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Abstract.

BACKGROUND: Today. there exists a need for a practical counseling approach for paticnts with brain disorders based
on an empirical measure that can be used o objectify procedural adequacy. Clinical neuropsychology, which focuses on
developing knowledge about human briin-hehavioral relationships and applying this information to clinical problems, is
the ideal discipline to address this issue. Unlike other methods of appraisal and current counscling approaches, medical

adjustment counscling (MAC) for patients with cognitive ¢

and behavioral changes due to brain disorders is based on the

application of ncuropsychalogical principles and evidence-bused practices.
OBJECTIVE: In this review, | discuss the neurapsychological principles underlying MAC. differentiation [rom conventional

clinical psychology systems, and the specilics of the treatment stages. Transtheoretical analytic points of inclusion and a

clinical case example are also discussed.

METHODOLOGY: MAC involves an inleractive exchange between the neuropsychologist and patient based on the neu-
ropsychological examination (NPE). The resulting neurapsychological profite facilitates the conversion of empirical objective
evidence into practical biopsychosocial adaptive strategics that can be modilied according to each patient’s diagrosis and
tevel of impairment. MAC is delivered in four stages (validation, education, accommodation, and reintegratian) that require
an understanding of the ecological applicability of the NPE to the real-life situation of the patient, a knowledge hase of the
neurobehavioral consequences of the medical diagnosis, integration of medical disciplines regarding additional diagnostics,

psychological crisis systems and patient/lamily reactions.

CONCLUSION: Without the objective neuropsychological evidence provided by the NPE and MAC, the clinical judgment
ol the psychologist is based on something more akin to witcherafl and magic than science.

Keywords: Medical adjustment counseling, clinical neuropsychalogy. hrain-behavioral relationships. neuropsychological

cxamination, procedural adequacy, rehabilitation

1. Introduction

Current methods of appraisal and approaches 1o
counscling psychological paticnts with brain disor-
ders are excessively reliant on the patient’s symptom
reporting and on non-systematically clicited details
of case history, interview information, clinical judg-

ment, and occasionally at best, psychological testing.
‘Thus, due Lo the subjectivity of paticnt complaints
and assessment of their treatment nieeds, there exists
aneed fora practical counscling approach for patients
with hrain disorders based on an empirical measure
that can be used o objectifly procedural adequacy.
Mcdical adjustment counseling (MAC) represents the
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developmient of a model of adaptive strategics Lo treal
cognitive and behavioral deficits in medical patients
through the application of neuropsychological prin-
ciples and evidence-based methods. MAC is based
on the conversion of objectively derived empirical
ncuropsychological data into practical biopsychoso-
cial strategies for the treatment of such paticnts.
This approach allows redircction of the patient with
fimited understanding of the neuropsychological con-
dition or its functional daily expression and converls
misguided aspirations into realistic goals and dircc-
tions. Furthermore, MAC is an optimal choice for
paticnts averse to the perceived stigma associated
with the label “psychotherapy™.

MAC is based on the neuropsychological pro-
file of each patient obtained by neuropsychological
examination (NPE). This provides an evidence-based
“blueprint” for treatment and a clinical pathway to
understanding the nature of the patient’s cognitive
and hehavioral changes and additional rehabilitative
needs.

MAC is delivered in four stages (validation, educa-
tion, accommodation, and reintegration) that require
an understanding of the ccological applicability of
the NPE 1o the real-life situation of the paticnt, a
knowledge base of the ncurobchavioral consequences
of the medical diagnosis, integration of medical
disciplines regarding additional diagnostics, psycho-
logical crisis systems and patient/family reactions.
Without objective neuropsychological evidence, the
clinical judgment of the psychologist is based on
something more akin to witchcraft and magic than
science.

Here, | discuss the ncuropsychological principles
underlying MAC, dilferentiation from conventional
clinical psychology systems, and the specilics of
the treatment stages. Transtheoretical analytic points
of inclusion and a clinical case cxample are ulso
discussed.

2. The scientific basis of MAC and the NPE

The scientific method has been phenomenally suc-
cessful. 1n the 400+ ycars since its inceplion, it
has provided a route out of poverty and discase
into a world of longevity, abundance and leisure
(Walker, 1963). Although the scientilic method has
been applicd successfully in the ficld of psychol-
ogy, psychologists can be limiled by the subjective
nature of measurements used (o arrive at conclu-
sions. In fact, some do not hypothesize about how

nature works, but rather, how it ought to work (Sica,
2017).

Few clinicians will deny that there is some sub-
stance in Osler’s dictum that: “Medicine is a science
of uncertainty and an artof probability™ (Bean, 1950),
and by extension, this quotc applies to psychology. In
this respect, we must distinguish intrinsic and extrin-
sic categories of uncertainty. Intrinsic uncertaintics
arc those pertaining to the imprecision, ambiguity or
other limitation of the information or data on which
clinical judgments arc based. Extrinsic uncertain-
tics often misleadingly called “observer error”, make
their appearance in clinical judgments based on a sct
of data (Lusted, 1968). This variation in the clini-
cal inlerpretation among psychologists is affected by
factors such as professional experienceland psycho-
logical conditional probabilitics. Today, in atcmpls
o computerize diagnosis, clforts have been made to
replace subjective interpretations by recorded indices
and other data. However, whether, and to what extent,
& computerized system can simulate the intuitive
assessients of an expericnced clinician remains a
subject for debate. Furthermore, the elfectiveness
of psychological trcatment depends, z;xmong other
things, on an understanding of the manner in which
the paticat interprels information concerning their
diagnosis. ;

