Bibhav Acharya. Epi 246 Assignment #2


Homework Week 2

    1. Apply the social cognitive theory or stages of change theory to your work and create a conceptual model as presented in the readings and examples from class. Why or why not, would you use this in your current or planned work?
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The stages of change theory does address many of the challenges in my project. However, the constraints and time and resources might make this approach not the most appropriate one, especially given that the intervention is taking place in rural Nepal, where I am unable to physically remain present for longer than few weeks, and communication is not as reliable if I were to try to coordinate things after returning to the US. However, some of the major elements of stages of change will be helpful for the project, even if it means incorporating it during a training (e.g. getting a quick sense of where everyone is and asking participants to divide up by their stages and have people in one stage teach/coach and advance others). 
2.  Which aspects of the health communication models/theories can be adapted to your area of interest? Be specific. Provide a detailed example that includes model constructs that incorporate both an individualistic view, and one that takes more into account structural and environmental factors. 
Several aspects of the health communication models can be adapted to my study. Although this study is primarily focused on working with the providers (vs. with the patients), assisting patients to improve health communication will assist in patient’s self-efficacy, patients talking about their mental distress with providers, providers’ ability to recognize particular idioms of distress etc. 


3. Describe the use of theory in each of the case studies. Where does it fit on the continuum discussed in lecture 1? 
A. Sudore’s study on PREPARE applied theory to create an intervention. They did not necessarily compare frameworks against one another. They did measure progress in various stages of change and measured process indicators but the same cohort of subjects underwent the same intervention. 

B. Street et al. created an intervention that utilized SCT and communications theory. Although this study had two arms, they did not study one theory-applied intervention against another but against a control group that only received education about pain. This study also falls under applied theory.  
Precontemplation


PCPs have no intention of taking action. They do not know and/or want to know about the behavior. 








Contemplation


PCPs have been sensitized and are now weighing costs and benefits of the engaging in the behavior





- Conduct needs-assessment (focus groups, surveys, in-depth interviews) to understand beliefs about mental illness and their perceived costs/benefits about target behavior. 


- Ask for their estimates on rates of mental illness among their patients and present real data to see how it compares. 


- Present that target behavior will help with patients who are among the highest utilizers of resources, the most challenging to interview and to maintain adherence to non-psychiatric treatment. 


-  





Preparation


PCPs seek out knowledge and skills to develop competencies in the behavior





Action


PCPs appropriately screen, diagnose, refer and/or treat patients with mental illness.





Maintenance


PCPs maintain this behavior. 





- Assist them in ways to maintain motivation, seek out colleagues and motivate them as well.


- Provide support for any new risk/benefit questions that come up. 





- Provide resources and appropriate training to develop the knowledge and skills for the behavior. 


- Present these resources in piecemeal fashion so each step is small enough to be mastered without failure. 


- Provide modeling to demonstrate how others are accomplishing the behavior. 





- Provide positive reinforcement for behaviors, profile improved behaviors publicly, recruit assistance from hospital directors to provide encouragement.


- Provide ongoing support and monitoring to troubleshoot challenges with the behavior. E.g. provide technical assistance with more challenging cases. 


- Make appropriate changes to the environment to ensure maintenance of behavior. E.g. ensure access to resources for skills and knowledge, enlist hospital leadership’s buy-in for continued positive reinforcement, track patients who receive a diagnosis of mental illness and investigate significant dips compared to historic incidence rates. 





Communication Functions


- PCPs recognize that the idioms that patients use are actually signs of mental distress rather than vague/non-specific nonsensical terms that PCPs might ignore. 


-Patients report their symptoms using language of emotional distress, social stressors and functional impairment as a result. This leads to clear communication about the sources of distress. 


- PCPs respond empathically to patient’s reported distress.





Health Outcomes


- Decreased disability from appropriately treated mental illness.


- Decreased unnecessary treatment from chronic pain killer use. 


- Improved emotional well-being. 


- Increased survival with decreased suicide rates. 





Intermediate Outcomes


- Patient has increased trust in the hospital/healthcare system. 


- PCPs are able to make more informed decisions (e.g. instead of prescribing pain killers for months for somatization disorder, they will screen for mental illness instead). 


- PCPs can encourage family members to provide increased support to the patient (vs. telling family members that there is nothing wrong with the patient). 





Proximal Outcomes


- Patients feel like the PCP understands them (vs. being dismissive or non-responsive toward mental distress). 


- Patient’s trust in PCP increases. 


- PCPs establish strong rapport. 








