting, Mom will put a checkmark on
the calendar.

Incentive

$15 per day

LAV [STef Fach Friday at 5:00 p.m., Mom will check the calendar, calculate Catie's

earnings for the week, and deposit the money in her checking account.




BEYOND THE 5 STEPS



3 ADDITIONAL STEPS

FOR FAMILIES TO CONSIDER

1. Removing a Foundational Accommodation
2. Seeking Professional Consultation

3. Planning for the Road Ahead



CLOSING COMMENTS

* Promising initial results (e.g., see VanDyke et al.,
2015), and individual interventions well
researched, but needs further study.

 Significant heterogeneity in target population
* Multiple outcome variables to consider
* Need for more trained clinicians

* Family Well-Being Consultation can diversity your
practice and is often very satistying work to do



IF YOU WOULD LIKE ADDITIONAL
TRAINING

Please contact:

Sue Mertens, Administrative Assistant
Saint Louis Behavioral Medicine Institute

Email: sue.mertens@uhsinc.com
Phone: 314-534-0200, Ext. 40/



TRIGGER
WARNING

You're about to be subjected to
an example of shameless self-promotion.



When a
Loved One

won’t Seek
Mental Health
Treatment

'wW 10 promote recovery an

reclaim your family's well-being




QUESTIONS?



https://www.google.com/url?sa=i&url=https://globalgrind.com/4272565/elementary-school-kids-have-some-valid-questions-about-sex/&psig=AOvVaw1TD8169ns9CnNLpEucRMQ4&ust=1592775521014000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCPDXsbitkeoCFQAAAAAdAAAAABAM
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