Both the paticnt and psychologist are subject 10
various types and levels of uncertainty. The psychol-
ogist must have a minimum degree of belicef in their
diagnosis to justify their use of a particular therapy.
Similarly. the patient requires a minimum degree of
understanding about how they lapsed: from health
before reatment. In both cases, there are three dis-
tinct thresholds of certainty for both (he psychologist
and their patient. First, there is the inf ormalion thresh-
old defined as the minimum information required to
interpret the situation. Sccond, givenflhc requisile
information, there is the psychological probability
threshold. This refleets the understanding regarding
(he degree Lo which the patient’s daily adaptive func-
tioning is compromiscd. Third, given adequate intake
information and an understanding of the patient’s
deficits, there is the action threshold, which defines
the level of inertia that must be overcome before
action can be taken. This depends on the motivation
of the patient relative to the process of informa-
tion delivery by the psychologist. Many a decision
about behavioral health is made and treatment ren-
dered with uncertainly or incomplete knowledge, in
which case neither a decision nor action is taken.
This applics both to psychologists and to paticnts
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and requires an understanding of how statistical con-
clusions are interpreted, how information-gaps arc
bridged and what distortions enfer into their respec-
tive evaluations (Schoenberg et al., 2018). The proper
interpretation of these uncertaintics is essential for
effective doctor-patient communication and  treat-
ment. It is noleworthy that, in spile of the great
advances in medical science, “fringe” medicine flour-
ishes in the United States along with a variety of
psychological theoretical systems that are misapplicd
in medical paticnts.

The different forms of uncertainty that enter into
questions of behavioral health can casily lead to
error and misjudgement regarding the nature of the
paticnt’s deficits. Thus, an empirical and cvidence-
hased method of assessing procedural adequacy is
required to ensure elfective treatment of paticnts with
brain disorders. A number ol approaches are used
lo assess procedural adequacy, including rescarch,
making obscrvations that are relevant to the diagno-
sis, the analysis ol the neuropsychological facts and
“making sense” of the data in terms of their ccolog-
ical validity or in other words. (he way in which the
data refleet the individual patient and their particu-
lar situation. Finally, procedural adequacy involves
communicating results and conclusions to paticnts: it
is the shortfall in this activity, more than any other,
that gives psychologists their reputation for being
obscure and difficult 10 understand (Schoenberg el
al., 2018). These approach options have widespread
application outside the ficld of psychology. What dis-
tinguishes procedural adequacy in this respect from
physical or biological inquiry, is not the types of
activity as such, but the subject matter on which
the process is based. Treatment delivered by a psy-
chologist without careful consideration of how these
methods interact with the patient’s understanding of
their situation frequently leads o meaningless or
ambiguous outcomes. Conversely, the clinical judg-
ment of some psychologists is diclated by dogma
without re-evaluation of methodologics, assumptions
and the value of data aggregation, without account-
ing for the importance of circumstances such as time
and place. Many psychologists make inappropriate
inferences and predictions based on a narrow band
of observed data, be it the intake process, medi-
cal records, or additional data taken from a wider
phenomenon in a complex system. The Diagnostic
and Statistical Manual of Mental Disorders (Amer-
jcan Psychiatric Association, 2013) represents the
“holy scripture”™ of psychologists; however, when
implemented for the purposes of government fund-

ing. lobbyists' influcnce, or insurance pay-outs, these
guidelines protect incomes but can lead to corrupt
practices that do not fullil treatment needs (Borders,
2016).

Perhaps the most significant methodological prob-
lem is over-reliance on the peer review process.
This perpetuates “groupthink™, the carielization of
knowledge, and the compounding of biases, render-
ing clinical judgment and cxpert opinion cloistered
and restrictive. In such situations, science starts 10
seem like a walled system built around a small
group of clites (many of whom share ideas only
with cach other), and hubris can take hold (Sica,
2017).

Where observation hy the psychologist involves
flexible/variable examination conditions, distortions
of judgment are especially likely to occur (Rus-
sell, 2012). ‘These uncertainties are counteracted hy
the ncuropsychological examination (NPE), which
facilitates the conversion of cmpirical and objective
ncuropsychological data into practical biopsychoso-
cial strategics for treatment of individual paticnts.
Without this, diagnostic, prognostic, and treatment
conclusions are frequently reduced lo nothing more
than guesswork based on clinical mpr&s.smns (Rei-
tan, 2000). Thus, the NPE provides' a scicntific
and objective hasis for the true evajuation of a
deficit observed under properly spu,lllcd conditions
{Sweeney et al., 2007).

MAC is based on the neuropsychological pruﬁlc
of cach paticnt obtained in the NPE. Thus, MAC is
an cvidence-based method of applying neuropsycho-
logical principles to the treatment of patients with
brain disorders through objective measurement of
their deficits and assessment of the prdt.cduml ade-
quacy of their treatment.

. Clinical neuropsychology: A unique
dlscipllne for treating cognitive and
behavioral brain disorders

Many of the critical issues in psychology can be
traced to the mind-budy dichotomy in the health-
care system, and the disciplinc itself. This dichotomy
has hindered patient aceess lo relevant services, First,
physician training has been dominated by a biomedi-
cal versus biopsychosocial model; thus, medication is
often viewed as the treatment of choice. Also, med-
ical school curricula include psychiatry and mental
health as core components, but often [lack integra-
tion of behavior and health. Sccond, physicians are

about:blank

8/21/2020, 9:14 AN



Firefox

40f 13

216 R.B. Siva / An evidence-based newropsychological approach in the care of medical paticnts

often hesitant o refer patients for psychological
services unless significant psychopathology cxists
because patients are offended by the suggestion that
psychological services are relevant when they view
their problem as primarily medical.

