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ABSTRACT

Asthma is a common condition characterized by nsbke airflow
obstruction, airway inflammation, and increasednbloal responsiveness to a
variety of stimuli, ranging from allergens and otheitants to strong emotions
(National Heart Lung & Blood Institute, 1997). Mei@ological models are
insufficient as an explanation to the onset, exsatesn and maintenance of asthma
symptoms (Wright, Rodriguez & Cohen, 1998). Thidehegenic nature of the
disease itself marks the need and significanc@é@ptesent study. Mindfulness has
proven to be an effective intervention for manyedses and conditions, when used
in conjunction with other modes of treatment. Sw present study attempts to
develop a mindfulness based asthma managementaprowy, which is hardly

attempted by researchers in the past.

The aim of the study is to explore the psycholaboorrelates affecting the
experience and expression of symptoms in patieilaigndsed with asthma and to
design a comprehensive asthma management prognadh,tocaimplement the
proposed intervention on patients diagnosed withnag for the fine tuning of the
intervention. Current study adopts a multi-methalgative research design and
the method of the study can be elaborated undebtead phases, a pilot phase and
a main phase. Pilot phase started with getting llamwith the psychological
variable in the context of asthma. An extensivalygsis of previous studies was
done and an unstructured interview was conducteth Wulmonologists for

understanding their perspectives on the psychabdactors involved in asthma.



Based on these sources of data, a schedule for seoutured interview was

prepared and was later used in the main phase.

The main phase was conducted in a sequential mabhmes further divided
into three phases, as Phase 1: Exploratory phasseR2: Intervention development
phase, and Phase 3: Clinical trial run phase. énntlain phase 1 a semi structured
interview was conducted with 36 persons diagnosdéll msthma, to get data on
various perspective of their experience with asthana it was subjected to thematic
analysis. The main themes emerged from the analysre conceptualization of
illness, cognitive factors, behavioural factors,oional factors, familial factors,
attitude to treatment, asthma related self efficagygl self concept. For addressing
these themes a comprehensive mindfulness basedastianagement programme
was developed in the"®phase of the main study. To make the interventialid
and to reduce subjectivity, data from 3 sourcesHaeen triangulated, such as the,
analysis of commonly used techniques to addressasisymptoms or disorders,
analysis of existing interventions for asthma aagcpological models behind them,
and inferences from the focus group discussione@as this, an initial draft of the
Mindfulness Based Asthma Management Programme veg®gped and subjected to

expert validation.

In the third phase, which was aimed at the fineiny of the proposed
intervention, a clinical trial run was conductedparticipants, after carrying out a
detailed case analysi®articipants gave their ratings regarding theircesed
attainment of various target dimensions on a vianalogue rating scale, both in the

beginning and at the end of the programme. Thdir reports on therapeutic



experience, feedbacks and asthma diary were algsaa for deriving inputs that
would help in fine tuning of the programme in termf its practicability and

feasibility.

Keywords: Asthma, exploration, mindfulness, asthma managép®gramme.
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INTRODUCTION




Asthma is a common condition characterized by nmabke airflow
obstruction, airway inflammation, and increasedniloal responsiveness to a
variety of stimuli, ranging from allergens and otheitants to strong emotions
(National Heart, Lung & Blood Institute, 1997). ik a heterogeneous disease,
usually defined in terms of its chronicity and syomp severity. It is described by
the history of respiratory symptoms such as wheshestness of breath, chest
tightness and cough that varies over time and tensity, together with variable
expiratory airflow limitation. Asthma affects 1-18%f population in different
countries. The symptoms and airflow limitation rdgso spontaneously or in
response to medication (Global Initiative for AstgnGINA 2018). Asthma has
different phenotypes. Phenotypes refer to a reczadphe pattern of characteristics

such as demographical, clinical and patho-physicddgMajor phenotypes are:

1. Allergic asthma: this phenotype has a childhoodebiasid usually presents

with the history of allergic diseases.

2. Non allergic asthma: an independent cluster of nagttsymptoms, not

secondary to any allergies.

3. Late- onset asthma: it presents itself first tinme adulthood and most

frequently seen among women.

4, Asthma with fixed airflow limitations: it is a longtanding asthma due to

airway wall remodelling.

5. Asthma with obesity: asthma symptoms occur in aason with obesity.



Pattern of symptom characteristic of asthma
The following are features that increase the goditya of having asthma:

a) having more than one symptom (Wheeze, shorioiebseath, cough and chest
tightness), b) symptoms tend to become worse dy eaorning or night, (c)
symptom vary in intensity and over time d) symptdnggered by viral infections,
exercises, allergens exposure, weather changehtiEugritants like fumes, smoke

or strong smells.

Findings of biological and environmental modelsasthma are insufficient
to explain these effects. Psychosocial factors ridmrte to this increase in
prevalence and mortality directly as well as incliye Mere biological models are
insufficient as an explanation to the onset, exsatern and maintenance of asthma

symptoms (Wright, Rodriguez & Cohen, 1998).
Psychological theories applied to mechanisms invad in asthma

A number of diverse perspectives exist, as expiepanodels for asthma,
ranging from psycho-analytic to family system thesr Though each model differ
in terms of its primary focus and content, all bkge talk about how various

psychological processes contribute as triggersantaining factors of asthma.
Psychoanalytic theory

From early 28 century onwards asthma has been conceptualized as
‘psychosomatic disease’ (Groddeck, 1925). Thereaaraumber of psychological

theories and models within the psychodynamic tiadithat explain psychosocial



elements in Asthma and how psychological processesociate with asthma
symptoms. Though many of these models are not fepefdr asthma, the
mechanism of asthma symptom onset and exacerbesinrbe explained by the

following psychological principles and theoreticabdels.

According to psychoanalytical view, asthma is ankglic response to
repressed emotions, like repressed crying (Alexand®55). The personality
characteristic ‘Alexithymia’, coined and conceptredl later, also brought evidence
in favour of psychoanalytic theory. Alexithymia tise difficulty in labelling and
expressing emotions (Sifnoes, 2000). It is a caostcomposed of the following
factors a) difficulty in identifying and differematiing feelings from bodily sensations
b) difficulty in verbalizing feelings c) narrowednaginative processes and d)
externally oriented cognitive style. Their diffityl in creating mental
representations of one’s own inner experiencessleadisinterpretation of physical
sensations secondary to arousal as symptoms oftisoiir@ess (Tylor, Ryan &
Bagby, 1985). It is also proved that people witexhymia were more likely to be
re-hospitalized. Later based on this assumptionirgcap researches have been
conducted on coping styles and expression of em&tiémotional coping style has
been found to be the one strategy used by asthiren{zaand contributes to poor
health related quality of life. Emotion focused ic@pinvolves passive reactions in
response to the problems or displacing it like iftgkit out on people’ (Hesselink,

Penninx, Schlosser, Wijnhoven, Windt, Kriegsmanif,E2004).



Classical conditioning

A neutral or normal stimulus that didn’t have dfe& on asthma symptoms
in the beginning can become a trigger if it is pdirepeatedly with an allergen that
is known to cause bronchoconstriction. So, these s&muli can become a
conditioned stimuli and capable of eliciting asthaymptoms. Rietveld, Van Beest
and Everaerd (2000) did an experimental study toahestrate the role of classical
conditioning in inducing asthma symptoms. They esgabadolescents with asthma
to placebo, citric acid at levels that induced d¢gugy citric acid at 50% of cough
inducing levels. Irrespective of the groups, sorh¢he participants were informed
that the experiment was to study asthma symptoneresls the other group was
informed that it is about evaluating different faws. After the exposure,
irrespective of the group to which they belongedatdolescents who were told that
experiment was related to asthma reported to hawe wough frequencies than the
others. Though expectancy can be a factor herssicl conditioning provides the
best explanation because cough has a conditiorsmgtiaion with asthma. So the
focus on asthma made cough responses to occur freapgently. This theory is

more applicable with patients with unexplainedgags for asthma.

Operant conditioning

If classical conditioning acts as a mechanism wiacilitates the process of
making certain stimuli as triggers for asthma sy, operant conditioning works
as a maintenance mechanism. The consequences li@mnivironment and the
behaviours which worked in the past in terms ofolkeeg symptoms shapes

themselves iliness related behaviours. Consequanciee patient’s environment,



which contribute to asthma management and prognasisuld their self
management strategies. In terms of anxiety assuoCciatith asthma symptoms,
whatever behaviours helped to alleviate it, suclaasdance of physical activity,
increased use of inhalers beforehand, etc., tengetonegatively reinforced and
hence are maintained in the behavioural repertoHewever, only limited
researches in asthma in relation to operant piesipre available due to the fact
that, it is a multi-factorial disease, having asg biological basis, which makes it
difficult to attribute learning principles to vatie dimensions of the disease as in

medically unexplained conditions (Schmaling, SngitBuchwald, 2000).

Cognitive processes

Cognitive factors such as beliefs, attribution;cgetion, and attitudes have
strong role in the way a person experience his ear dymptoms, utilization of
medical services, treatment adherence and so adieSton ‘bronchoconstriction’
(20% decreases in pulmonary functions) have demaisst that simply informing
patients that they have inhaled a substance (saater in original) that cause
bronchoconstriction, can actually induce the stateeview study summarizing 23
studies in this area found that 36% of participastiswed objective evidence of
bronchoconstruction in response to suggestionsulRealso indicated that women
tend to be more responsive to suggestions than(leenberg, Lehrer & Hochron,

1992).

Symptom perception or subjective evaluation ofngjes in the airflow is one
of the major cognitive aspects related to asthnyam@gom perception is in fact

determined by many psychological factors like moaakiety, etc. There is a poor



correspondence between subjective symptom repadt @sjective pulmonary

function (Apter, Affleck, Reisine, Tenne, Barrowswells, 1997). Over symptom
perception is associated with unnecessary useliel/ee medications and under-
perception indicates a potential risk of mortal#y it causes delay in availing
treatment. The variables patients use to deterthieeseverity of asthma are quite
different from those that medical professionals leydLurie, Marsala, Hartley,

Meunier & Dusser, 2007). Adherence with treatmespecially usage of medicines
is an integral part of self management skills, @nd mediated by self monitoring

and awareness of possible exposure to triggers.

Apart from treatment adherence, poor symptom peicae can be life
threatening in persons with severe asthma. Inatzyrerception of respiration has
been associated with repressive defensive copytg @senberg, Lehrer & Hochron,

1992; Stiener, Higgs & Fritz, 1987)

Based on Rotter’s social learning theory thre@s$ypf believers of control of
illness have been proposed. a) Internal locus ofrob the belief that one’s health
outcomes results from one’s own behaviour. b) Soexdernality: other people,
especially those who are more powerful than onegfents, doctors etc.) are
responsible for one’s iliness control. C) Fatatistealth locus of control: belief that
health status is controlled and predicted by Ideke and other random factors.
Fatalistic beliefs are considered to be maladapéseit is associated with poor

initiative on health behaviours in asthma (Goldb&dRundschuh, 2007).



Family systems theory

Systemic models basically talk about the familgésationship to children

and adolescence with asthma. Minuchin, RossmanBaker (1978) proposed a
classic systemic view on how family dynamics crépyscho-somatic’ illness in the
family. The dysfunctional dynamics such as ovetgutiveness, rigidity,

enmeshment and poor conflict resolution shapelliness behaviour in the patient.
This illness functions as a resolution for the péigical dynamics which otherwise
can't be resolved. So, asthma attack is used ast@ation from the continuing
family conflicts. Observational studies provide dmnce for this systemic
perspective that, mothers of children with asthma &und to be more
overprotective and critical than mothers of healtthildren (Hermanns, Florin,

Dietrich, Rieger & Hahlweg, 1989).

Respiratory manifestations of psychological issues

Symptoms of anxiety disorder can mimic respiratprgblems and, also,
anxiety can occur secondary to respiratory problérngs makes it difficult to make
a distinction between these two and to decide odiagnosis. People with
somatoform disorders have high preoccupation wittdilip sensations, and
unexplained respiratory problems (Labolt, Preisnfarpsian, Popvich & lannuzzi,
1996). Paradoxical vocal cord dysfunction (PVCDargls some features common
with asthma symptoms. But provocation tests of ayrvayperactivity are usually
negative for this condition. Patients having PVCénds to get better with
behavioural techniques, allowing breath to occuumadly. Factitious patients are

found to assume a sick role when they have somengndry symptoms.



Psychogenic cough, functional aphonias and dyspisp@ind paroxysmal sneezing

are the other somatoform issues which mimic withraa (Labolt & Innuzzi, 1998).

Psychological issues in asthma

High rates of psychiatric disorders have beenntedan people with asthma.
Almost two third of asthma patients have reportecave life time history of at
least one psychiatric disorder, within which arowtti® and 10% of patients had
histories of panic disorder and depression respaygt{Afari, Schmaling, Barnhart
& Buchwald, 2001). Prevalence of anxiety disordgish as panic disorder (12%),
agoraphobia (12%), social phobia (7%), post trdiomstress disorder (6%),
generalized anxiety disorder (9%), specific phd@s) are considered to be high
when comparing to the general population (Weis€720Co-morbid psychiatric
conditions influence symptom perception and treatnseeking behaviour which in
turn affects mortality as well as prognosis (Prié&imer, Rabinowitz & Hendler,

1994).

Compared to healthy controls asthmatic childrervehanore anxiety
symptoms (Vila, Nollet-Clemencon, de Blic & Simeo(#000). Children with
asthma are found to have low self esteem and soompetence (Vila, Nollet-
Clemencon, Vera, Robert, de Blic, Jouvent, Simé&@cheinmann, 1999). While
studying families of patients with asthma, highesabf substance abuse, mood
disorders and traits of antisocial personality diso were reported (Wamboldt,
Weintraub, Krafchick & Wamboldt, 1996). Psycholaicssues in adult asthma are
a little different from this, as the most frequgnthssociated problems are

depression, panic and agoraphobia (Shavith, G&nliflandetta, 1992). Panic and



anxiety can directly exacerbate asthma symptonmagiir hyperventilation, and it is
associated with overuse of medications, with moeguent hospital admission and
longer hospital stays. This may be due to the comnegpiratory element in both
conditions (Carr, Lehrer, Rausch & Hochron, 19%2anic can trigger as well as
exacerbate asthma and asthma can cause to dewwilap phe relation between
these is considered to be bidirectional. One exgplan is that panic is associated
with psycho-physiological stress responses, whithurn elicit autonomic and

inflammatory responses in persons with asthma. l@nother hand, dyspnea and
other related body sensations in asthma can triggaic (Perna, Bertani, Politi,

Colombo & Bellodi, 1997). Hyperventilation is anethcommon feature between
the two, as it can cause bronchoconstriction arythgrof the airways (Guilbert,

Fouke & McFadden, 1988). Strong emotions eliciabingng difficulty in pulmonary

patients. This make them avoid social and emotiositlations, termed as
‘emotional straitjackers’ (Dudley, Wermuth & Haguke73). Depression is also
found to be highly prevalent among patients witthiem. The life time prevalence
of depression is two and half times higher thangéeeral population. This high
rate of depression is secondary to the lossesdkpgrience in association with the
disease and long term adjustment they had to maké¢heir lives (Kessler,

McGonagle, Liu, Swartz, & Blazer, 1996).

Though initially researches were in consensus faients with asthma
showed perceptual and motor impairments (Dunleag@ade, 1980), later it was

found that these are secondary to steroid userankay transient.



Psycho-social management of asthma

Psychosocial management refers to addressing ugagpsychological and
social variables affecting asthma, with the aimiddéntifying and reducing its
triggering as well as maintaining effects. It stantith receiving a referral of the
case, and go through assessment of various psypbalofactors and finally

deciding and implementing of the right intervention

Referral

Referral from a pulmonologist can be received urigh® conditions: to
manage acute conditions or to deal with chronicegasn an inpatient set up,
consultation might be usually requested to dedt adute concerns. A patient in the
intensive care unit may be referred to evaluatehieror her anxiety, or to make
himself ready to take medical decisions like witdwling or withholding of life
sustaining treatment/equipments. It is a commoparese that, patients sometimes
feel fearful and sceptical about weaning from atlegior. From the clinical point of
view depression and anxiety are the common issoede addressed here

(Yellowlees, Haynes, Potts, & Ruffin, 1988).

In the case of chronic problems, it's quite difietr from the above scenario
because what the patient requires is long term hmdggical management. It
demands addressing adjustment to a chronic congditgiress management,
interpersonal conflicts (with family as well as heacare providers), compliance

with treatment, smoking cessation and somatisations

10



Assessment

Assessment will depend on the need for referrdl tue context. Primary
data for assessment is patient’s medical recotdsdompasses history and course
of medical problem, medications, current as wellpast treatment, other related
medical issues, pulmonary function test (PFT) aaol desults. Along with this
clinician’s subjective impressions about the pdtieauch as being anxious or
uncooperative, etc., are also included. Thesehwaieas to be assessed. The most
significant source of information for asthma is tpatient himself/herself as it
provides a platform for discussions and clarifieas. Interview with the patient
touch the cognitive, behavioural, emotional and ifi@amdomains. It also reveals
socio-occupational dysfunctions, if any. Psychaatnistory and symptomatology
associated with asthma is important to be assessed there is high co-morbidity
between asthma and anxiety and depression (Keddtgsonagle, Zhao, Nelson,
Hughes, Eshleman, Wittchen & Kendler, 1994). Afeerdetailed evaluation,
standardized tests can also be administered. Gigedar differential diagnosis is
highly recommended as some of the somatic symplikmsveight loss, fatigue, and
decreased energy can be secondary to respiratugsithan being the symptoms of
depression. However, significant changes in moatkehaviour such as decreased
interest, hopelessness, and suicidal ideationglasually be a sign of depression.
Respiratory and psychological symptoms can oftewiosimultaneously and mimic
each other e.g., a patient with asthma may end wgxperiencing a panic episode
and thereby further worsen his Asthma-related ol (Thoran & Petermann,

2000).

11



Changes in cognitive functions can be seen in polry patients, because of
prolonged oxygen deficiency in the brain (Dodd, ©Gesk Jones, 2010). This can
result the clients to end up in a state where #reyunable to comprehend medical
instructions, to engage in psychotherapeutic k@iatiip or to carry out adaptive self
care skills efficiently. A formal mental status exaation and tests of cognitive
functioning is hence significant. Tools like Minievital State (MMS) are used for
cognitive change (Folstein, Folstein & McHugh, 1p#valuation of psychological
adjustment and coping through self report is alsayaificant piece of information.
Interview with family members and relatives canvpe information the client

might not gave. It also helps to verify and crassak the client’s versions.

Psychological interventions in asthma

Asthma as a multi-factorial chronic disease havipgychological co
morbidities of psychiatric diseases is high in asthdemands for more integrated
management approaches (Boulet, 2009). Though taematological management
has a strong evidence base, poor symptom contrwdins to be a major issue for
health care professionals as well as for patiertigtwsignifies the relevance of
incorporating psycho-social interventions in asthasa part of a comprehensive

asthma management system (Yorke, Fleming & ShuldRae6).

Many forms of psychosocial interventions indivilyaand in combination
are proved to be effective for the management thinag. The diverse intervention
approaches ranges from behavioural and cogniteefies to relaxation techniques
and therapeutic writing. Common psychological imstions used for the

management of asthma are psycho-education, bemawvioerapy, cognitive

12



behaviour therapy, relaxation training, therapewtting, bio-feedback and other

self-regulation techniques.

Psycho-education is one of the most frequentlyl sseategies for asthma. It
is a comprehensive intervention encompassing inmgaknowledge of the illness to
the patient and family, modifying their attitudes itiness. Apart from providing
information for asthma control, training in self magement and addressing

psychosocial issues are part of psycho-educatiograms (Boulet, 2015).

Another widely applied approach iehaviour therapy. Behavioural therapy
is focussing on identifying and changing maladaptleanings that have been
contributing to the maintenance and worsening omEpms. Behaviour
modification techniques have been incorporated sashstimulus control, bio-
feedbacks and effective use of reinforcementsreatinent adherence (Put, Bergh,

Lemaigre, Demedts & Verleden, 2003).

Cognitive behavioural therapy incorporates idédtion and changing
unhelpful thoughts such as “I am not going to hang change”, | will remain as a
chronic patient throughout my life”, etc., alongthvaddressing behavioural factors.
It is helpful for people who have exaggerated fehasthma attacks, those then
actually elicits respiratory symptoms. Constructmanagement of these thoughts

are targeted in cognitive behaviour therapy (Kewasied, Dulay & Yorke, 2016).

Relaxation techniques helps to consciously progusgate of relaxed state
characterized by lower blood pressure, slow bregtldnd a subjective sense of

calmness. Technigues such as progressive musakatien, meditation, autogenic

13



training, and hypnosis have been extensively usad asthma rehabilitation

programmes (Huntley,White & Ernst, 2002).

Therapeutic writing — a method for primarily veating conflicting inner
experiences found to be used as part of psych@bgi@anagement of asthma. It
takes the form of diaries, letters, or any othemf@f written emotional disclosures.
Therapeutic writing can be done in two ways. Onefasilitated, in which a
facilitator present during writing, and the secdgge is un-facilitated, where in
writing is carried out without any assistance ($mitelen, Jones, & Christina,

2015).

Bio-feed back is known for monitoring and contiral biological indicators
of anxiety or stress. Here feedback is utilizedaaseinforcement which in turn
strengthens the attempts of regulation of the piokd indicators of asthma (Kew,

Nashed, Dulay & Yorke, 2016).

Other self-regulation methods like yoga, meditai@nd mindfulness have
been proved to be effective for the managemensthinga. Yoga is found to show
improvements in symptoms of asthma and well bekgwever studies on this
suggest that the perceived benefits are on subgedymptoms than objective
physiological measures (Agnihotri, Kant, Mishra &ngh, 2015). Mindfulness
meditation is one of the self regulatory techniquesng tried out in asthma

management programme (Shi, Liang, Gao & Huang, R017
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Mindfulness

Mindfulness can be defined as the awareness tisgsathrough “paying
attention in a particular way: on purpose, in thespnt moment, and non-
judgementally” (Kabat-Zinn, 1994). This definitioof mindfulness connects its
philosophical origins of the past with that of tpeactical methodology of the

present.

The Buddhist ideology places the origin of humafiesing in the ignorance
of the moment-to-moment awareness of the inner reeqee and the resultant
dissatisfaction. It considers mindfulness as oneranthe four basic faculties of
awareness, which are: faith (sraddha), wisdom rfpjajconcentration (samadhi),
mindfulness (smrthi) and vigor (virya). Mindfulness also mentioned in the
Buddhist narrative in many other contexts of humsalvation and enlightenment.
The word ‘smrthi’ which is believed to be the ongpf the term ‘mindfulness’, is
found in the ancient Buddhist literature, datingl#o third or second century BC,

written in ‘pali’ language.

There has been much debate among those workihg iarea of mindfulness
whether ‘Smrthi’ denotes memory or attention. AsowBn, Creswell and Ryan
(2015) has rightly pointed out, these debates cbaldesolved to a great extend if
we take the meaning of ‘memory’ as being more sintib the concept of ‘working
memory’, rather than long term or short term mempuoyt forward by Baddeley and
Hitch (1974). Here, memory becomes both a ‘stongl a ‘state’ which in turn can

contain the larger meaning attributed to the temmdfulness’.
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In modern psychology the study of consciousness almost given up by
the rise of Behaviourism in the early 20th centusdpowever, the evolution of
cognitivism during the 1960s brought back some rese in the area of
consciousness. It was even later that mindfulness imtegrated into the stream of
cognitive psychology framework, largely through therks of Kabat-Zinn (1990)
and Segal, Williams and Teasdale (2002), developinth therapeutic approaches
like Mindfulness Based Stress Reduction (MBSR) inmtdfulness Based Cognitive
Therapy (MBCT). Since then, a lot of interest ha®rb invested in this area by
psychologists-including researchers, academicianus pactitioners. According to
Brown, Creswell and Ryan (2015) the number of Esigproduced and researched

conducted on the topic have increased exponensadbe the early 2000s.

The current scenario

Mindfulness is a term that is used in a varietywafys. Different people
working in the area of ‘mindfulness’ assign differeneanings to this term so as to
fit their own perceptions regarding what they dohather it is ancient Buddhists,
modern day therapists, or cognitive theorists, rdgdins rarely co-exist. However,
the evolution of ‘mindfulness’ from an ancient Bkt routine practicum to a
carefully and widely used clinical- therapeutic hoet engrosses the huge
theoretical investment from the part of Psycholabgiscience, perhaps than any
other field of knowledge. Psychological theoried gorinciples that shape the

structure of ‘mindfulness’ can be summarized urider levels of analysis such as:
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1. Attention

2. Perception
3. Self determination and
4, Learning- supportive environments

The Attentional Process and Networks of Attention

Empirical studies have identified that there exisiree attentional networks
such as alerting, orienting, and executive atteation both functional and
anatomical terms. Alerting is a kind of vigilancéhieh is regulated largely by
noradrenalin. The function ‘orienting’ is contralléy brain areas such as superior
parietal lobe, superior colliculus, the temporaligial junction, etc. This junction
mainly involves the selection of specific infornmati from sensory inputs. The
executive attention component involves the anteciogulate cortex, the anterior

insula, the prefrontal cortex and basal gangliagiRen &Posner, 2012).

During mindfulness, the executive attentional reety of all the three, is the

most manipulated domain.

Mindfulness in the context of perception and awareess

Mindfulness and mindfulness training can also kplaned in terms of
‘processing mode’ which refers to the style of kiniiy adapted by the individual
while processing information related to self andy@meral. Researchers have found
evidence for the connection between many psychodbgilisorders, especially

depression, and the style of thinking. Three mogiartant concepts worthy to be
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mentioned in this context are ‘Cognitive reactivi{$egal, Kennedy, Gemar, Hood,
Pedersen & Buis, 2006), ‘Rumination’ (Ingram, 1986yl the ‘Interactive cognitive
subsystem (Teasdale & Bernard, 1993). Higher covgnieactivity which refers to
the mode of processing whereby individuals worryowb their depression
(depression about depression) has been found tstrioegly associated with

depressive relapse.

Rumination, on the other hand, has been foundedigt the onset of major
depressive episodes. It also has connection with ghverity of depressive

symptoms.

The ICS (Interactive Cognitive Subsystems) putveod by Teasdale and
Bernard talks about the relationship among qualgft different kinds of
information in the brain such as visual, acoustigplicational, etc. Each of these
subsystems happens to be mutual inputs and outgutsach other systems
alternatively. Research in this area has shownI@&tframework is successful at
bringing out cognition-based evidences for the aernce and maintenance of many
psychological disorders such as depression andrala¢ed rumination. For this
reason, the proponents of ICS framework have stggdedbat patients recovered
from depression must be given training in mindfsken order to reduce the risk of
future relapse and recurrence. This even provided foundation for the
development of MBCT (Mindfulness Based Cognitiveefidpy, Segal, Williams &

Teasdale, 2002).
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Mindfulness in the context of motivation and self dtermination

Understanding ‘mindfulness’ within the framework ‘self-determination’
and ‘awareness’ is very important due to many nessthe major one being that
mindfulness by definition is an ‘intentional’ pr@seand a voluntarily carried out
cognitive practice. According to the self deterntima theory, there are two types of
motivation namely autonomous motivation and cotdgbimotivation. Researchers
have shown that autonomous motivation gives riseetravior and attitudes which
last longer and go deeper. They experience morégiy@Emotions and greater
psychological wellbeing (Deci & Ryan, 2012). Theototype of autonomous
motivation is ‘intrinsic motivation’, which concesnpeople’s engagement in an
activity because they find it interesting and emnjolg. On the other hand, controlled
motivation is comprised of two types of extrinsicotimation such as external
regulation and internal regulation. People posagdsiese later forms of motivation
have been found to have lower degree of satisfaaifotheir basic psychological

needs.

Intrinsic and extrinsic motivation can also be erstood in terms of varying
levels of awareness. In extrinsic motivation, peoi@nd to have lower awareness
compared to intrinsic motivation. Classic extringiotivators such as rewards and
punishments can decrease individual’'s awarenessubedhey are focused on the
external contingencies and pressures. As the ntmtivas internalized, people’s

autonomy for the behavior increases, so, too, tttmsawareness.

Central to mindfulness is the idea of ‘allowingitmer than deliberately

manipulating experience, which includes allowinghan chatter and demands,

19



without attaching to or indulging them. This ergal kind of ego-detachment, which
helps facilitate autonomous motivation because Wiehaan be informed by a non-
judgemental awareness instead of the distorted c®hitions associated with

pressures and ego- involvements.

Mindfulness in the context of cognitive and behaviaral models

This is related to understanding mindfulness withihe framework of
learning processes and the social environmentahctaistics. There are different
psychotherapeutic techniques, hailing from these tvaditions, which largely
incorporate the philosophy of mindfulness. Mindids based cognitive therapy
(MBCT), metacognitive therapy, acceptance and cdamemt therapy (ACT),
dialectical behavioural therapy (DBT) - to namesa .fAll these therapies make use
of the principles and techniques formulated by twmtextual perspectives in
Psychology- both behavioural and cognitive- behandbperspectives. So, learning-
supportive environments (including those proces$appening ‘inside’ the
organism- as explained by the cognitive model da$d happening ‘outside’ the
organism- as explained by the behavioural modelslinds one important
framework within which mindfulness is comprehendadide the psychological

science.

Neurobiology of mindfulness

Recent developmental studies in the area of mindés claims that

mindfulness based interventions can improve a wéage of physical and mental
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outcomes. Neuro-imaging studies began to tap thm lmechanisms contribute to

these outcomes and try to answer ‘how mindfulnegages the brain over time’.

The neurobiology varies based on the type of miingss based programme
and the duration of practice. However anterior glatge cortex (ACC) and
prefrontal cortex are associated with early stagfjasindfulness training as well as
in people with high dispositional mindfulness. Assoall meditation training the
areas associated with sensory appraisal are hagtiyated such as anterior insula
and somatosensory cortex. However as the medi&iogbmore skilled at being
aware of sensory and emotional information withengaging in interpretation, a
decrease in higher order brain areas and an ireipabe sensory processing areas
can be found. Prolonged mindfulness meditation ssoaated with significant
reduction in neural structure associated with eomati processing (Amygdala) and

sensory awareness (Insula).

Four days of mindfulness training found to attéauasecondary
somatosensory cortex, which influences the mocdatf nociceptors or pain
processing. Meditation related pain reduction isoamted with low level of
nociceptor activation due to widespread thalamiactleation (Zeidan, Martucci,

Kraft, Gorodn, McHaffie & Coghil, 2011).