Historically, psychology has been regarded as
a “mental health profession”. The result of this
dichotomy is that most psychologists have been
trained primarily as mental health service providers.
An increased focus on respecialization and standards
of practice in psychology are required Lo treat medical
paticnts. To increase the availability of psychologists
with the skills to practice neuropsychology, medicine
and clinical practice must be included in cduca-
tion and training. The scicntist-practitioner model
has resulted in both the advancement of knowledge
and the expansion of practice into clinical acu-
ropsychology (Rozensky, 2014). There are important
dillerences between the clinical researcher and clini-
cal practitioner. The clinical rescarcher’s allegiance is
to data and hypothesis testings they spend little or no
time with paticnts. In contrast, clinical practitioners
focus on patients who seek help, not just the [raction
with highly circumscribed problems who meet spe-
cific study crileria. Rescarchers need clinicians for
the rich empirical and obscevational data they can
provide. Clinicians need researchers to help counter
a professional culture in which cult-like deference
to seniorily and authority too often takes precedence
over evidence.,

To counter this problem, the American Psy-
chological Association Task Force (2006) defined
evidence-based practice in psychology (EBPP) as
“the integration of the best available research with
clinical expertise in the conlex! of patient character-
istics, culture, and preferences™ (Levant, 2008). In
a qualitative analysis ol 25 psychologist interviews
in private practice regarding their focus and treat-
ment decision-maKing, the psychologists reported
that diagnoslic impressions were formulated through
unstructured assessment rather than validated instru-
ments and that weatment determination was based
on their pereeplions of the treatments” maich with
paticnt characteristics. The clinicians rarely men-
tioned utilization of rescarch evidence for assessment
or treatment selection in practice (Stewarl, Chamb-
less & Stirman, 2018). These problems of relying
solely on clinical judgment and expericnce have
been well documented (Lilienfeld et al., 2013). This
approach can harm paticnls by not relying on empir-
ical guidance (Shimokawa, Lambert & Smart, 2010)
and missing crucial information that can lead to

different conclusions regarding lrwlanl strategics.
An accurale diagnosis is an implicit prercquisite for
engaging in evidence-based practice (EBP) in which
Ireatments are largely organized by sp(.cilu. disorders
(Stewart, Chambless & Stirman, 2018) For exam-
ple, the current use of the ubiquitous questionnaire
for diagnosis of concussion (Broglio et al., 2018)
and ADD (Emser ct al., 2018) may hc scnsitive to
features of these conditions but are not specific Lo
the individual patient Also, many sow claim that the
success of treatment outcome is defined by specific
symptom reduction requires objectification by psy-
chometric measurement. This change highlights the
shift from clinical psychology to clinical ncuropsy-
chology in lrcalmg, medical patients wilh cognitive
deficits.

The field of ncuropsychology is now scen as
a healtheare profession through evolving modifica-
lions to the healthcare delivery system in the United
States as prescribed by the Affordable Care Act
(ACA; Public law No: 111-148, March 23, 2010).
Clinical, experimental and bchavioral ncurology,
which comprise the three sub-fields of neuropsy-
chology, are concerned with brain-behavior relations;
however, these disciplines dilTer in ohmlxvcs and
methods. Experimental neuropsychology focuses on
research orientation, group characteristics, and gen-
eral conclusions about measures of a particular
neuropsychological function using a scrial approach
(o asscssment. Clinical neuropsychology focuscs on
brain-bchavior relationships and applics this knowl-
edge 1o clinical problems (Reitan, 1966), based on
clinical oricntation, patient characteristics and con-
clusions, measures of integrative neurop‘v.ycholonical
functions, personal capabilitics, and an integrated
approach 1o examination (Reitan & Wolfson, 1993).
Behavioral neurology focuses upon the pathology of
the nervous system in terms of brain-behavior studies
(Meier, 1997).

4. Differences between clinical psychology
and clinical neuropsychology in the care of
medical patients ’

There are conceptual and operational differences
in the approach, examination, and lrcalmcul of brain
disorders hetween clinical psycholog,y and clinical
ncuropsychology. The major dxllm.nu, between the
two approuaches resides in the degree | of emphasis
placed on brain-related manifestations of behav-
jor. Gxamination procedures in ncuropsychology,

about:blank
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documented by careful rescarch, have a known rela-
tionship and dependence on brain functions, whereas
in clinical psychology, the biological bases of
hehavior are not of immediate concern. Thercfore,
the unique distinguishing characteristic of clinical
neuropsychology is the emphasis on the neurological
hasis of behavior and how it relales to brain structure,
function, and psychological adjustment with treat-
ment that is designed to meet both the specific and
overall needs of cach paticnt. A therapeutic approach
that cenlers only on specific deficits, neglecting the
more general characleristics of cognitive impairment,
is likely to be grossly inadequatc. For instance, speech
therapy may improve some aspects ol dysphasic
manilcstations, but the patienl may be significantly
impaired in abstraction, reasoning, and concept for-
mation abilitics that it is impossible to reach normal
functional levels much less provide a psychothera-
peutic approach that is viable.