The eight week mindfulness based stress reduptiogramme (MBSR) is a
weekly guided, therapeutic programme involving ylgitactice of meditation using
audio recordings (Kabat-Zinn, 1990). Practice of 3/ is associated with
significant reduction in clinical anxiety (in geaézed anxiety disorder), and

amygdale activity (Goldin & Gross, 2010), and aation of regions supporting
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reappraisal (Goldin, Ziv, Jazaieri, Hahn & Gros812). Similar mechanisms have
been replicated in healthy adults also that whetrueted to mindfully attend to the
sounds of MRI scan, Kilpatrick and colleagues (90fbind that it induced robust
functional neural connections between bilaterake@ot and posterior inusla, the
medial prefrontal cortex and anterior cingulateteorFarb, Segal, Mayberg, Bean,
McKeon & Fatima, 2007). In short, brief mindfulnesgditations is associated with
reduction in lower level sensory processing (Deatibn of thalamic and
somatoensory cortex) and activation of executiwelldrain regions (Prefrontal
cortex). In contrast to this, long-term mindfulngsactice produce neural activity
associated with higher order awareness, indicatimgyoved acceptance of sensory
experiences without engaging interpretation or alation (Brefczynski, Lewis,

Lutz, Schaefer, Levinson & Davidson, 2007).

Clinical applications of Mindfulness

Mindfulness has been utilized inside the clinisattings for dealing with a
variety of psychological and medical problems. Ehare mainly four vastly used

therapies which are essentially based on mindfslnBEsey are:

1) Mindfulness Based Stress Reduction (MBSR): Thigng of the earliest
integration of mindfulness into clinical practicevéloped by Kabat-Zinn in
1979 (Kabat-Zinn, 1990). It was originally intedd&r managing pain,
enhancing self regulation and emotion managemeringnpatients with
chronic pain. Later MBSR was applied to wide varief chronic medical
illnesses (Carlson, Ursuliak, Goodey, Angen & Si#f)1), psychological

conditions like anxiety and mood disorders (HofmaBawyer, Witt & Oh,
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2)

3)

4)

2010) and found to improve patients quality of lilnd decreased

psychological distress.

Mindfulness Based Cognitive Therapy (MBCT): This swedesigned by
Zindel Segal, Mark Williams and John Teasdale i020which is used for
patients with depression. MBCT combines some elésnef cognitive
therapy with the practice of mindfulness and has@n to be very effective,

especially in preventing relapse of depression.

Dialectical Behaviour Therapy (DBT): It is a wealtcepted therapy for
persons with borderline personality disorder. Theecskill implemented in
DBT is mindfulness, based on which all the othalisskeen trained. The
“what” skills and “how” skills, based on mindfulreefound to be effective in
the synthesis of the “logical” and “emotional” mir{inehan & Wilks,

2015).

Acceptance and Commitment Therapy (ACT): ACT is iatervention
developed through combining elements from behavinodification
strategies, acceptance, and commitment and mireffsistrategies. This is
used effectively with chronically ill individuals ot increase their

psychological wellbeing and flexibility (Hayes, &ahl, & Wilson, 1999).

Anxiety disorders are often conceptualized deaa of fearthat results in

high levels of subjective distress, somatic sympioamifestation, and disruption of

daily living (Barlow, 2002). Standard treatment eggches for clinical anxiety
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include psychotherapy and medication, both of whach intended to modulate

cognitive, affective, physiological, and/or behagiaeactions to perceived threat.

Traditional approaches to treat anxiety disordiensdamentally involve
attempts made by both the therapist and the diieahange or lessen this anxiety to
a more logically right and/or practically valid kg. Whether it be CBT, BT or any
other technique, the approach is always changedbasstead, mindfulness based
approach for the treatment of anxiety disorders lemjze on establishing a wise
relationship with the inner experience of anxietjere the approach is always
acceptance-based (Sado, Park, Ninomiya, sato,aWgisShirahase & Mimura,
2018). It capitalizes on the fact that the psycbwlal experience of anxiety is
invariably associated with physiological and bodigactions. Mindfulness starts
with creating awareness in the individual aboutitimer world and the outer world.
It demands the individual to understand that agxietar or any emotion or thought
associated with it is a part of one’s being. Onestit need to avoid it or to get rid
of it. Rather mindfulness enables a person to becoomsciously aware of one’s
own physical and physiological sensations. Theuragsion here is that, when
attempting to rigidly avoid the inner experience avixiety, like what traditional
Western therapeutic approaches have been doinghainenly fails to address the
real problem but it further reinforces chances tireg would be in a more miserable
condition in the future (Jacobson & Newman, 201d$tead, when one is able to
attend to his inner feelings chances are good @hatore positive relationship
develops between the self and the inner physicgsiptogical experiences. In other

words, ‘Self-regulation’ is in the making (HaukeQ(5). By awakening to the

24



possibilities available in the present moment, often becomes empowered to
choose a wise response in the face of an upsettiaghal experience or external
event, as opposed to having an upsetting experiencevent dictate how one

responds.

Mindfulness Based therapy for OCD tries to devetowvay to trust and
validate one’s internal experiences. Since OCD rhajovolves thought distortions
and obsessions, mindfulness integrated psychotheemms at repairing the

dysfunctional relationship with one’s private inmperiences (Fairfax, 2018).

Depression is one of the most prevalent psychcédglisorders of this era.
Conventionally, the strongest of all approachesdusetreat depression today is
considered to be Cognitive Behaviour Therapy dexedoprimarily by Aaron Beck
(1964). Treatment for depression based on the mimes approach, specifically
called as ‘Mindfulness Based Cognitive Therapy' figpression (MBCT) was
developed by Zindel Segal, Mark Williams, and Joheasdale (2002). This
approach focuses on acceptance and change. Itegnabtlient to become more
aware of the cognitive processes and urges oresfond differently to the negative
feelings and cognitions. By consistently practicimgnging awareness to present
moment experience, participants shift into a mode functioning that is
incompatible with the self-focused and analyticajmitive processes that perpetuate
depressive states. Segal et al. (2002) describeathchange from a “doing” mode,
in which the main focus is on the reduction of thpancies between the current

state and ideas of how things should be or oughietdhrough problem-solving
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behavior, to a mode of “being,” in which the indiual is in immediate and intimate

contact with present moment experience, whate\aretkperience might be.

Borderline Personality Disorder (BP¥) a disorder in which the person is
incompetent in regulating his own emotions, behawdad relationships. Many
factors make the treatment for BPD highly diffieutio-morbidity, comparatively
high risk of lethality (arising out of suicides) dariroublesome therapist-client

relationship being the most significant ones.

The most successful intervention for BPD is coexsad to be the Dialectical
Behaviour Therapy developed by Linehan and WilkiLB). This too is a Cognitive
Behaviour Therapy loaded with ‘acceptance’ straegDBT is the first therapeutic
approach in psychology to adapt the idea and pbplog of mindfulness. As per the
statistics available since 2007, studies using mamelomized clinical trials have

brought-in evidences in favour of DBT as the masicessful treatment for BPD.

The core element of DBT in persons with BPD iftioag the attention to the
present moment, by letting the past memories goyama to stop worrying about
the future. During a therapy session, a patienasked to recollect a negative
incident in his or her life, which very often hapgeo be issues relating to partners.
Mindfulness skills are used within sessions, thenhelp the individual begin to
regulate his or her emotions in an effective manMendfulness practice helps a
client with BPD in four overlapping ways: (a) inasing attentional control, (b)
increasing awareness of private experience, (adedsmg impulsive action, and (d)

increasing self-validation (Lynch, Chapman, Rosahtkuo, & Linehan, 2006).
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Apart from this mindfulness based interventionanid to be effective in
addressing psychological factors in many of theegglnmedical conditions such as
in cancer, coronary heart disease, fioromyalgiaunmatoid arthritis, irritable bowel
syndrome, Diabetes, acquired immune deficiency ®ynd (Carlson, 2012).
Mindfulness was also found to effectively addressiety in persons with asthma.
Mindfulness medication decreases asthma symptoomg alith enhancing overall
quality of life (Cheryl, Karen, Nilani, Melissa, Gael & Marisa, 2017). Attentional
control, Mood clarity, cognitive change, exposummntrol, acceptance and
relaxation are the major mechanisms by which mingss based interventions

works (Raj & Kumar, 2019).

Review of relevant related literature

A large body of empirical works has been conduatethe areas of asthma

as well as mindfulness. A review of literature bade aspects is provided here.

Psychological Correlates of Asthma

The chronic conditions have many general stressoiommon although
their biological backgrounds, medical treatment ahagnostic categories vary
significantly. People having chronic health corah hardly differ in their
perceptions of a number of important stressorslifkethreateningness, progressive
deterioration, controllability and fatigue. Differees in the degree and type of
stressors exist, however, this cannot be explayed single factor-i.e., the type of

disease. Personal characteristics such as agegrgeage living situation, and
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education level, personality seem to be importantvall (Heijmans, Rijken, Foets,

de Ridder, Schreurs & Bensing, 2004).

Quality of life in asthma

Quality of life is the multidimensional conceptvolving the physical,
psychological and social impact an illness has @ergon’s life. In the context of
asthma it refers to the impact of illness on ddiflg functioning of patients. A
number studies have demonstrated that qualityfefié highly compromised in

asthma, especially in poorly controlled asthma.

Personality is one of the factors associated withlity of life. People with
high extraversion and agreeableness and low neismotifound to have better
quality of life and it is mediated by coping stgigs one use and symptom
reporting. One explanation for this is that, peopigh on extraversion and
agreeableness tend to have more friends and gss d#ention to the physical
difficulties, which might helping them to keep reda. In terms of symptom
reporting agreeable people hide their asthma symptiess, which in turn predict
better quality of life. Utilizing a large communigsample and inclusion of people
with different range of asthma severity enhancesettternal validity of the research

findings (Ven & Engles, 2011).

Impaired quality of life is associated with psyathic diseases and clinically
significant levels of subjective distress in ocdigra asthma. The important fact is
that these pathological difficulties persist evdterastopping their exposure to

triggers in the work place. The study utilized alijpge methods like spirometry,
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measures of bronchial hyperactivity and inhalatiests, which enhances the

credibility of findings (Miedinger, Lavoie, Archegae, Ghezzo & Malo, 2011).

Phenotypes of asthma not only differ in preseotatbut also in terms of
quality of life. Work related asthma is a phenotywhich include both occupational
asthma and work-exacerbated asthma. Comparingrtomook related asthma, this
phenotype is found to have more impairment in mdmalth, physical health and
activity limitations. However these findings shdwe taken with caution, as the
nature of work and availability of facilities at vkoplaces would be different across

different occupations (Knoeller, Mazurek & Moorm&a0.12).

Similarly children with better asthma control feuto have higher asthma-
specific quality of life (HRQoL). However this réilan is directly as well as
indirectly influenced by some of the parental fastsuch as sense of self-efficacy
with patient-physician interaction, health literaeyd satisfaction about shared
decision making. Parents with high health literaoyuld have an active role in
interaction with their physician and contributes a@ovoice in decision making,
suggesting the relevance of involving family in #&hma management programs.

(Gandhi, Kenzik, Thompson, de Walt, Revicki, Sheakmn& Huang, 2013).

Positive effect of quality of life was studied amany psychological
variables, and it was found to predict better coamge with treatment among
patients with asthma. This suggests the possilafitpcreasing treatment adherence
by enhancing the quality of life through varioushasa management programs. A
contradictory result was also obtained from theesatndy showing that despite of a

decrease in compliance with medication, asthmargbrémains to be same. One
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possible explanation for this finding is that tedy was conducted on adolescence,
in which symptoms tend to usually disappear dundperty (Though it can re
emerge later) so that medication would no longeuired for them (Tiggelman,

Ven, Schyack & Engels, 2015).

A cross sectional study by Avsi and Dogen (20&@prts sexual dysfunction
in patients with asthma, whose quality of life asvl A gender difference was also
observed about it that women had lower qualityifef than men, however authors
suggests that these findings should be taken aemlyias gender inequality and
roles attributed to women might have influencedisTfinding implies that a
multidisciplinary approach should be used in tleatiment of asthma by evaluating

various domains of psychosocial functioning inchgdsexual dysfunctions.

Psychological risk factors in asthma

Objective measure of respiratory function like IP&xpiratory Flow Rate
(PEFR) is affected by psychological variables. Mestensively investigated
psychological variables are primarily related teissnmental factors like, exposure
to pollutants, smoking and allergens etc. Differeaim these, variables like nature
of daily activities, mood, distress, locations, aswtial contacts are studied and
found to influence PEFR and asthma symptoms. Diwy@es of these variables in
turn affect diurnal variation of PEFR and sympto(Ssnyth, Soefer, Hurewitz,

Kliment & Stone, 1999).

A study conducted to find out the relations betwpsychosocial factors and

the development of respiratory symptoms is notitedly its methodology, where
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the children were prenatally assigned to variougrels of risk for developing
asthma on the basis of family history of allergicdaespiratory disease. Parents
were taken as informants of their children’s bebeali problems, anxiety, family
relationships and completed questionnaires meaguhase variables when their
children were 3 years old. Findings suggest thatli@n with indications of asthma
symptoms are at higher risk of developing behayorblems (Calam, Gregg,

Simpson, Morris, Woodcock & Custovic, 2003).

Considering prevalence, in terms of gender diffees, women had a 1.64
times greater odds of current asthma as compareteto The odds of both current
and probable asthma are around two fold greatempémple with obesity (Arif,

Rohrer & Delclos, 2005).

Co-occurrence of psychiatric morbidities and asthmas been replicated in a
large number of studies. However the basic mechamikthis link was not well
established. A study by Van Lieshout and MacQue0g) suggests that
psychological stress modulates asthma symptomsagdhroertain specific biological
pathways. In asthma patients, anterior cingulateegkdACC) and insula found to be
hyper responsive to asthma-related emotional condsafferent physiologic signals
(The ACC receives input regarding key physical syms such as shortness of
breath or palpitations, in asthma) Similar areasaofivation can be seen in

depression also.

Treatment adherence is predicted by certain pati$priraits such as high
extraversion, low social desirability and high ersdity. Asthma patients with low

adherence are high on extraversion in comparistin those with good adherence.
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Patients with poor adherence don’'t form a causalnection between their life
events and actions, indicating an externally oedntocus of control (Halimi,

Godard, Pithon, chane & Varrin, 2010).

Baiardini, Sicuro, Balbi, Canonica and Braido (BDTtonducted a review
study by analyzing 5510 articles addressing diffeqgsychological key concepts,
constructs and variables relevant in asthma. Resah be classified under 2 broad
spectrums such as mental health aspects and pegatall aspects. Psychological
aspects are a) subjective perception (Poor symptrgeption may result in overuse
of reliever medication, irrespective of lung fulctj whereas under-perception is
associated with risk of delayed treatment) , bxigigmia (impaired ability to build
mental representations of their emotions, and tberethey misinterpret physical
symptoms related to emotional arousal as symptohsomatic diseases and c)
coping style (avoidant coping like ignoring, dergjinor avoiding a problem).

Anxiety, depression is included in mental heallatezl factors category.