Clinical ncuropsychology has gaincd recognition

in matters concerning cognitive brain functions of

paticnts. Our methods of examination have provided
results that demonstrate both sensitivity and speci-
ficity to types and location of damage in making
recommendations [or (reatment planning. Exami-
nation batterics, for example, the Halslead—Reitan
Neuro-psychological Battery (sensitivity 85.7 and
specificity 90.4) and the more recent Meyers
Neuropsychological Battery (sensitivity 96.3 and
specificity of 90.3) (Russell, 2012), have enabled
clinical ncuropsychology to be integrated into a
varicly of medical settings: however, this requires
significant inter-cultural skills (Robinson & Baker,
2006; Hoftman & Koocher, 2018) in addition to
knowledge ol and sensitivity to the culture of the
healthcare system. Therefore, in treating medical
patients, il is necessary lo conform (o the environ-
ment and culture of the medical scetting (Rozensky,
2006). With the increased involvement of neu-
ropsychology in primary care scitings and hospital
centered Accountable Care Organizations (ACOs;
CMS Oflice of Legislation, 2010; Fisher et al,
2007), seuropsychologists are unmistakably prac-
ticing in a patient-centered system. Thus, we must
acknowledge that we treat “patients”, not “clicnts”.
This terminology reflects the critical importance
of a system in which patient-centered language is
used by our interprofessional healtheare colleagues,
physicians and nurses to communicate with referral
sources, recognizing that it is patients, not clients
and policy makers, who pay {or patient care services
(Rozensky. 2011).

5. The neuropsychological examination,
the foundation of medical adjustment
counseling

The recent emphasis on relevance and utility in
medicine, and by cxtension psyc.hmht.rapy, requires
a conceplual model able to capture and describe the
workings ol natural phenomena ([)aubcr‘l 1993). Pre-
dictions based on a conceptual model are compared
to observations or measurcments of actual events in
a pracess that is both dynamic and cumulative. The
effectiveness of the model is represented by corre-
spondence between the model itself and predictions
of actual phenomena, thereby l'ormmg a reeurrent
validation process.

The enly criterion of the scientific melhod as il
applics to psychotherapy, is successful (treatment in
terms of outcome. Hence, the necd for the NPE as
an evideneesbased method for obju,tl\lc cvaluation
of individual paticnt nceds and the crfeclwt.ncee of
their treatment. The NPE represents tlu. neurobe-
havioral description of the paticnt’s bram The term
“neuropsychological” clearly involves both the neu-
rological and psychological components of reference,
with the NPE defining the relationship between the
biological and behavioral aspects of the brain. The
purpose of the NPE is 1o evaluate each palscnl s brain
rather than their complaints,

Careful specification of adaptive deficits due to a
brain disorder is important for diagnosis, manage-
ment, and treatment. Similar cognitive and behavioral
deficits may be duc to widely different causes and,
therefore, require entirely different psycholhcrapt.u-
tic approaches. For example, a reading disability may
be the result of an inadequate Icarning history in
an otherwise normal pducnl or a result ol a struc-
tural anomaly that impairs brain rum.uon. Psycholic
behavior, including delusions, may be. the resull of
a treatable condition, or esscntially untreatable brain
changes due (o a dementia-related psychosis. Thus,
for the purposes of psychotherapy, it isiimportant to
determine the cause of the adaptive deficits observed
in paticnts with brain disorders.

Often, the neurological facts are well-known but
difficult (if not impossible) for the neurologlsl ncuro-
surgeon, or psychiatrist (o extrapolate o prulu.lmns
about the patient’s adaplive cupucily in, his/her envi-
ronment so as (o maximize adjustment.

A complete NPE is rcasonably u)mprc.honmvc
with respect to adaptively significant behaviors,
whereas other methods of analyzing a paticnt's adap-
live capacity arc likely to omit critically important

about:blank
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behaviors. In general, other methods of analysis tend
to rely too heavily on a patient’s spontancous verbal
behavior during information intake. I we base our
clinical judgment on the subjective complaints of the
patient, and in turn, resort Lo ests predicated on whal
the paticnt says. this becomes merely an exercise in
validating the paticnt’s report.

It is important to recognize that neuropsychologi-
cal interpretation in relation to neurological findings
is nol a circular exercise duplicating the initial
diagnosis alrcady provided. Tts principal purpose is
(0 describe brain-related disorders that fall in the
ncuropsychological domain rather than neurological
domain. The NPE describes the behavioral manifes-
tations of the brain disorder, or to rephrase this in the
vernacular, neurologic radiological studies describe
the “real estate™ in the brain, whereas the NPE charac-
terizes the “inhabitant”. The patient’s complaints do
not provide a valid basis for judging the ncurocog-
nitive symptoms that is sccondary to the diagnosis.
The NPE results provide an objective understanding
of the patient's status, both neuropsychalogically and
psychologically, avoiding the tendency to assume that
emotional factors are responsible for a patient’s diffi-
culties. Morcover, regarding the integrity of cognitive
brain (unctions, the NPE offers inferences based on
hehavioral measurements rather than observational
cvidence leading to the determination of the strategy
for psychotherapy.

Effcctive outcomes are achicved through compre-
hensive NPE of the patient’s cognition and behaviors
and carcful comparison of their capacity in rela-
tion to the demands of the work, home, or school
seltings to which they will return. With precise
knowledge of a patient's neuropsychological profile,
specific psychatherapeutic leehnigues, rehabilitation,
and compensatory measures can be applied. (I not,
organic and prognostic conclusions will be reduced
to nothing more than “clinical impressions”, which
increase the risk of inappropriate and ineflective psy-
chotherapeutic treatment systems.