In the similar line another review study was eairout on the psychological
factors of asthma in Arab culture. This brings autumber of major observations
such as (a) Knowledge and attitudes on asthmareips, physicians, school staffs
found to be generally unsatisfactory (b) Qualitylif@ in children and adolescents
was significantly limited by asthma, (c) Among chnén asthma was a common
cause of school absenteeism an affected their asadehievement (d) Childhood
asthma is associated with increased rates of ba#rnalizing and externalizing
problems e) Asthma education programs has a nmajoadt on parents, staffs, and

asthma management practices (Al-khateeb & Al-kimt2@15).
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The risk factors associated with asthma leadeto éxacerbations as well as
morbidity, and they originate from wide ranges ofixes such as environmental,
behavioral, and psychosocial. Among which psychieédactors underwent great
attention and research. The most prominent psggidl risk is lower quality
home environment, family conflict, high crime rateé®lence, poverty, housing-
related stress, and chronic family stress. Manyhee risk factors have complex

interactions and bidirectional relationships (BeosOland and Bender, 2016)

Psychiatric co-morbidities in asthma

The relationship between asthma and the experiehcegative emotions,
such as anxiety, anger, and sadness has beenieshgrssudied. Exacerbation of
asthma occurs in response to emotional wave ageéneral asthmatics reports that
they experience as well as express a lot of negatimotions (Lehrer, Isenberg &

Hochron, 1993).

A number of psychiatric conditions appeared asncobid with asthma,
mainly anxiety and mood spectrum disorders. Paisorder is one of the highest
co-morbid conditions for asthma. On the other hpresence of asthma is a risk
factor for developing of panic disorder. One med$an of this bidirectional
connection is that the anxiety associated with gpdisorder causes hyperventilation
which in turn elicits asthma symptoms. Similarlyperkences of asthma symptoms
make someone hypervigilent about obstructions gpiration and can lead to the
development of panic disorder. This may be dudéocommon respiratory element

in both conditions (Carr, 1997).
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Bray, Kehle, Grigerick, Loftus and Nicholson (200&und that the
psychological problems that children experience adma with their asthma
generally involve internalizing behavior disordersgith anxiety and depression

being most prevalent.

Individual characteristics predict asthma contiomen, people who are
obese, older and depressed or anxious found torhave impairment in pulmonary
functions (Marco, Verga, Santus, Giovannelli, BtsalNeri, Girbino, Bonini, &

Sentanni, 2009)

Stress found to be high among patients with astiwhan comparing to
normal population. Stress can both accelerate isetcand maintain the symptoms
for long time. Coping strategies they use are #&s3 of problem focused than

others (Nia, Aliloo & Ansarin, 2010).

Both trait anxiety (a disposional tendency for ngeianxious) and state
anxiety (anxiety at the present time and is vaepbdund to be high among asthma
patients. 70% of asthma patients, from a sampke @&iZ195, manifested anxiety on
objective measures. This indicates extend of cdsidiy and the need for
management of psychological elements in asthman@ifeles, martins, Pereira &

Branco, 2010).

Attitude and compliance with treatment and serismntrol over the disease
are influenced by the presence of psychiatric cobiddies. Both internalizing and
externalizing problems found to have a similar ratéowever rather than the

severity of asthma, the coping strategies one aselly influence the relationship
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between treatment compliance and the presenceyohiasric conditions. Denial
and other emotion focused coping strategies a@cided with emergency hospital
visits and near fetal asthma exacerbations (Bafterke, Sulaiman & Abramson,

2016).

Interpersonal and social functioning in asthma

Most of the studies in the domain of interpersarad social functioning in
asthma are conducted with children diagnosed wsthnaa; probably they are the

most potential group on which family dynamics amigiaction pattern are centered.

Similarly, psychological and social problems ithasatic children have also
been subjected to exploration. Asthmatic childread Hear of death due to
suffocation, and it affected children in the foliogy ways that it interference with
their play, participation in small domestic worksid they have a feeling of being a
burden to their family. These factors found to bhghhamong children, whose
mothers have insufficient partner support, lowencadion and skilled occupation.
Polygamy, presence of more than 5 children in fanmbs also associated with

psycho-social morbidities (Tunde-Ayinmode, 2015).

There is a contradictory finding revealed thatgbegocial differences of
children with asthma, children with bronchial hyaetivity and normal children are
less than expected and the assumed differenceduaréo secondary psychosocial
factors than by the direct effect of the diseasghe only domain found to be
affecting asthmatic children was quality of sle€pey sleep less well than children

of other two groups. This indicates that the bialagfactors are compromised than
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psychosocial. Learning habits, level of activitpnanunication skill, and affection
are intact and not significantly compromised inhastic children (Wjst et al.,

1996).

Schmaling, Afari, Barnhart and Buchwald (1998) aacted a study among
couples, with one of each pair having/had mild tderate asthma, with an aim of
examining the association of relationship satigbacand the condition. The results
showed that relationship satisfaction varies (2&ance in a negative direction) in

connection with greater asthma severity and greeeof asthma medications.

The adverse effect of asthma is not just limitethe patients, but also to the
significant family members. Relationship betweea #everities of asthma among
children and their quality of life and that of thprimary caregivers has been studied
in a research. Data was collected through telephorerview from parents of
children of 5-12 years, diagnosed with asthma. diystseverity, socio economic
status, management, parents’ knowledge on illniessvere taken into account, and
on this basis asthma severity has been calculRieslult showed quality of life was
compromised in both children and parents, and & wegatively correlated with
asthma severity and number of schooldays they chis$ewever the study has one
major limitation that the children's quality ofdifwas reported by their caregiver

which might have contributed to slightly biasedo@sses (Williams et al, 2000).

The responsibility of treating children with astrhas been shifted from a
medical set up to family. In that context, psyclesb problems in the family
secondary to having a patient with asthma have bgtnsively studied. Financial

difficulties, subjective distress, large number magdical prescriptions and the
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symptoms itself reported to be the major areasroblpms (Gustafsson, Olofsson,

Andersson, Lindberg & Schollin, 2001).

Stress from the part of parents is shown to hagative effects on children
with Asthma. This kind of familial stress operatasgatively in the domains of
treatment adherence and management of the diskassn also be explained in

terms of certain bio-psychological mechanisms (Wadidler & Lehman, 2015).

Cognitive aspects of asthma

Symptom perception is a subjective experience cEldnis contaminated by
a number factor. They are (1) Emotional arousdl distress (2) Learned response
tendencies such as adaptation to symptoms throwbitulation, neglect or
repression of symptoms, selective perception inficoation with the schema
generated from illness experience and false imgmpon of symptoms (3)
Competition between the actual and false cues egkldb asthmatic sensory
information. These factors may lead to bias in @gtion either in the form of under
perception or over perception, both are patholdgoze that may lead to either

fatal asthma or excessive use of medicines (Rig@i&dBrosschot, 1999).

Believes and expectations of what causes asthnma acaually elicit
symptoms. A study attempted to demonstrate theroedthma relationship and its
effect on biological and psychological measures. ofder presented as asthmogenic
and harmful was perceived as highly disturbingasthma patients. When the same
order was later presented as therapeutic it didicit any annoyance from them.

Patients who believed that the order is capabladiicing respiratory difficulties
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actually ended up in developing airway inflammationd asthma symptoms (Jaén &

Dalten, 2004).

Like many other health related beliefs one’s &bito control symptoms
known as, asthma self efficacy has a major rolgymptom perception and control.
Being confident in one’s ability to control asthregmptoms is associated with
better asthma control and quality of life (LavoRouchard, Joseph, Campbell,

Favreau & Bacon, 2008).

At a cognitive level, inappropriate perception respiratory symptoms is
associated with asthma related disturbances. A imgrkmodel of symptom
perception in asthma has been proposed by Jansgerisden, De Peuter, Van
Diest and Van den Bergh (2009). According to thisdel preoccupation and
exaggerated attention towards body sensations alaihgaffective and contextual
inputs leads to excessive evaluation and loweréditory control over negative
emotions. When these interact with the schemas entah representations of
asthma, actual symptoms appears and that enhanegsmmtivation to act. This will

in turn again enhance attention processing andragnts a vicious cycle.

Affective responses do affect symptom perceptibear of symptoms
determines how a person perceives the somatic syngptand the intensity of
unpleasantness attach with them. Persons withfeehof symptoms perceive their
respiratory symptoms as extremely unpleasant, whanee intense symptoms are
were viewed in mild to moderate unpleasant by peoegho are not preoccupied
with the fear of symptoms. Self-efficacy to dealttwthe threat of respiratory

symptoms is a moderator here. High self efficacywijoles a sense of control over
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the symptoms which in turn predicts the emotionatress attached with the

respiratory symptoms (Janssens, Verleden, Pewgrden & Bergh, 2011).

People with poor asthma control also displayeddsian perceiving asthma-
specific stimuli. This attention bias to threatenicues makes them vulnerable for
developing anxiety disorder, since similar mechanisas been seen in anxiety
spectrum disorders also. This is more evident trepts with poor asthma control

(Dudency, Sharpe, Sicouri, Lorimer, Dear, Jaffdy&iurai & Hunt, 2017).

Concealing one’s inner experiences such as ensaod thoughts are the
core features of secret keeping. Secret keepirtharnform limited opening up of
one’s inner experiences associated with more pleepsuality and severe asthma
symptoms. Negative affect is the underlying mecrarthat links the association, as
a result impairs sleep quality and symptom sevéhiami, Stanton, Zilioli, Tobin,

Farrel, Luca & Slatcher, 2018).

Socio-demographic studies

The identity people form about themselves in retato their illness in turn
has a role in many of the health related behavibhhgre are two types of asthma
patients based on the rejection or acceptance eofidéntity of ‘asthma patient’
named Deniers and Accepters. These two groups diff@ificantly with regard to
the beliefs they held about the illness, self disate and their pattern of medicine

use (Adam, pill & Jones, 1997).

A sociological study was conducted by Gabe, Burig@msay (2002) among

young people to understand the experience of liwitg asthma and the commonly

39



used strategies to manage the symptoms. The nsagtent reported difficulties
were wheezing, coughing, additional breathing difies, and tightness of the
chest. The illness was reported to have restricked individuals’ school and
recreational activities, but not so much in theiaodimension. Participants were
more concerned about the long term use of meditatitich they are supposed to

take over and the resultant dependency on suchcmedifor the rest of their lives.

Gender difference in treatment adherence, psychsmptoms and quality
of sleep was studied. Asthmatic women expresses riegative attitude towards
their pharmacological treatment and were more uatcon hospital visits and
utilization of medicines comparing to men. But @mnhs of psychiatric morbidities,
women had higher rates depression and anxiety laeg sssues (Sundberg, Toren,

Franklin, Gislason, Omenaas, Svanes & Janson, 2010)

Psycho-social management of asthma

Training in accurately detecting respiratory séinsa can be prescribed for
people who have difficulty in perceiving their sytoms. Repressive coping style is
known for (difficulty in reporting of affective dkes and misperception of bodily
changes) making the vulnerability for these pemcaipdifficulties. Training on
active coping skills may generate therapeutic befafasthma. This indicating the
potential advantages of the inclusion of visuo-mdtsks that can enhance the
perceptual skills, as "first aid" approach in thamagement of asthma (Lehrer,

1998).
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In a similar line biofeedback technique found toha&nce symptom
perception and management. Biofeedback-assisteakatedn intervene asthma
severity and medication use. At a biological levél, reduced stress and
inflammatory responses in the body which can asthma symptoms (Kern-buell,

Grady, Conran & Nelson, 2000).

The efficacy of a brief educational interventianenhance knowledge and
skills relevant to asthma self-care and motivatiomzrviewing to improve attitudes
toward taking medications as prescribed, was studging twenty-five adults with
asthma who were randomly assigned to receive d bdacational intervention
alone, or education plus motivational interviewi@yerall results showed that all
participants had improvement with regard to thierowledge about asthma.
Interestingly, it was seen that receiving educatdone can negatively influence
treatment adherence whereas receiving motivatiomarviewing can positively

influence the same (Schmaling, Blume & Afari, 2001)

Efficacy of a brief educational intervention withe aim of improving
knowledge and skills relevant to asthma self-canel the efficacy of motivational
interviewing in order to enhance the attitudes taMreatment compliance were
assessed in one study. Participants were subjecttbrief educational intervention

alone, or education plus motivational interviewing.

At the end of intervention, all participants fouta have improvement in
their knowledge of asthma and skills for self mamagnt. Participants who received
education alone have not showed improvement irtnreat compliance, whereas

participants who received motivational interviewihgd enhancement in adhere.
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The results indicate the potential benefits of rpooating motivational interviewing

among patients with poor treatment adherence (Samgpn&lume & Afari, 2001).

Psychosocial interventions proved to have a siant positive influence on
a wide range of outcome variables in chronic medioaditions such as, biological
variables (e.g., some immune measures and imageasumes), progression of the
disease (e.g., better survival, slowing down ofgpession), and cardiac mortality
(Schneiderman, Antoni, Saab & Ironson, 2001). Trsese of interventions play an
important role in the prevention and managemermhodnic diseases by addressing
variables of on lifestyle and psychosocial funcimgn This in turn results better

disease outcomes and alter disease processes i(&ehran, 2004)

Systematic assessment of anxiety and depressamimegral part of asthma
management, as these variables can influence tléyqaf life, and which in turn
affect the efficacy of interventions. The combioatiof anxiety and depression
severity predicts the quality of life (QOL) in a meointense way than they do

individually (Hommel, Chaney, Wagner & McLaughl2(02).

Peck, Bray and Kehle (2003), conducted a schosddbantervention to
determine the efficacy of relaxation and guidedgerg techniques in children with
asthma on their lung function and measures of &yxley adopting a multiple
baseline design across four children with asthmamRhe analysis of the measures,
it was found that their peak expiratory flow rag rfheasure of lung function)
improved and anxiety decreased in the participaateer undergoing the

interventions.
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Bray, Kehle, Peck, Theodore and Zhou (2004) pregoa theory that
explains how reduction of emotionally triggeredhasa results from treatments
derived from positive psychology. The core elenrithe theory was that physical
health issues, such as asthma, can be intervenedgth systematic interventions
that are proposed to enhance the individual's asseof control and competence

over the symptoms, feelings of independence anidisagpport.

Family therapy as an adjunct to pharmacotherappdao have promising
results. It's been revealed that, there was afsgnit improvement on the objective
measures of asthma severity such as peak expirtov rate , gas volume, and
daytime wheeze among patients who undergone fathéyapy. Along with this
overall clinical outcomes and number of functiodalys lost due to asthma were

also positively influenced by family interventioforke & Shuldham, 2005).

Grover, Souza, Thennarasu and Kumaraiah (2007)uoded a study to
examine the efficacy of cognitive behavioral thegrapn adjunct with
pharmacotherpy in asthma pateints, using a randamiwo group design. One
group received self management and the other gat €28h lasted for 6-8 sessions.
Comparing the data obtained on pre and post assess the researchers concluded
that there were improvements in both groups. Aacldtly, the group which
received CBT showed better outcomes than the gwhiph was administered by

guided self management.

Clarke and Calam (2011) conducted a review armlysi examine the
effectiveness of psychosocial interventions prodoge enhance health Related

Quality of Life (HRQOL) amongst patients diagnosedh asthma. Among the
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eighteen studies identified, four studies showe ithterventions were effective for
enhancing HRQOL. These studies included multipleatsgies like, asthma
education, training on problem solving skills anengents of art therapy. However
there is a criticism that most of the studies westhaving a sound theoretical basis
and a number of studies in fact overlooked the iBogmce of the interaction

between psychological and social variables.

A review study about the efficacy of breathing reises in the management
of patients with asthma concluded that even thdhgre exist evidences of positive
effects of breathing exercises on asthma relateédome variables, no reliable
conclusions could be generated regarding the imciusf the same for asthma
management in clinical practice. This inconsistencgn be attributed to
methodological differences among the studies choaed also due to the poor

reporting of methodological elements in those ssdFrietas et al., 2013).