6. Benetits of the neuropsychological
examination as the entry into medical
adjustment counseling

Watt and Crowe (2018) recently reviewed the
benefits of the NPE as the entry into a plan of
neuropsychological care from diagnosis 10 psy-
chotherapy to rehabilitation and outcome. [t provides
information about the nature and severity of the cog-

nitive impairment and allows the ncuropsychologist
to integrate data derived [rom the patient’s intervicw,
background information, formal testing and obser-
vation (Bennell, 2001; Braun et al., 2011, Harvey,
2012). ‘The NPE can be distinguished from cogni-
tive screening and lesting in terms of, goals, user
requirements, indications for use, levels,of complex-
ity, and anticipated outcomes defined in a statement
by the American Psychological Association Prac-
lice Organization (2014). There is no substitute for a
comprehensive NPE evalualing all cognikive domains
for the determination of psychotherapeutic needs
regarding cfficient daily adaptive functioning. This
highly complex process for examining apd collecling
relevant data for diagoostic and prognostic decision-
making (Block ¢t al., 2017) serves n()f only as the
“blucprint” for treatment, but provides secondary
benefits to physicians and patients, with the former
secking a confirmation of diagnosis, and the latter
reporting the service benefit in regard td understand-
ing the nature of the deficits (Watt & Crowe, 2018).

Finally, the move from psychotherapy to MAC
requircs communication of the ncuropsychological
profile to the paticnt in an understandable man-
ner and facilitates the ability to effect successlul
adaptive changes. Procedural adequacy involves a
conlinual exchange between the neurdpsychologist
and the paticnt in a process of fact-gathering and test-

ing, description of results, and clear explanation of

their meaning and implications to the patient. Above
all else, procedural adequacy leading into MAC is
the final social enterprise aimed at helping paticnts
with brain disorders (o overcome their cognitive and
behavioral deficits.

7. ‘The basis of medical adjustment counseling

Psychotherapy today is based on a number of sys-
temic approaches. To ensure their effectivencss, il
is important 1o understand the type of paticnt, the
applicability of these approaches lor the varicly of
patients, particularly medical, and the ability of the
psychologist or mental health professional to deliver
the appropriate care. Psychotherapy can be defined as
the treatment of emotional and personality problems
and disorders by psychological means. Furthermore,
psychotherapeutic approaches can be classificd as
those in which the goal is to lcad the patient to
an understanding of the sources of their motivation
and provide insight into their mcrapics, and thosc
that focus on removal of symptoms withoul concern

about:blank
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for the development of personal insight or charac-
terological changes. Today, the cognitive-behavioral
therapies (CBT) have cevolved [rom strict behav-
ior therapy Lo the conlemporary formal of cognitive
therapy and further, into acceplance and mindful-
ness cognitive-behavioral therapy (Hayes etal., 2004,
Segal ctal., 2002). For example, acceptance and com-
mitment therapy (ACT), initially created for anxicty
and depression in adults, is now applicd to chil-
dren, adolescents, and couples, for disorders such as
body-dissatisfaction, post-traumatic stress disorder
(PTSD). cating disorders and a host of other prob-
lems. Dialectical behavior therapy (DBT), initially
created as an intensive outpatient therapy for person-
ality disorder in chronically suicidal individuals, has
heen increasingly applicd 1o deliberate self-injury,
substance dependence, hipolar disorder and cating
disorders (Dimeft & Koerner, 2007). Although the
latest cognitive therapies arose from the behavioral
tradition, not all cognitive behaviorists are convinced
of their effectiveness. Some CBT crities have noted
that clinical practices arc out ol step with oulcome
data (Corrigan, 2001). ACT, in particular, does not
add much Lo the clinical results of established CBT
for the same disorders. Other hehaviorists nofe that
ACT is more like a religion than a science, with
numerous emotional terms defining behavioral oper-
ationalization (Prochaska & Norcross, 2014). These
approaches share in the Dodo bird eftect that all psy-
chotherapy systems are equivalent because of shared
common factors (Wampold, 2001).

The transtheoretical analysis chart published by
Prochaska and Norcross (2014) reveals how much
psychothcrapy systems are consistent with the pro-
cesses producing change (the how), but inconsistent
in terms of the content to be changed (the what) and
for the type ol paticat. Dilferent orientations do not
dictate the specilic methods used as much as they
determine the therapeutic goals o pursue (Beutler,
1983). Delinitions of the target problem to be treated
and the evidence that represents a successiul out-
come are critical for successful psychotherapy. MAC,
which falls into the consciousness raising and cduca-
tion scetions of (he transtheoretical analysis chart, is
an cvidence-based method of applying neuropsycho-
logical principles through objective measurement. It
is a psycho-biological approach focusing on neu-
rapsychological problems, starting with the NPE and
discussed in an ordinary conversation between the
ncuropsychologist and the patient, paying particular
altention o their deficits and psychological reac-
tions to them. MAC does not involve systemalic

usc of the patient-physician relationship of transfer-
ence lo explore the genctic dynamics of the patient’s
behavior. The neuropsychologist seeks to explain
the sequelae undermining the paucnl.s ability Lo
engage in their daily activities without disturhing
their relationships with others or chalmg anxicty.
The neuropsychologist's aim is 10 assist lht, paticnt in
establishing a more rational and constructive under-
standing of their situation along with the application
ol a number of adjustment strategics. Allention is
focused more on actual situations and circumstances
than altitudes, internal “scripts™ and mechanisms.