Treatment adherence is one of the factors predid¢he prognosis of many
of the chronic health condition. Inferences frone tteviewing the literature on
treatment adherence shows that enhancing adherengarescribed treatment
regimen influences a number of clinical outcomed #me disease status itself.
However the existing methods for improving adheeeimcchronic health problems
are complex and inconsistent. This implies the n&fesinproved design for long-
term interventions as well as more objective messon adherences (Nieuwlaat et

al., 2014).

In the background of hyperventilation as a comnpoablem in asthma

patients, a case study was carried out on theirngaim capnometry-assisted
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respiratory training (CART). It is a 4-week breaii training targeted at
normalizing levels of end-tidal carbon dioxide wsia capnometer. After the
training, basal levels carbon dioxide increasedanfrioypocapnic to normocapnic
range. There was also a marked level of improvesnentlung function which
remained to be stable even in the later followRpz Rosenfield, Steele, Millard &

Meuret, 2014).

Smith and Jones (2015) identified twelve randoohizentrolled trials of
psychological interventions for asthma, in literatitsearched up to April 2007.
These interventions included cognitive behavioubarapy, biofeedback-assisted
relaxation and behavioural therapy. It was condfutleat the benefits of these
interventions are difficult to be concluded sincetoome variables chosen and

methods used for evaluating theme were highly dffeacross studies.

‘The effects of exercise training in a weight ldgsstyle intervention on
asthma control, quality of life and psychosociahgyoms in adult obese asthmatics’
was a study conducted by Ferreria et al., in 20h® study used a prospective and

randomized open-label controlled trial with 2 ammnsl blinded assessments.

Yoga has been found helpful in managing symptontsenhancing quality
of life in patients with asthma (Zy et al., 2018gt, the researchers involved in this
review study warns that the results must be iné¢ea with caution because data

regarding the adverse effects of yoga is very éahit

Many variants of mindfulness have been used astarvention for asthma.

A study was conducted with an aim of understanding phenomenological
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experience of patients with asthma who have undergom 8-week mindfulness-
based cognitive therapy (MBCT), using in-depth daale interviews. They also
explored whether the mindfulness approach helpeoh tim dealing with the illness;
and their awareness of any meaningful changeslatiae to their breathlessness,
activity levels, anxiety or low mood. Thematic aysa¢ showed greater acceptance
and reduced sense of disease-related stigma; mptgeibtle bodily sensations to
detect early warning signs of breathlessness;dmbulmonary rehabilitation advice
with mindfulness; developing a new relationship Iboeathing, activity and
associated thoughts; having a greater sense ofotofteing creative around
limitations and removing psychological barriers Heing more active (Malpass,

Kessler & Sharp, 2005).

The question that whether the action behind bnegtinaining is mindfulness
been addressed in a study. Finding from a studylwhias intended at exploring
whether the action behind general breathing trginimvolves the mechanism of
mindfulness shows that these kind of exercisesnédaflig involves mindfulness,
though these are unintentional, and can accourthéreported increase in quality
of life and subjective symptom improvements (Baildgridgman, Marx &

Fitzgerald, 2016).

Applications of mindfulness in clinical population

Researches show that mindfulness can be usednicat|settings as an
intervention for a variety of conditions rangingrin medical issues to psychological

disturbances.
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In the case of aggression management, researblaees largely utilized
single case designs along with other ones. Singihl¥Y, Adkins and Myers (2002)
administered mindfulness training to an adult witlental retardation and mental
disorder and found that the individual, who earhiad a disabled community living
because of his aggressive behavior, could sucdgsséad a community life,

confirmed through a one-year follow-up programme.

A study which employed a 21-participant- singlewp pre-post design
claims that, more than two third of the total pap@ants were prescribed lower
dosages of drugs as a result of undergoing twaasessf mindfulness training for

anxiety symptoms (Rungreangkulkij & Wongtakee, 2008

Wright, Day and Howells performed (2009) a revie# the studies
conducted to assess the efficacy of mindfulnesedancing problematic anger. They
concluded that mindfulness can be used to enhamegting techniques or
approaches to deal with problematic anger, sucbBas This may work in different
ways like helping the individual to develop selfuéatory ability, to refrain

themselves from self-criticism, etc.

A lot of studies have been conducted to assessftloacy of mindfulness
based interventions on reducing depression. MBCindllIness Based Cognitive
Therapy) have been found efficient in reducing eomatl reactivity to social stress
which in turn reduces depressive symptoms (Brit®imhar, Szepsenwol & Jacobs,
2012). Mindfulness based interventions can sigaifity reduces self reported levels
of anxiety and depression in women treated fordireancer (Wurtzen et al., 2013);

can reduce co-morbid depression in drug-dependal@smnindergoing detoxification
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and treatment for their drug dependence (Navid&zdsha, 2014) and decreases

rumination and symptoms of depression (Deyo, Wil€amg & Koopman, 2009).

Delgado, Guerra, Perakakis, Vera, Paso and Vil@lQqp found that
mindfulness can reduce chronic worry through imprgvthe related regulatory
mechanisms such as improved emotional meta-cogniéiod increased vagal

reactivity.

Soler et al., (2011) found that mindfulness tragnmay benefit people with
borderline personality disorder in such a way ihdelps the individuals to better

control attention and impulsivity behavior.

Klainin-Yobas, Cho and Creedy (2011) conducted edamanalysis of 39
experimental and quasi-experimental studies coeduct 10 different countries, on
efficacy of mindfulness training in reducing de@ige symptoms among people
with mental disorders. Based on the effect sizeaiobtl they concluded that
mindfulness based interventions were found to lesor in reducing depressive
symptoms. They found that the length of intervemtithan the methodological

quality of studies, contributed more to the effgze.

In a comparative study conducted by Garland, Rayl€ampbell, Samuels
and Carlson (2015) among cancer patients revedlatl mindfulness was less
effective in reducing the dysfunctional sleep elieompared to CBT. On the other
hand, Gross et al.,, (2011) have found that SleepeObatency (SOL) and The
Insomnia Severity Index (ISI), could be signifidgnteduced through mindfulness

training, in normal adults. Both these studies @ygdl the design of randomized
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control trials. These results indicate that mindégls intervention may work

differently with normal and patient populations.

One important review carried out by Fix and Fix2@12, concluded that
many of the group studies conducted on the topienofdfulness intervention’s
efficacy in reducing aggression, were methodoldyicaeak. At the same time,
these researchers found that single-case studige We most efficient in

determining the efficacy of such interventions.

Two independent studies were conducted in the W&, among the racial
and ethnic minority women (Witkiewitz, Greenfield Bowen, 2013) and another
among young female marijuana users (De-Dios, Hermntton, Hagerty,
Anderson & Stein, 2011). Though both the studies liraitations related to small
sample size, the results yielded preliminary evigetihat mindfulness intervention

can help individuals reduce substance related dizpey.

Khoury, Lecomte, Gaudiano and Paquin (2013) fouanttheir meta-analysis
that mindfulness is moderately effective when usét schizophrenic or psychotic
individuals. Higher positive impact of mindfulnesas found on negative symptoms

than on positive symptoms

Detached Mindfulness (DM- a specific version ofndfulness) has been
found to be effective in reducing rechecking bebain individuals with Obsessive
Compulsive Disorder (OCD). Further it proved torbere efficient in dealing with
memory distrust, compared to cognitive restructuriprocedures (Ludvik &

Boschen, 2015).
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McClintock, Anderson and Cranston (2015) usedna@aenized control trials
design to assess the efficacy of mindfulness tlyenapreducing maladaptive
interpersonal dependency. The results revealedptdréitipants who were assigned

to mindfulness therapy group had improvements peddency related behaviors.

Application of mindfulness in non-clinical population

Studies conducted among healthy individuals hase provided evidences
that mindfulness can enhance mental health viaowarimechanisms such as
reducing stress, improving the ability of emotiagulation, promoting positive

reappraisal coping etc.

Dobkin (2008) conducted a study to comprehendutiderlying processes
that bring about changes in individuals while aftdraundergoing MBSR. He used
three questionnaires to obtain data regarding ahts found that the results agree
with what Shapiro, one of the pioneers in the fieldclinical intervention of
mindfulness, that individuals are able to ‘re-pareethings and events happening

inside and outside themselves, as a result of miness.

In a series of studies conducted to examine whethbjective well being
can be enhanced through mindfulness training, reBeess measured the variable
called ‘financial desire discrepancy’ before antkamindfulness training. Different
studies involving undergraduates, working adultsl amndfulness trainees were
conducted separately, which revealed that mindégnean reduce the level of
financial desire discrepancy and thereby promotgestive well being ( Brown,

Kasser, Ryan, Linley & Orzech, 2009).
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Garland, Gaylord and Park (2009) proposed a hybiotd causal model that
explains the role of mindfulness in stress copegpecially, the positive reappraisal
mode of coping. The study argues that mindfulndlssva an individual to control
the cognitive functions related to stress copingl dnhereby enhance positive
reappraisal coping. Since this study was conduateelcade ago, the results may not
seem to be very surprising today, yet points taaghy@icability of mindfulness based

interventions in a bio-psycho-social perspective.

Van den Hurk, Janssen, Giommi, Barendregt ande6i€2010) conducted a
study to investigate whether mindfulness practiceeiated to alterations in bottom-
up processing. The study, which made use of thenghenon of intersensory
facilitation (IF) to assess bottom-up processingudiht evidence that mindfulness

meditation can result in improved allocation okeattonal resources.

Keng, Smoski and Robins (2011) carried out a mwaécorrelational, cross-
sectional, intervention and laboratory experimemesdearches conducted on the
effect of mindfulness on psychological health. Thead them to conclude that
mindfulness is capable of contributing to psychalaghealth of an individual by
way of increased behavioural regulation, improveljexctive wellbeing and reduced

emotional reactivity.

Research on how mindfulness influence emotion lagigm has yielded
results of different nature. A review of such kiofdstudies, conducted by Chiesa,
Serretti and Jakobsen (2012) concluded that mindfd could be best described as
‘top-down’ emotion regulation strategy in the cask short-term practitioners

whereas it's a bottom-up emotion regulation stnatég the case of long-term
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practitioners. This result indicates that, as pemxercise mindfulness for a longer

period, it goes on to become more a detail- bas@éftdprocess.

A similar meta-analytic investigation, conductedotyears later, brought
results in favour of mindfulness based interversidhat it positively influences
emotional reactivity, psychological flexibility, mination, worry and related factors

(Gu, Srauss, Bond and Cavanagh, 2014).

There is also evidence that ‘trait mindfulnesssessed quantitatively by
means of standardized tests, have relationshigs a@ignitive styles in such a way

that it reduce an individual’s vulnerability to etiomal disorders.

Application of mindfulness for general medical condions

Apart from psychiatric conditions mindfulness fduto be effective for
addressing various psychological factors associatiél medical conditions and

also for intervening the physiological aspectshef ¢condition itself.

Ljotsson, Hedman, Lindfors, Hursti, Lindefors, Amsglson and Riick (2010)
used randomized control trial design to asseseffieacy of an internet-delivered
exposure and mindfulness therapy treatment forviddals with Irritable Bowel
Syndrome. They used a primary measure of symptomarigg and a secondary
measure of quality of life to assess the effeceasnof the intervention. Both the
measures indicated that the treatment group hadowements compared to the
control group. A long term follow-up study revealie results were long-standing
and further that improvements were more pronoumteéadividuals who completed

the full treatment.
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Brotto et al., (2012) tested the efficacy of abmindfulness based cognitive
behavioural intervention in improving sexual fuocing of women treated for
gyneacologic cancer, using experimental researdmey Tconcluded that the

intervention was successful at achieving this goal.

Mechanism of change in mindfulness based intervens

Efforts have also been made to understand therlyimdg neurological and

neuro-physiological mechanisms related to mindfsgne

A review of researches conducted to examine thialslity of cortisol level
assessment as a marker of improvement in peoplewwtiergo MBSR, researchers
found that cortisol, which is secreted by the adrgand in response to stress, can
serve this purpose. But they also reported thatsobidevel assessment can be used
best in connection with the measurement of othechaeism and hormones
associated with stress such as catecholaminesicgtoetc., rather than being used

in isolation (Matousek, Dobkin & Pruessner, 2009).

Berkovich-Ohana, Glicksohn and Abraham Goldst&t012) found that
mindfulness meditation can influence the attentiama self-referential networks in
the brain, as reflected by lower frontal Gammavagtin practitioners compared to

others.

A study conducted among remitted but recurrentgprdssed females
revealed that mindfulness can cause a shift imtioefrontal asymmetry, which was

more pronounced during the meditation period. Fhift can stimulate an approach-
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related motivation in individuals (Keune, Bostand¥yautzinger & Kotchoubey,

2013).

In an attempt to differentiate between neuralvagtichanges resulting from
mindfulness and spiritual practices separately.nBgar Bailey, Chambers and
Fitzgerald (2015) carried out a review of nueroimggresearches conducted in
these two areas. They found that mindfulness mecind spiritual practice are

associated with different patterns of parietal prefrontal activation.

In conclusion mindfulness is applied in a variefiyconditions including
psychiatric and medical and also as strategy févaeaing general psychological
functioning. It was proved as effective on the basi objective and subjective

measures of various outcome variables.

NEED AND SIGNIFICANCE OF THE STUDY

The present study marks its relevance in termsriginality of the topic as

well as the method by which the research probledeadt with.

The researcher herself is a practicing clinicajchslogist, the experience
from which she eventually arrived at the preseptiaf research. A lot of patients
were brought in with somatic complaints combinethvaisychological disturbances.
At times, cross-referrals from other departments tie hospital also were

psychological issues due to some primary medicadlition.

Some patients came with typical 'somatoform' disms where psychological
disturbances manifested themselves through/usiegbibdy, as in the case of

‘conversion' disorders. In all these instandesas noteworthy that an intervention
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in the body could bring about tremendous changdblarpsychological position of
an individual, and vice versa. Though this was atoall a fresh idea as far as the
researcher was concerned, watching herself thdy mutually-complementing

pattern of mind-body relationship occurred so orgdito her.

Compared to many other medical conditions, Astliéna disease which is
understood better in terms its psychological imagntality. Most clinicians,
including pulmonologists, acknowledge that the aéseis often caused, triggered,

and/or maintained by psychological factors.

A large body of research exists in this area amden larger amount of
interest is on the go. Most of the studies condlicte Asthma are aimed at
addressing the psychological variables relatetieadisease, within the conventional
framework of clinical psychology. Generally, thegpics ranges from application of
psychological principles in asthma treatment adim¥easthma co-morbid to other
psychological disorders such as depression andigdaleduction of anxiety related
to Asthma, relaxation techniques most effective Asthma and so on. There is
hardly any study trying to integrate the entire engnce related to the disorder.
Similarly, an Asthma management programme whichervevery known

psychological domain too is difficult to come ag0s

The present study is an attempt to compensatéhi®rgap in this area of
research. It is a systematic exploration of psyagickl correlates with an aim of
developing a comprehensive (than limiting to one tao domains) Asthma

management program.
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More importantly, researches in this area are ty large quantitative in
nature. Most of them use tools such as rating sdaleassess the level of anxiety
experienced, or checklists to tap the frequencyraatdre of disease-related specific
behaviours ( such as carrying safety measuresadiag public functions, etc.) or
standardized psychological instruments to undedsteglationship between the
disease and the psycho-social make-up of an ingaidThe problem with these
kind of quantitative techniques when used to stadpmplex disease like asthma is
that the subjective experience of the individuabverlooked to certain extent that
the 'researcher-presumed’ variables (reflectednashe selection of a specific
inventory, or the inclusion or exclusion of a sfiedgtem in a checklist/rating scale)
substitute themselves largely, but inadequatelyth wihe individual's own

phenomenological experience

The present study therefore uses purely qual@atneasures to attain its
specified objectives. Only such a design, whichyaes the subjects’ own narratives
and explanations regarding their experience with disease, would enable the
researcher to understand the cognitive, behavioerabtional and other related
psychosocial factors involved in Asthma, the infation regarding which is

inevitable for the purpose of present research.