As an cvidence-based system used to oblain a
paticnt’s unique neuropsychological profile, the NPE
also allows trealment outcomes to also be con-
nected to measurement-based care (MBC) (Lambert
et al., 2005; Saggese, 2005; Valenstcin et al., 2009).
“This approach also provides the neuropsychologist
with a way to individualize MBC, while allowing
continued usc of psychometrically valid asscssment
techniques (Weisz et al,, 2011). MBC has been
shown to improve clinical outcomes, enhance the
formation of collaborative care efforts, facilitate the
treatment decision-making processes, and increase
paticnl engagement in therapy.

MAC can be conceplualized as MBC within a
framework of EBP applying systematic asscssment
(the NPE) to decisions related to patient care and
treatment in the form of counscling, biofcedback,
and cognitive therapy (Scott, 2015). Thus, MAC can
be defined as the application of neuropsychologi-
cal principles and cvidence-based mcthodﬁ in the
counseling of medical palicnts through development
of adaptive strategics via a four-stage critical path-
way of validation, cducation, accommodation and
reintegration.

8. How MAC is distinguished from
conventional psychological approaches

MAC emphasizes awareness of the cogmuw. and
behavioral changes and the adjuqlmcnl stralegies
necessary lo achieve cffective trcatment. Limited
understanding of our deficits, thoughts, actions, and
perceptions, minimizes the control we have over our
daily lives and results in adherence to detrimental
patterns of behavior, Relief from the cymplume of
these deficits lies in incorporating an understand-
ing of what is “manifested” in the s ))mpmmv. into
zuluplullon practices. In fact, even when the focus of
treatment is a geacral increasc in pamnl‘conlcmmunl
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power. [recedom, and happiness, an understanding of
the conversion/generalization of their diagnosis into
their daily adaptive tunctioning related to their symp-
toms i critical.

MAC is a rational and accessible process driven
by facts and logic that counter the flood of abstract,
even hizarre hypotheses that can clutter and confuse
the paticnt. Neuropsychological Tacts are not only
exlernal, but include the paticnt’s cimotions, react ions
and pereeptions. The success of MAC is based on a
dialogue wherceby the neuropsychologist presents the
NPE data and offers answers and analysis in response
to the paticnt’s questions. As wilh other types of
conventional psychological approaches, such as briel
cognilive therapy and CBT, or variations of these
approaches, it is vitally important the patient under-
stands their condition and the practical strategies
involved in their treatment. Medical patients present
with a different set of adjustment needs that extend
beyond CBT and their preseriptive simplicity in cor-
reeting distorted thoughts through the development
of coping skills.

The departure of MAC from other psychological
treatment syslems is the dependence on cognitive
brain functions. MAC foundations and related inter-
ventions include neuropsychological knowledge of
brain-behavior relationships, the NPE “blueprint”,
the nature of peurological diagnoses and recovery,
cognitive remediation, and crisis counseling theory.
Thesce are not conventional mental health patients, but
individuals who have incurred an acule or chronic
medical condition. What must come first, however,
is an understanding of the nature of the patient’s
neuropsychodiagnostics and consequential changes.
Treatment must be understood in the context of
organic changes in the patient’s behavior and cog-
nition since this can limit their ability to participate
in therapy and cffect change (Judd, 1999).

Brain disorders often result in physical, psycho-
logical and neuropsychological phenomena that can
also be misinterpreted as psychological problems,
Theretore, effective treatment requires an integration
of various interventions that go beyond conventional
psychotherapy systems; these include environmen-
tal manipulation, individual/family therapy systems,
group/support groups, legal advocacy, communily
reinlegration and educational mainstreaming (Judd,
1999).

MAC differs Trom traditional psychotherapy in its
crisis perspective and comprehensive emphasis on the
diagnostic issues, the necessary adaplive strategics (0
be applicd, and how Lo return the paticnt to their arca

of daily functioning. The adaptive strategics focus on
the changes in cognition and behavior consequential
to the medicai diagnosis. Thus, MAC represents the
coordination of a tnore comprehensive and integrated
approach known as neuropsychological care (Sica,
2008). ;

Some aspects of MAC are also derived from prin-
ciples of medical crisis counscling (Pollin & Golant,
1994; Pollin, 1995). Formerly, the common theme
in treatment was the goal of restoring previous levels
of functioning by addressing and resolving sccondary
emotional difficultics. Intervention focused on restor-
ing patients in some clinical populations to thcir
previous level of functioning; however, this is not
a realistic goal for many patients with a mcdical
diagnosis in that this aim denies the life-changing
nature of the medical crises. In such cases, the patient
must come to terms with a new understanding of
what constituted normaley for them. Medical cri-
sis intervention took a different approach secking
to help the patient optimize (unctioning socially and
occupationally while managing the medical aspects
of the discase. However, patients with brain dis-
orders arc affected by additional factors consisting
of the neuropsychological features of ' neurocogni-
tive impairments, neurobehavioral changes relative
to the patient’s prior functioning style and their
present status in relation to the diagnosis, as well as
other medical factors consisting of sensory and motor
impairments.

9. How the MAC process works

The most basic and effective aeuropsychological
treatment is immediate intervention via information
and education about the diagnosis for both the paticnt
and family. Such interveation does not immediately
correct the deficits but is the best course of action for
reducing the severity of the psychological reaction.
Paticnts with an understanding of their situation and
its consequences are less prone to becoming entan-
gled in psychological dysfunction syndromes. Such
paticnts are also less likely to feel confused, fearful
and isolated in their experience if their diagnosis can
be explained.