The efficacy of mindfulness/ mindfulness basedervéntion has been
testified by a number of studies carried out irfedént countries. It's found to be
effective in dealing with different psychologicalopesses and phenomena such as
emotion regulation, cognitive style, psychologieadll-being, quality of life, etc.,

both in normal and patient populations.
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Besides, evidences exists in its favor that maaolpgically based processes
of phenomena, like pain in cancer patients, migrdwieadache, etc., can also be
effectively managed using mindfulness. This is whatle the researcher to think of

a mindfulness based management programme for Asthma

Asthma patients as a group on the other handglseifiering from a chronic
condition, does a lot of 'harm' to their own liveshich are not necessarily
determined by the 'organic’ essence of the disdRather, these harms which
include being preoccupied with the disease, réstgane's social and professional

lives, etc, are brought in by psychological factors

So it is necessary to address these factors ih auway that individuals
suffering from Asthma would be able to better mantigese issues. This capacity is
achieved through a deeper understanding of thaliwom and its acceptance
thereof. At this point, a clear differentiation i made between two kinds of
interventions related to chronic conditions. Onadslressing the symptoms of the
condition/disease itself and the other one is adiing the psychological factors
related to the symptoms, without directly intervenon any of the symptoms. The
present research would be a contribution along laéier mentioned perspective
because addressing a symptom directly is more tefédg done by the medical

paradigm than by a psychological intervention.

There are many criticisms raised against the peaf mindfulness with
most of them targeting the issue of ‘lost soul’ tbé approach, which is often
attributed to its Western developers including KalZann. As the philosophy was

originated in the east and then taken away to & \Vits essence, which was deeply
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immersed in the practice of Buddhism, gave wayh#® dcommercial vigour of the
economically developed and urban- based Europeaorama. As a result, the 'let it
go' and the 'let it be' techniques which are esaletat the practice of mindfulness
therapy usually works well with an urban population which the therapy has been
standardized, where resources are there in plemigile in developing
economies like India, especially the rural Indiagede techniques may be less
effective and may go over the heads. These cntistill holding strong, clinical
evidences continue to flow in, in favour of mindfass as an effective therapeutic
approach. Therefore, the present study considerdfainess to be an essential part
of the to-be-developed intervention program. Astpoint, it is to be made clear
that, for the present study, mindfulness is conedted as a clinical intervention,
and other conceptualizations of mindfulness asaadiphilosophy of life or as a

dispositional trait are irrelevant in this context.

RESEARCH AIM/ STATEMENT OF THE PROBLEM

The aim of the study is to explore the psycholaboorrelates affecting the
experience and expression of symptoms in patielginosed asthma and to design
a comprehensive asthma management program, anchpiennent the proposed
intervention on patients diagnosed with asthma tloe fine tuning of the

intervention.

The current study is titled as “EXPLORATION OF RSMOLOGICAL
CORRELATES OF ASTHMA AND DEVELOPMENT OF A MINDFULNES

BASED ASTHMA MANAGEMENT PROGRAMME”
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WORKING DEFINITIONS

Asthma: Asthma is a common condition characteriigd reversible airflow
obstruction, airway inflammation, and increasedniloal responsiveness to a
variety of stimuli, ranging from allergens and otheitants to strong emotions

(National Heart Lung & Blood Institute, 1997).

Mindfulness: Mindfulness is a practice of payingeation in a particular way: on
purpose, in the present moment and non-judgmentaydefined by Kabat-Zinn

(2001).

Asthma Management Programme: An intervention progra designed to address
the cognitive, emotional, behavioural and famifedtors related to asthma with an

aim of enabling the individual to better managedbedition.

Exploration: Exploration refers to the attempt tescdver the psychological
correlates of asthma by means of analyzing the -semnitured interviews

conducted with Asthma patients

Psychological correlates: Psychological correlaesdefined in the context of the
present study as those psychological variablesdbwaxist with other contributory
factors, which cause the condition of asthma taoease in its severity, to remain

longer in its symptomatic expression, or to trigtier onset of an episode.

RESERCH OBJECTIVES

1. To explore the psychological correlates of msth

2. To develop a mindfulness based asthma managemgramme
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3. To run a clinical trial of the proposed mindfess based asthma

management programme for fine tuning of the intetioa.

RESEARCH QUESTION

Based on the aim and objectives of the currendysthe “key research
guestion” has been formulated. From the key rebequestion, sub questions were

also formulated which would be addressed duringthese of the research.

Table 1.1Key research question

How can the psychological correlates of asthmadaeessed through developing an

intervention based on mindfulness?

The sub questions proposed are;

. What are the psychological correlates of asthma?

. How can a mindfulness based management programnagldeess these

correlates be developed?

. How can it be validated and fine tuned?

CHAPTER SUMMARY

This chapter provides an orientation to the taithe research in terms of
the nature of asthma, its symptoms, phenotypeshpsygical issues in asthma, co-
morbid psychiatric conditions, psychological apmtues as explanatory models of

asthma and psycho-social management of asthmbsoltrdgroduces the concept of
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mindfulness, its historical evolution, psychologicprinciples under pinning
mindfulness and finally the neuro-biologycal baarm clinical applications. The
final section provides an extensive review of ikerdture on various dimensions of

asthma and mindfulness.
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CHAPTER II
METHOD




The purpose of the research is to enhance knowlédgenable us to
understand how the world works. Both quantitativel ajualitative methods of
research serve and contribute to this very purpdderowledge, even though the
nature of ‘knowledge’ produced or enhanced throtilggse two methods varies
gualitatively. We live in a world which is very cabex and which is multiply
constructed in social, personal and relational $ede think about, talk about and
convey our ideas of this ‘constructed’ world thrbugarious means such as
language, rituals, conversations, stories, memapiesiucts and so on. The different
methods of qualitative research and its applicaittempts to study these various
means of ‘constructed’ world. For instance, the hodtof grounded theory and
phenomenology strives to understand how peopleneaning to colour their ideas
of world view. On the other hand, the method ohetiraphy looks for significance
of rituals, customs and relational reciprocitiesairtulture. Discourse analysis and
narrative analysis are the methods, where the titgnguage is analysed for their

role in the construction of a multi-layered andenebnnected socio-political world.

Why do qualitative research?

There is a major reason why it is important taycaut qualitative research.
This would justify the basic question that is rdiseom both within and outside the
frame work of qualitative research that why we nésdstudy any phenomenon
about which we already knew something and, somstien many things. For any
guestion regarding an event or experience that alitgive research would
undertake, majority of people would be able to mfeme kind of common sense

explanation or understanding of why and how thaéeneévor experience has
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happened. Still we go for a scientific analysitigh qualitative research because
common sense knowledge in the modern world is famfbeing coherent and
consistent. The way people understand and talktabmgs change. The notion of a
‘good life’ continuously changes. Societal axionm&l anorms change. So the very
term ‘common sense’ may go senseless from timente.tThis is the first and

foremost reason why there is necessity of qualgatesearch.

Current study adopts a multi-method qualitativeesech design, as it
incorporates a number of different qualitative noeth to address the objectives
spread across different phases of the researctihodetf the study can be elaborated
under two broad phases, a pilot phase and a mady.dEach phase differs in terms
of objectives, designs and measures used and theét Wwas been carried out. Each
phase contributed to the planning and procedur¢ghimext phases. The details of
each phase such as characteristics of participahdsjgns, measures used,

procedures and analytic strategies used are detursshe corresponding phases.

PILOT PHASE

A pilot phase was conducted before the main pha$ethe study. The
purpose of the pilot phase was to make all thessacg preparations for the various
phases of main study. Pilot phase started with tijemg the psychological
variables commonly discussed in the context ofraathAn extensive analysis of
previous studies was carried out. An unstructuredrview was conducted with
Pulmonologists for understanding their perspectoresole of psychological factors
in Asthma. Details of the hospitals having senatg@ulmonologists in Kozhikode

and Malappuram were collected. The authorities hefs¢ hospitals were then
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contacted and consent for expert interview wasiogth On the basis of analysis of
previous studies and expert interview a scheduldhfe semi structured interview
was prepared, which was later used in the maingbéshe study, to explore the

psychological correlates of asthma via intervievith @sthma patients.

MAIN PHASE

The main phase was conducted in a sequential mabhmes further divided
into three phases, as Phase 1: Exploratory phasseR2: Intervention development

phase, and Phase 3: Clinical trial run phase.

Figure 2.1 Overall design of the main phase with differenages

Exploration of psychological > Semi structured interview (with
correlates in asthma patients diagnosed with asthma)

e Focus group discussion (With
Clinical Psychologists)

* Review of existing intervention
Development of the proposed |, for asthma
intervention
e Analysis of commonly used
techniques to address similar
symptoms or disorders

Clinical trial run of the
intervention
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PILOT PHASE

1. Analysis of previous studies

The pilot phase of this study was conducted withdim of getting familiar
with the psychological factors relevant in asthrirar this purpose, researcher
conducted an extensive review of studies conductdlis area. Related reviews of
psychological correlates of asthma were collectechfboth books and published
journals and articles. Studies focussing on phgsiokl aspects and psychological
issues secondary to other medical co-morbiditie® w&empted. Most of the studies
collected were conducted after 2000, however askedies which were found to be
relevant for the current research, conducted bef06® were also included. Primary
importance was given to factors contributing tohast maintenance as well as
psychological factors originating from asthma exgaes. This gave the researcher

a preliminary understanding about the major psyotias correlates of asthma.

2. Meeting Experts

Purpose of this phase was to obtain the persgsctf medical practitioners
who treat asthma regarding how various psycholbg@etors is manifested in
asthma and how can they be addressed. This phaselés the interviews with
pulmonologists and general medicine practitionerstie health sector. This is
considered as a second source of data, next tatlite review conducted earlier, for
getting information regarding the potential contant structure of the intervention

to be designed.
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a. Participants

4 pulmonologists having more than 5 years of @epee were included for
the study. All the four participants were practgiat various private hospitals in

Kozhikode and Malappuram districts. Sampling tegheiused was purposive.

b. Instruments

Unstructured interview

Unstructured interview was used to collect infotioraregarding the topic of
study. Person to person interview method was uBeel participants were requested
to express their experiences and observations diegarthe influence of

psychological factors in asthma. Major areas inetlish the interview were:

. Psychological factors, if any, in asthma

. Manifestation of psychological factors in clinigakesentations

. How do health professionals manage psychologiqecs

. How pharmacological treatments are being affectedhbse psychological
factors

. Psychiatric co-morbidities which are usually ruledt in patients with
asthma

. Opinion about psychosocial management
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(o} Procedure

An initial list of hospitals having the departmerfitpulmonary medicine was
prepared. Name and contact details of the pulmgmit were collected. The
researcher either met the participants directlyhiir clinics or interviewed them
over phone as per their convenience. The purposieeastudy and objective of the
current phase was explained to them. After obtgirdansent (Appendix 1) for a
one-to-one interview, the time and date of intesvieere fixed on the basis of
mutual convenience of the participant and the mebea. All the interviews were
held in their consulting rooms. All the interviemsgre done on a one-to-one basis
and in a single session. Before conducting theviee, signature on the informed
consent sheet was obtained. Each interview hadb3tidutes duration. Researcher
encouraged the experts to express their ideaseasas possible and to include

examples from their professional experience.

d. Data analysis and preparation of semi-structured iterview schedule

The collected data from experts were analysedgusomtent analysis. This
analysis helped the researcher to identify the lpsiggical correlates relevant in

asthma, and how these factors affect the progaosigreatment regimen.

Based on these two sources of data, obtained ghrbierature review and
expert interview, a semi-structured interview salled has been prepared
(AppendixV). The major areas included were theidemtanding about of the
disease, role of stress and emotion, behaviour gesform in association with

asthma, attitude to treatment, role of family, skdkcription, etc. Researcher chose
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to conduct a semi-structured interview since it wagortant to get free expression
of their thoughts, emotions and experiences. Tlezablvareas to be covered and the
width of data to be obtained were pre planned dredthemes were kept in a

sequential order based on logic and sensitiveneBsough the semi-structured

interview mostly utilized open ended and generastjons, a few specific questions
were also incorporated. These specific questiare w fact used as prompts when
the client was unable to provide enough detailsthd items were framed as neutral
rather than value laden. Jargons were carefullydadoto make questions easily
comprehending to the participants based on théiurey language and education.

Each participant was encouraged to speak and gonakimum details.

MAIN PHASE

The purpose of the main phase was to exploregihehplogical correlates in
asthma and to design an intervention to addresse tlentified correlates and to

conduct a clinical trial run of the proposed intamtion for the fine tuning of it.

MAIN PHASE 1- EXPLORATION OF PSYCHOLOGICAL CORRELAT ES

IN ASTHMA

First phase of the main phase was carried ouxpdoee and identify the
psychological correlates in asthma in order toiratiiae first objective of the study.
It included the actual administration of the inieww schedule and analysis of the
obtained data. The relevance of this main phasasltihat the researcher wanted to
contextualize the intervention to be designed. dltjh the analysis of reviews on

psychological factors brings out a number of vdeshkrelevant in asthma, it was
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important to check whether those factors were #gtpeesent in the participants for
whom the intervention is to be implemented laters klso relevant to explore how
these factors are manifested in the participamisided in the study. The researcher
was in contact with the pulmonologists who parttga in the expert interview
earlier, during the pilot phase. With their he§s@archer could expand the list of
hospitals having pulmonary medicine department simg] by and then, contacted
authorities of these hospitals for getting pernoissior recruiting patients for

participating in the interview.

Meanwhile, under the guidance of one Pulmonolpgistasthma camp was
conducted at a private hospital in Malappuram idistThe researcher presented the
purpose of the study, and got permission from thephal administrator and
relevant authorities to conduct interview with fheients visiting the camp. A letter
showing the purpose of research from the instituts@s produced for permission.
Though the camp was meant for asthma cases, pefttpl®ther respiratory issues
and co-morbid conditions also attended. In thattexdn the pulmonologists first
evaluated each patient and then referred thosemmdiahe inclusion criteria to the
researcher. Asthma diagnosis was done on the b&8\A (Global Initiative for
Asthma) guidelines, 2018. GINA is a medical guideliorganization directed by
health care professionals to reduce the morbiditgrtality and prevalence of
asthma. All variants of asthma have been included ifiterview. Camp was
conducted for a single day. So, only a few patieotdd be interviewed on the day
of camp. Other patients were introduced to theareber by the Pulmonologist and

contact details were collected. After explaining ttesearch purpose they were
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asked to participate in the interview, only if thegre willing. Those who expressed
their readiness were later called, fixed an appoamt and were interviewed. During
the interview confidentiality was assured thatitifermation they share would only

be used for research purpose and personal detailslwot be presented anywhere.

a. Participants

The population of the study consisted of the pagieliagnosed with asthma.
36 persons including 8 males and 28 females, wighprimary diagnosis of asthma
who met the inclusion criteria for the study wesdested for the interview. The
sampling procedure adopted here is convenient sagndt is a non probability
sampling technique. It makes use of people who figsthe criteria of the research

as well as those who are available and willingddipipate in the study.

Inclusion criteria

Either males or females:

. who have primary diagnosis of partly-controlled amg¢ontrolled asthma

. who don’'t have any other major medical or psycldatto-morbidities

(though subclinical level of anxiety or depressiaas not ruled out)

. who are adults- age ranging from 18 to 65

. who have reading and writing ability

. who are with minimum 2 year duration of illness

. who are not undergoing any kind of psychologic&nvention
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Exclusion criteria

. People with Chronic obstructive pulmonary dise&¥®RD)

. People with life threatening asthma- ICU admissiothe last 24 months
. People who are smokers for the last 1 year or great

b. Data collection technique

Semi-structured interview

It is a method most frequently used in social sméeresearches, in which
interviewer asks more of open ended questionswalfpthe interviewee to express
their responses in a discussion manner ratherdharear question-answer format.
The rationale for using semi-structured interviewswthat, researcher wanted a
detailed and vivid data from the participants whigbuld reflect a clear picture

about the client’s experience with asthma.

Procedure

All the recruited participants were met and thmisstructured interview was
conducted after getting the informed consent sig(gpendix 11). Background
details of each participant were collected befagitning the interview. Researcher
made sure that the participants get enough tinmgpém up and express their ideas
freely. To build rapport, interview was started lwgmall talks on some general
matters. The following instructions were givenath a researcher from Psychology
department, Calicut University. As part of my rasbal would like to know some

information related to your experiences with asthih your responses will be
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confidentially kept and only be used for my reskgrarpose. Your personal details
such as name or address will not be published aesevhiyou are free to decide
whether to participate or not, and it won't be effieg the treatment you are
receiving in any manner. If you are willing, | whle asking a few questions related
to your experiences with the iliness. You are dise to share related experiences

which | have not asked you about. Thank you”.

Researcher was just a facilitator in such a way tihe participants were free
to express their experiences in detail but at #mestime directed them to the topic
of discussion whenever they deviated largely. Rebea encouraged the
participants to give examples related to variouseeences in order to get details
and a clearer picture about the phenomenology.dRelser validated their responses
with rephrasing of what they said. Though the witaw schedule was used, it was
not followed in a strict manner. Major themes o thterview were very clear and
specific as far as the researcher was concernedh&eschedule was kept as a guide
only. Before winding up, the interview schedule wagcked to make sure that all
major areas have been covered. Each interviewdldsie30-45 minutes and all

interviews were digitally recorded with participanpermission.

C. Analysis of the data

Thematic analysis

Recorded data were transcribed in to verbatimniéte analysis (TA) has
been used to derive major themes. It is a widebdusnd recognized method in

psychology and the social and health sciences. ¢dbnsidered to be a method for
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analysing the concepts underpinning the produdaifastientific knowledge (Holton,
1973). Thematic analysis varies to a great extaseth on the nature and depth of
analysis such as inductive thematic analysis, dedguthematic analysis, semantic
thematic analysis, latent thematic analysis, dpBee thematic analysis, and
interpretive thematic analysis. Latent thematiclysiga method is used here, which
focuses on meanings that lie under the surfaceatsf. 5o the analysis brings out
assumptions, frameworks or world views that undeggmantic meanings. In latent
TA participants are not explicitly aware of the es#sal meaning of their

expressions, but the researcher’s interpretive Wwarlgs it out.

Researcher went through the six phases of anafgsisescommended by
Braun and Clarke (2006), beginning with familiatiaa of data- reading and re-
reading transcripts and making notes of any inidahlytic observations. After
familiarization coding has been done, which isfitet step of identifying a common
pattern in the data. Relevant factors in connectioth the research question
(psychosocial correlates of asthma) were identifed labelled. ‘Searching for
theme’ was the next phase, wherein the researd¢h&tered together the identified
codes to generate a more obvious pattern in thee déis not a simple ‘discovery’
but the recognition of the association and comniteslbetween the codes that
constitute broader themes. After identifying thigiah themes, researcher reviewed
the themes to make sure that the candidate thenoes & good fit with the coded
data and the entire data set. Reviewing also mianevaluating whether the
identified themes have a central organizing cono&pta result certain themes were

discarded and necessary modifications were madehelmext phase, key themes
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were defined and named. Selecting an appropri@i@maehname and defining them
provided conceptual clarity. The final phase wasiting the report’ in which the
researcher associates together the analytic extdcthe data to make it a more
comprehensive and integrated piece of knowledgenalydic conclusions were
generated from the pattern of themes. Major thewhestified were later used for

preparing intervention module.

e) Establishing validity

To minimise the subjectivity in analysis and satet of codes, inter-rater
coding was adopted. The transcribed data was giveéhacademicians (Assistant
professors in Psychology) and were asked to codm tindependently and then

these codes were compared for mutual agreements.

MAIN PHASE 2-DEVELOPMENT OF THE INTERVENTION

The purpose of this phase was to meet the sedojedtive of the study- to
develop a mindfulness based asthma managementaprog that can address the
psychological factors related to asthma. Literatmalysis as a methodology was
used here along with an FGD. During this phasengushe inputs from three
different sources such as 1) analysis of the comtechniques used to address
similar symptoms or disorders, 2) literature review existing interventions and
management programs for asthma and the relatedetiead foundations, and 3)
data from the focus group discussions with clinipalchologists, the proposed
intervention programme was developed through théhodeof data triangulation.

Triangulation is a method of developing validity gqualitative research, in which
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different sources of data on a common topic ofregehave been corroborated. “It
enriches the understanding of a phenomenon by rgwt from different
perspectives, rather than converging on a singtmsistent account of the
phenomenon” (Flick, 1992). Subsequently it was aracthby experts in the field -
5 clinical psychologists having at least 4 yearslwiical experience and expertise in
using different therapeutic frameworks. Evaluatarsre personally met and the
details of the study and designed intervention weovided. After providing such
an orientation regarding the study, a copy of ttegpsed intervention was provided
and they were asked to evaluate it based on tleeverition designing criteria.
Experts had to verify whether the designed intetieenmeets the criteria and they
were also encouraged to provide suggestions. Tta@slef this phase are discussed

in the following sections.

The following sources of data have been triangdlab ensure the validity of

the intervention programme.

Review analysis as a methodology

The literature review can be considered as a ndeltlecause the researches
conducts a vast survey of the existing literatuggtipent to a topic of interest and
identifies the procedures and strategies used derstand and address the issue at
hand. Conducting a literature review is equival@entonducting a research study,
with the information that the literature revieweollects representing the data
(Onwuegbuzie, Leech & Collins, 2011). Correspondiagthis line of view, an
extensive review of related literature was carmed by the investigator with an

objective of obtaining data regarding two differédmmes. One, common techniques
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used to address symptoms or disorders similardsetidentified during main phase
1 of the research were enlisted. Two, existing rigetions used for asthma

management and the related theoretical foundatiens identified and enlisted.

a) Analysis of common techniques used to address sianlsymptoms and

disorders

Themes emerged from the semi structured interwéty patients of asthma
represents the major areas to be intervened. Tdreses were conceptualization of
illness, specific cognitive factors, maladaptivé&®eaours which worsen or maintain
asthma, emotional factors, familial factors, atiéuo treatment and asthma related
self efficacy. Each of these themes encompassembar of subthemes. Addressing
these themes is considered as the skeleton forgrdegi the intervention.
Psychotherapeutic techniques, which are theorstiaalwell as empirically proven
as useful for addressing these identified themes past of different
psychopathologies like anxiety spectrum disordes somatoform disorders, were
selected by the researcher and were kept as tleat@btcontent for the proposed

intervention.

b) Analysis of existing interventions and theoreticalbasis of asthma

management

Before designing intervention, an extensive reumgwof literature has been
conducted on existing psychosocial interventionsd asmsthma management
programs. The mostly used frameworks are educdtibe@avioural and cognitive

behavioural. Among the three behavioural intenagiare most extensively used
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and frequently integrated techniques are, stimwaostrol, relaxation, breathing
exercises, education programs, biofeedback and itoegnrestructuring. Each

techniques were examined in terms of mechanismhahge, what they address,
conditions in which it has been applied, indicasi@and contraindications for uses,
mostly applied areas, empirical data related toaggicability of techniques. On
the basis of this, the techniques most suitableafidressing the factors to be
included were carefully selected. Researcher'somate for selecting them for

asthma management was matched with the rationdbe déchnique itself.

In the similar line, existing theories as explamat models of asthma
symptoms were examined to get familiar with the cpes behind it. Major
theoretical frameworks explaining the relevant psses contributing to the

maintenance as well as exacerbation of asthma synsgpare read in detail. They

are,
. Classical Conditioning

. Operant Conditioning

. Experiential Avoidance

. Escape Learning

. Various Cognitive Distortions

However the primary data for designing intervemsiovas the insights driven
from the exploratory study. The main themes emerffedh the data were
conceptualization of illness, cognitive factors,héeéoural factors, emotional

factors, familial factors, attitude to treatmerdgthema related self efficacy and self

77



concept. Each theme represents the broader ardas itatervened. How each of
these factors have been addressed when they ameseaped as part of various
psychopathologies were analysed. Empirical workbs@sychotherapy frame works
suggesting how these factors been addressed wpteagdhe source for selecting
techniques. ‘Mindfulness’ has been chosen as hleeapeutic frame work for

designing the intervention.

a) Focus group discussion (FGD)

The purpose of the FGD was to explore the pergmsctof the clinical
psychologists in terms of felt needs, feasibilggtential content and structure of the
intervention designed to be for asthma managemiéns a research method
allowing people from similar background or expecieno discuss a specific topic of
interest, guided by a moderator. It helps the mebea to get insights about how a
group perceive an issue, the extend and range dafioop and ideas, the
inconsistencies and variations in concepts, expeei@nd practice. Group contexts
facilitate personal disclosure (Frith, 2000). dta well used method in qualitative
research as it provides opportunities for enhantireg dimensions and point of
views about a topic through exploring and elicitthg subjective experiences and
attitude of stakeholders. It enrich the understagoabout a phenomenon as it
includes detailed experiences of a number of staklehs and not just limiting to the
researcher’s observations and opinions. Conside¢hage advantages, the present
study adopted FGD for clinical psychologists. Thd&anale for selecting clinical

psychologists was that they would be able to expigs needs of an intervention as
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well as opinions on its feasibility on the basisboth their clinical experience and

theoretical backgrounds. This makes their opinimnse authentic and valid.

a) Participants

Participants of the FGD consist of 8 clinical pgsylogists who had a
minimum of 4 years of clinical experience in deglinvith wide variety of
psychopathologies. Participants were selected ¢iraonvenient sampling. Before
selecting them as participants of the study, af lemguiry was done to make sure
that none of them is specialized in dealing withgk or limited psychiatric
conditions. Practitioners, who work exclusively hipecial population like child
pathologies, or addiction or family therapy, weselaeded. During enquiry it was
made sure that they had experience in dealingdlitical cases having somatoform
disorders as well as psychopathologies having gémaedical conditions. The
rationale was that asthma has a biological basithat in FGD that element should
be considered as a background while discussingtaheueasibility and potential

contents of the intervention.

b) Measures

Focus group probes (Appendix VII) have been prgarhich facilitated
discussion to keep a track without deviating muamf the topic of discussion.

Major areas on which discussion conducted are;

. Need and relevance of psychological interventioasthma

. The best frame work of intervention they would haged
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. Potential contents of the proposed interventiom (connection with the

themes)
. Rationale for suggested techniques (theoreticekperiential)
. Structure and strategies of the intervention
. Proposed mechanisms of change behind suggestedgeeh

. DOs and DONTs

. Suggestions about number of sessions and otheagstltirey would like to
add.
C) Procedure

For the purpose of selecting participants for #@D, the investigator
collected contact details of clinical psychologigigactising in Kozhikode and
Malappuram districts. All the participants were tamted over phone and introduced
the researcher. A brief description about the stad¢g FGD phase was given and
enquired their willingness to participate. The usibn and exclusion basis were
enquired during this time. Total of 15 clinical phglogists were contacted initially,
in which 2 were not willing to participants duetime constraint. Another 3 were
excluded as they were not having enough experienbandling clinical cases with
a biological basis. Later another 2 participant®rimed their inconvenience to
participate as they were out of station. The fiR@D composition included 8

participants.
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Once the participants were selected, they weredas come up with a
potential date for conducting the FGD. Based oir thgygestions a convenient date,

time and venue have been fixed.

On the day of FGD, the participants were givenirdormed consent form
(Appendix 1V), seeking consent for audio-recordimfgthe whole discussion. The
discussion was based on the focus group scheduleihee researcher acted as a
moderator for the group. The major role of the aesleer was to giving questions,
keeping the discussion going, and encouraging &cfpants to talk freely. To get
a ‘group as a whole’ feeling, researcher facildatiscussion and interaction
between participants, rather than asking a seffieguestions in turn. To make it
more interactive and natural, agreements, disaggeEnarguments, suggestions,
personalized experiences, theoretical explanatietts, were allowed. FGD lasted
for around 45-50 minutes. The entire discussion lbrsn audio recorded with

participant’s permission.

d) Analysis of focus group discussion

Content analysis was used to get the essence eoffabussed group
discussion. Both quantitative and qualitative meashave been used. Frequency of
responses, in terms of most preferred techniquesidoess the key factors relevant
in asthma was taken in to consideration for desgymtervention. Participants who
disagreed up on or less frequently opted techniqu@sychological principles were
also carefully noted down. The qualitative sidecohtent analysis was used to
understand the explanation participants have dwewnarious questions, mechanism

of action of various psychotherapeutic technighey have suggested.
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While integrating all the three sources of datgap was felt about a more
comprehensive intervention which can address moidened areas such as
cognition, behaviour, emotion, familial factors agoerception of illness. Hence the
mindfulness frame was used. Though the entirevatgion programme is based on
the ideas of mindfulness, techniques from cognitigbavioral and systemic
perspectives also adapted to address factors fiouthe exploratory phase. Number
of sessions were decided to be 10, however slighatons were allowed in case if
the need arises such as, demanding more time nesgldg certain issues or if there
is a need to omit addressing certain expected fas it would be irrelevant in
some clients. The rationale for 10 session is tht, of all the expected time to
address the relevant factors is around 10 hoursuaodl mindfulness integrated
programs such as mindfulness based stress redugtiaking around 8 sessions for
completion (Kabat-Zinn, 1990). Each session wowddsted for an hour. Sessions

were planned to be conducted in the departmensyafiplogy, Calicut University.

Researcher’s own clinical experience as a cohesiugk

Researcher had 6 years of experience in managidgirdervening with
different psychopathologies. As part of the 2 y&aining in Mphil in clinical
psychology, researcher got training in dealing vaitial intervening a wide variety of
psychopathologies ranging from the spectrum of ot@uto psychotic to addiction
diseases as well as general medical conditiongafisof the academic side of the
training program, researcher had to formulate cag#s in different theoretical
models such as psychoanalytic, behavioristic, dognbehavioristic, humanistic,

biopsychosocial, etc. These factors helped theareBer to design the intervention
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programme by corroborating both theory and therapetechniques. This

foundation shaped the designing of interventiothafollowing ways.

. Asthma shares a number of features in common wathicpdisorder and
other anxiety spectrum disorders, suggesting ttesipihity of using similar

intervention techniques in asthma.

. Avoidance, safety behaviours and dependence foumegatively reinforce
anxiety in a number of anxiety spectrum disordeExposures (for
habituation and extinction) and cognitive re-stauictg were effective for

dealing them.

. Hyper-vigilance and preoccupation with one’s bothe chief characteristic
of somatoform disorder was common among patients &thma. From the

clinical practice, mindfulness found to be effeetin reducing these.