There is no formula for successlul (reatment;
however, comprehensive neuropsychological care
beginning with the NPE, which defines the route
into MAC, cognitive remediation, hiofeedback and
stress management, will aid the ncuropsychologist
in guiding the patient in a positive direction. Build-

about:blank

8/21/2020, 9:14 AN



Firefox

90of13

R.B. Sica / An evidence-bused newropsychological approach in the care of medical patients ‘ 221

ing an cffective relationship is critical and achieved
through “the hook™, which represents the success of
the ncuropsychologist in cstablishing the patient’s
confidence that someone understands their situation
at their initial consultation. This support is essential
in re-cstablishing control in their lile following the
diagnosis. Unlike the experience of many patients in
the mental health selting, most medical patients have
had little exposure to psychologists. Also, many med-
ical patients are averse Lo the label “psychotherapy™ or
the perceived stigma associated with this type of treat-
ment. Furthermore, paticnts may avoid treatment by
the ncuropsychologist due to lack of understanding
of the dilferentiation of this ficld from conventional
clinical psychology.

MAC is delivered in four stages: validation, educa-
tion/cxplanation, accommodation and reintegration.
First, the paticnt needs to understand the nature
of their crisis, and that, in spite ol the emotional
and behavioral changes, this rarcly represents psy-
chopathology. Thus, the patient is supporied in
coming to terms with their anxicty and depression as
normal psychaological responses to their situation, I
is important to note that these psychological reactions
do not warranl the same treatment approach adopted
for paticnts experiencing the same symploms inde-
pendent of a medical diagnosis. The patient is then
helped to understand that their condition involves a
continuum of changes in social, vocational, educa-
tional and medical functioning.

The second stage of MAC consists of education,
which is the most basic clement in the treaiment
of brain disorders. This stage involves the expla-
nation of the patient’s ncuropsychological profile
in terms of the NPE, which forms the basis for
their treatment through MAC, bioleedback, and cog-
nilive rchabilitation. This often engenders in the
patient a sense of reliel that someone understands
the nature of their problems and can treat them
accordingly. This explanation marks the starting point
of neuropsychological care (Sica, 2008). Traditional
psychological evaluation (or its lack thereof) may not
only fail to identify the clinical problem, but also
misrepresent the nature of the crisis. On the other
hand, reviewing the neuropsychological data with
the patient and their family can be considered the
“gateway” (o a successful outcome (Rosado ct al.,
2018).

The third phase of MAC, accommodation, is
the most complex stage in achicving successful
adjustment (o a medical disorder. Conventional psy-
chotherapy may not only be ineflective, but also

!

counterproductive. A more effective process focuscs

on the paticnt’s deficits and development of aller-
nate strategics 1o compensate for these limitations
that involve conditioning of new automalic behaviors
and the implementation of cnvnronmc.qldl changes.
Such an approach focuscs on the varicly of cog-
nitive changes and psychological reactions (o the
disorder since the paticnt functions in a contin-
uum of social, vocational and cducational arcnas.
Ullimately, successful treatment of brain  disor-
ders requires psychological adjustmentiintervention
consisting of an integration of crisis and ncuropsy-
chological approaches (Pollack, Kohn & Miller,
1984).

Reintegration is tinal stage in MAC that consists
of successful adaptation to daily funclioning as a
result of psychological transformation achicved in the
prior stages in the recognition, compensation, and
adjustment to a new set of limitations. This is the
point at which the paticnt is able to regain a sensc
of identity, allowing them to build a new lile that
incorporates (he changes in their capacities in daily
functioning.

10. Potential limitations of MAC

Given the results of the patient’s NPE are used
1o determine the treatment plan, certain limitations
of MAC prevail. The term “neuropsychological”
clearly involves both the neurological and psycholog-
ical points of reference, with the neuropsychological
propertics establishing the relationship between the
biological and the behavioral aspects of the brain.
These two arcas (initial deficits and recovery poten-
tial) are obviously inlertwined causing potential
cognitive and hehavioral problems that undermine
the MAC intervention model. Such limiting variables
are execulive function deficits, cognitively-mediated
changes in hebavior, changes in emotional com-

munication and reactivity, and the amalgam of

combinations of these interactions since it can-
not be assumed these arcas can be attended to
independently. Nonetheless, in cases where the
NPE precludes the patient being a candidate for
MAC, focusing on the patient’s \q,mﬁcanl other
or [amily regarding stabilizing the onv:mnmunl
cstablishing a long-term rclalmnshlp for practi-
cal guidance recommendations, and care for the
caregiver(s), becomes the lrc..xlmc,nl goal (Judd,
1999).

about:blank
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11. MAC - a clinical case example and
suggestions for patient-centered
application

A 60-year-old successful pharmaceutical represen-
tative incurred a slip and fall concussion with briel
loss of consciousness. She was brought to an ER,
where radiological studies were negative, and she
was discharged with advice Lo rest and return if she
experienced any changes. Over the next few days
the patient expericnced headaches, nausca, dizziness,
fatigue, anxicty and cognitive changes. She returned
to the ER and was referred to a neurologist. She was
diagnosed with concussion and told to rest, and that
she could gradually resume her daily activities as
her condition would resolve over time. Although the
paticnt returned 1o work, she encountered cognitive
and behavioral difficulties. From a neurological per-
spective she made a normul recovery and over the
following weeks she reported modest improvements,
despile continued cognilive and hehavioral impair-
ment. She was again reassurcd by the neurologist that
she would recover in time.

This may be true for some personality types and
cerlain medical conditions, but ot in all cases. The

paticnt continued to experience problems at work

and actually deteriorated. She was an overachiever,
had high cxpectations of hersell, and a sell-image
attached to her history of professional success. Being
repeatedly told she would he fine and with no visible
delicits in neurological tests set in molion a dete-
riorating dysfunctional scenario (Kay, 1986). This
conditioned anxicty was caused by a lack of under-
standing of the transitory recovery process. much less
what adjustment strategies to apply. Consequently,
this created a psychological decompensation process
whereby the patient felt worse than her actual con-
dition warraniced. Daily mistakes, many of which are
common in unaffeeled individuals, were automati-
cally attributed to the effects of her accident. “The
prominent feature of this type of dysfunctional syn-
drome was the anxicty associated with being “ofl™ in
her daily performance in all social spheres. Paticnts
with this profile, whose self-image is altached to over-
achicvement or who have not developed a resilient
sense of sell, are particularly vulnerable.

The patient was referred to this examiner as a
“psych case™ and the first of the four stages of MAC
was applied during her ncuropsychological consul-
tation (validation). The bascline NPE resulls were
consistenl with a resolving concussion with sip-
nificant psychological overlay. This was explained

(o the patient in a follow-up office visit (cduca-
tion/explanation) and a course of treatment consisting
of MAC, biofeedback, videotaping and cognitive
therapy was recommended. In the third stuge (accom-
modation), the patient was provided with strategies
for adjustments in daily functioning Based on an
understanding of the nature of her deficits, along
with biofecdback for anxicty control and its under-
mining cffcct on cognition. Finally, the rehabilitation
plan was completed with some cognitive exereises in
conjunction with simultancous biofecdback assuring
the patient of intact cognition. With the appropriate
stralegies and understanding, the patient gradually
relurned 1o work (reintegration) alter a [ew weeks.
There were no residual issues and the patientachicved
an excellent recovery. For this type of successful out-
come, treatment requires a formal intensive program
to guide the process. MAC is the entry into the larger
process of neuropsychological care (Sica, 2008).
To think it can bc mandated by convontional psy-
chotherapeutic systems or reassurances is 10 vastly
underestimale the complexity of the brain.

Finally, some suggestions in dealing with medi-
cal paticnts. Always bear in mind that the patient’s
impression is critically influenced not only by how
you look, but also by what you say. It is vital that
your communication is clear and understandable to
the patient, with limited technical terms and no jar-
gon. Introduce yourself to the patient and their family
and address the paticnt as “Sie” or “Madam” or,
with their permission, use the patient’s given name.
Partner with the medical communily in treating the
paticnt using an interdisciplinary care package and
ensure that the patient and their family understand
this treatment plan. Sct and manage patient expec-
tations. Review your plan afier each office visit and
ask the paticnt if they have questions. Engage others
who may impact the paticnt’s perceptions, such as
the spouse or extended fumily. Finally, inquire about
the patient’s level of satisfaction with their reatment
and whether they need additional support from you
or with adjunctive medical care.

12. Conclusion

MAC is related to medical crisis principles
(Shapiro & Koocher, 1996) and is a practical
approuch to treating cognitive and behavioral deficits
in medical paticnts. To achieve the goals of MAC, the
ncuropsychologist may choose from an array of inter-
vention strategics and techniques thal arc available
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in achicving the goals of MAC, including individ-
ual/family MAC, bioleedback, videotaping, crisis
intervention, stress management, cognitive rehabil-
itation, and medical options. Medical paticnts are
more interested in shorl-term. focused interventions
that can facilitate their recovery, than in long-
term, insight-oriented therapics (Carmin, Robinson
Kurpius, & Roth-Roemer, 1998). The NPE provides
the gateway for the application of these interventional
strategies through the transformation of’ theory into
appropriate methods in clinical practice.

Neuropsychologists must be cautious when sclect-
ing a strategy., as they have to take into consideration
issucs such as the elfectiveness of the strategy, possi-
bleinterference with the paticnt’s medical freatments,
the cost/effectiveness ratio, and time limits. Although
behavioral health is of great importance for all medi-
cal patients in their adjustments in quality-of-life, the
approaches of 2 mental health professional are differ-
cat from those of a neuropsychologist. For instance,
amental health professional focuses on psychosocial
issues and their association with behavior. In con-
trast, the neuropsychologist focuses primarily on the
integrity of cognitive brain systems and their medi-
ation on lifestyle in addition 1o the psychological
health issues, cven when no mental health difliculty
is presenl.

As suciety and healthcare policymakers hecome
more familiarized with the biopsychosacial perspec-
tive on health and brain disorders, and appreciation
of the neuropsychologist’s role in medical seitings
increases, the opportunity for applying MAC in
healtheare services will grow. Neuropsychologists
are now an integral part of healthcare provision and,
more importantly, patients will benefit from their
presence and services. However, for a successful
integration 1o take place, neuropsychologists must
be properly educated in providing the appropriate
theoretical systems to the medical population. Tt is
a challenge for training programs in ncuropsychol-
ogy lo satisfy these emerging nceds and make the
necessary changes in our conceptual delivery of ser-
vices. Nevertheless, with continuing cducation and
increased advocacy for integrated healtheare ser-
vices, ncuropsychologists will meet their goals in
providing improved services.

Besides the existing opportunitics and diflicultics,
clinical neuropsychology is a field with a great future.
Healtheare will be faced with a number of chalienges
in the near future. Changes in education and training,
rescarch and practice are already taking place. Within
this context, clinical neuropsychology and strategics

such as MAC have a lot to offer to the medical patient
and the healthcare delivery system.
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