. Mindfulness integrated behaviour therapy was effecin the management
of clinical cases in which dealing with one’s owrought was difficult for
the patients (e.g. obsessions in obsessive comapudssorder, rumination in

depression, etc.)

. Despite of the difference in the nature of illnesducating patients about
their condition always brought realistic goals aedponsibility from their
side, suggesting the possibility of using psychaeadion in the beginning of

intervention program.
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b)

Home works in most of the patients facilitated apéed up change. It also

enhanced the connection between sessions.

Even when patients appeared to be self sufficiémttending and utilizing
therapeutic elements, meeting their family enharecedore comprehensive
management of the case, indicating the advantalgeEarporating at least

one session with family.

Experience in dealing with different severity levdielped to estimate an

average number of sessions required for addrefsénigrget issues.

While dealing with the cases referred from genenaldical practitioners
(Eg.co-morbid psychiatric conditions, preparatioor fa surgery, health
anxiety, etc) an eclectic approach was more usaftier than sticking on a
single theoretical model, because of their bio-psysocial roots. This
facilitated the researcher to use techniques frofardnt therapeutic model,

though the global frame work was mindfulness.

Establishing Validity

After triangulating the inferences from semi stuned interview, analysis of

relevant theories and existing interventions armi$ogroup discussion a preliminary

asthma management programme was designed with en fridame work of

mindfulness. This developed programme then giverbfolinical psychologists for

expert validation. Expert validation was done tgwe the validity of the designed

intervention program. Subject experts were clinfggfchologists having more than

4 years of clinical experience in handling wideietr of cases and expertise in
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using mindfulness, behaviour therapy and cognibtelaviour therapy. A validating
form (Appendix 1X) incorporating the interventioeporting criteria was prepared
by the investigator after discussing with the redeaupervisor. It was developed
based on CReDECI 2, Criteria for Reporting the Dgw@ent and Evaluation of
Complex Interventions in healthcare: revised gunde(Mohler, Bartoszek, Kopke
& Meyer, 2012) and TIDieR, Template for IntervemtiDescription and Replication
(Hoffmann et al., 2014) The items in the validating form represent vasiquality
dimensions about the development and piloting efrtewly designed intervention,
such as adequacy of the name of the interventiescrigption of the theoretical
basis, description of the components and its rat&nlogical order of the
components, mode of delivery, number of sessiors suhedule. Experts were
required to give their response both quantitativeatgl qualitatively. On one hand
they rated each dimension on a 0-5 rating scaleh®mther hand, they were asked

to give their suggestions and comments about eacbngion.

The researcher contacted the evaluators for getttieir permission to serve
as evaluators. After getting their consent, theppsed module was sent to them
individually over mail, along with detailed insttiens and a validation form. Their
suggestions on various dimensions of evaluationsh sas, addition, deletion,
reframing, structuring, etc., were taken into cdasition and prepared the refined
final asthma management program. The refined neod@lthe intervention was

arranged in such a way that it begins with,

. The number of session

. Targets to be addressed
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. Techniques used

. Its rationale
. Components
. Expected outcomes

PHASE 3- CLINICAL TRIAL RUN OF THE INTERVENTION

The phase 3 of the main phase was to meet 'thebfective of the study,
which was to conduct a clinical trial run to detarenthe feasibility, acceptability
and practicability of the intervention and alsofitee tune it further. Clinical trials
refers to experiments or observations carried witt) the objective of answering
specific questions related to the efficacy andéasibility of any bio-medical or
behavioural interventions. Well planned clinicéls enhance validity of the results
and also help the researcher to make clinical jociges and facilitate practice
(Thorat, Banarjee, Gaikwad, Jadhav & Thovat, 201®ethodological, procedural
and clinical uncertainties were clarified and aefituning of the intervention was
targeted through this. Before implementing therirgation a detailed case analysis

of the participants were done.
Case analysis

Case analysis is a qualitative research methodtan in-depth analysis of a
person or phenomenon. As an idiographic methotlatvaresearcher to explore in
depth about a topic of interest. This provides ustd@ding about the interaction and
influence of various psychological processes wittenson. Case analysis makes use

of interpretive phenomenological analysis, texéiptetations, grounded theory etc.,
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for analyzing the elicited data (Hayes, 2000). Frbw clinical point of view case
analysis allows not only an exploration of a pheepnon, but also provides
information for diagnosis and treatment. Currersieegch used case study method

because of following reasons:

. Before delivering an intervention a clear underdilag about the participant
was required in terms of psycho social historyspeality, significant events
in childhood, history of asthma, how the diseadecs&td the participant,

experiences related to asthma, etc.

. Having an in-depth knowledge about the person wotddilitate
customization of the designed asthma managemegtgmone (based on the
assumption that, as individual difference would tensidered before

implementing any intervention program).

. Researcher wanted to know how the person relate@dbles would be

interacting with the intervention.

. Researcher was aimed at getting an experienti@muatof the person than

just asthma related indexes.

a) Participants

Initially 4 cases having diagnosis of asthma vwaslected, but only 3 of them
were found meeting the criteria in a strict manfret secondary to other medical
issues). Inclusion and exclusion criterion is k&grine as that of the pilot phase. All

the three cases were analyzed in details to make @bout the possibility of
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participation. Among the three one participant ghexgbout after the first session and
the final sample composition consists of 2 aduiégygosed with asthma but not on
regular pharmacological intervention. Both the ipgrants were female adults, who
were diagnosed with asthma. All the participantdcimed with the inclusion and

exclusion criteria of the study. Phenotypes werematched, so that both allergic
and non-allergic asthma cases were included agiparits. Convenient sampling
was used to as it allows the researcher to incleeple who are willing and

available to participate.

b) Measures used

As part of case analysis, the following measures veeincorporated.

Socio-demographic sheettt includes the basic identification details sushname,

age, sex, education, marital status, occupatiathsaron (Appendix VI).

Psycho-social history:This is a detailed history about the disease asagehbout
the person herself. It encompasses details abeubrket, duration and impact of
asthma on the participant. Psycho social aspeftssréo the life history of the
person such as information relevant at her childhadolescents, adulthood, family
dynamics, personality, past history of medical syghiatric illness, bio-socio-

occupational functioning .

Mental Status Examination: It describes the mental state and behaviour of a
person. A clinician assesses various domains ssamnaod, perception, cognitive

functions that has been seen in the client. Itudes both objective observation
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made by a clinician or investigator and subjectideails provided by the client

(Appendix VII).

Visual analogue scale (VAS)It is a measurement instrument that helps to measur
a characteristic or attitude that is expected ngeaacross a continuum of values and
can't be measured directly, and it is one of théemsively used measures of
intensity of symptoms in clinical research (Wew&rkowe, 1990) (Appendix XII).
VAS is specifically used in researches conductethenarea of asthma, where the
correlation between the subjective perception tiraa symptoms (using VAS) and
objective measures on peak expiratory flow coule$tablished (Gupta, Aggarwal,
Subalaxmi & Jindal, 2000). In the current study V&&s used at two points- one at
the beginning of the first session and anothehatend of the final (10 session.
Participants were asked to rate their perceivealrattent of various dimensions of
the target areas such as knowledge about asthchati@n in avoidance behaviours,
management of asthma related thoughts, awarendssdgfsensation, management
of emotions, skills of problem solving in dailydifinteraction with family, sense of
control over asthma and mindfulness skills, onl®@4isual scale, where 0O indicates
least level of attainment of the target dimensiand 10 indicates highest level of
attainment. A visual analogue scale differs fromoamal numeric scale in such a
way that the scale used in the former takes a Vioma (like a printed geometric
scale) whereas in the later the participants akedago assign a number to rate a

specific attribute.

Self report: One month after subjected to the intervention,igpents were asked

to write a self report on the therapeutic expereand feed back (Appendix X). It
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included their subjective experiences of mindfuingserceived outcomes, process
of change and difficulties they had. Along withstiparticipants were asked to write
an asthma diary too (Appendix Xl). It encompasdes number of days they
experienced asthma related symptoms, it's severitgrms of whether it was mild,

or moderate or severe, and impact on daily lifecfiaming.

Procedure

Phase 3 of the main phase was the clinical tuml of the designed
intervention. The purpose of this was to assesdeaasibility and practicability of
the intervention while actually implementing it @eople. Informed consent was
given the client to sign (Appendix Ill), which emes the client about the
confidential nature of participation and natureresearch. Client read the consent
form carefully and signed it to record her williregs to participate. Before
beginning the proper intervention, a session wasiged to orient the client about
the intervention. Nature of intervention, what otiés expected to do, what therapist
would be doing, how long sessions would last wexplagned and client was
encouraged to clarify her doubts if any. A detajpsgcho social history and history
of the illness was taken, which provided informatfor the baseline, along with that

participants were asked to complete the rating A8V

1t session was targeted at socializing the interganfirogramme and
providing a basic understanding about the concépmimd-body relationship.
Psycho-education was done to enhance client’'s awaseabout the psychological
factors contributing to asthma. In that context adoody relationship was

introduced. In order to facilitate to processingrahdfulness, body scan meditation
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was done and audio recording of the script wasngive client for practicing at
home. An asthma diary was introduced, in whichntliwas asked to write her
experiences of asthma on a daily basis. Particspamre expected to write the
nature of asthma symptoms, how many days they btuna related difficulties,
severity of symptoms, how it affected on that dayd aelated difficulties and

experiences.

24 and 3 sessions were started with evaluation of asthnsay dand
mindfulness related experiences. These sessiorelaimaddressing asthma specific
maladaptive behaviours such as experiential avoglarsafety behaviours,
hyperventilation and medicine dependence. Discassiofacets of mindfulness was
carried out. Attention, awareness and attitudesveaplained in terms of possible
benefits in addressing significant factors in asthrRresent moment awareness
(Being in the moment) was emphasized as a maj@&cbtig for getting the essence
of mindfulness. Gradual exposure to avoided stimulas started and also

prescribed to practice as homework for maximiziagegalization.

4" and %' sessions addressed cognitive aspects relevastiima symptom
perception such as - anticipation to symptoms aadous cognitive errors.
Discussion on “Thoughts are not facts” and “automatlot” has been done to
enhance their perception of thoughts as somethomgnal as every bodily process.
Impermanence of thoughts along with its coming goithg nature was highlighted.
Preoccupation as well as attempts of avoidanc@éaights is framed as unhealthy

as it would have a rebound effect. Self report e@kected and evaluated.
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6" and T sessions were focussed at dealing with emotionis fasind to
precipitate and maintain asthma symptoms. Since dghere frame work of
intervention is mindfulness based, emotions hawen lmnceptualized as a mental
event, which evokes and subsides on its own. Olmgetlie waves of emotion with
a non judgemental and non reactive attitude aloitly & sense of acceptance was
encouraged. Controlling and active regulation mbBon was here substituted by
active awareness and acceptance, which in turndMaailitate a normal calming
down and early picking up of emotional cues. Imaoce of willingness to
experience anxiety and negative emotions as pesgiwmotions was highlighted.
Review of sitting meditation and exposure tasks alas carried out as in previous

sessions.

8" session was designed to improve the client’s prabdolving and coping
skills. Different ways of dealing with daily liferpblems were discussed and client
was asked to come up with solutions to hypothepcablems and the way she can

be coped with it.

9" session was planned for dealing with familial dastthat would have a
role in the maintenance and worsening of symptobhss session was conducted
with family members for reducing secondary gaianfy as well as, over protection
and blame. Significant family members were educatsalit the relevance providing
enough exposures and reducing over involvemenltinarate the 'sick role' of the

client.

The 10" session was targeted at summarizing the entirerviemtion

program, and also for maximizing the generalizabbgains from the intervention.
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Treatment adherence (both medical as well as p#yerapeutic) was emphasized
and mindfully dealing with relapse was discussedydhd the formal practice of
mindfulness, application of mindfulness as a plopds/ in daily life was
encouraged. Clients were thanked for their pariogm and their experiences and
requested to fill the visual analogue scale. Onatmalfter the termination of the
MBAMP program, participants were asked to write edf seport about overall
experience of the intervention, including perceieeticomes, process of change and

difficulties they had.

d. Analysis of self report

Content analysis

The method of ‘Content Analysis’ was used to asalgelf reports. It is a
research tool used for studying texts, documentages or videos of various forms
(Hsieh & Shannon, 2005). Researcher used this rdethorder to derive meaning
out of the heterogeneous data obtained from thiecymants. Along with this, their
asthma diary was also subjected to a primary aisatgsunderstand the pattern of

symptoms during the course of intervention.

Along with this a personal reflection of the intigator was provided about
the delivery of intervention, such as the processuation, internal and external

facilitators and barriers influenced and deviawdridelity, etc.

Ethical considerations

. Prior to the inclusion of the study all participsueixplained a general outline

of the study.
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Informed consent was obtained before participatiaie study.

Confidentiality of the individual specific data orarious measures was

maintained.

The audio recording of the one to one interview B@GD were carried out

after obtaining their consent.

The participants were provided with contact detafishe researcher and
supervisor in case if they require any clarificatar additional information

about the research.

The current medical treatment participants wereiv@eg was not interfered.

Participants were informed that they are free tthavaw from the study at

any point.

Participants of interview were informed that theveuld be no direct or

indirect benefits for participation in the study.

Participants of the intervention phase were pravideealistic picture about
the possible benefits of participation; howevewds made clear that the

intervention is not a substitute of medical treathtbey are receiving.

Referral related guidelines were provided to thdi@pants who seek any
form of psychological intervention for issues anmary diagnosis of any

psychopathologies.
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CHAPTER SUMMARY

This chapter is about the how the study had bemmed out through
different sequential phases using specific methodsasures, procedures and
analyses. Current study was conducted as 2 broaskpha pilot phase and a main
phase. Pilot phase includes all the preparatorksvdone prior to the main study,
such as analysis of reviews and meeting experts gietting a preliminary
understanding about the psychological correlateastfima. On this basis a semi
structured interview schedule was prepared. The plaase consists of 3 sequential
sub phases, designed as main phase 1, main pleaskrain phase 3. In the main
phase 1 a semi-structured interview was conductigll patients diagnosed with
asthma for exploring the psychological correlatesthe selected sample. The
responses from the interview were then transcréoetithe data was undergone for a
thematic analysis. The themes generated by thie w@mnsidered as the key areas to
be included for designing the intervention. Basedhis, techniques empirically and
theoretically proven as effective in addressingé¢hielentified themes were carefully
selected by the researcher. This was consideredobribe sources of data for
triangulation carried out in the main phase 2. frite@n phase 2 was done to design
the intervention, for which data from multiple sces were triangulated to ensure
the validity of the proposed intervention. As pairthis a FGD was conducted with
clinical psychologists, for the purpose of explgrppossible contents and structure of
the proposed intervention. Content analysis wasl @seanalytical strategy. As a
third source of data extensive review of existinteiventions and techniques for

asthma was done and the theoretical basis wascatefully considered. On this
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basis an initial draft of intervention was prepasaed given for expert validation. In
the main phase 3 the proposed intervention waseing@hted on 2 cases as a clinical
trial run for checking the feasibility, practicabyl and fine tuning of the

intervention.
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CHAPTER llI
ANALYSIS AND DISCUSSION




This chapter deals with the inferences obtainethfthe study, discussed in
the light of existing empirical and theoretical@smces. Since the present study was
conducted in Zerial phases, each of which used different tools for datkection
and analysis, results obtained from each of thésges would be discussed in a
similar manner, starting with the results from thiét phase, through the main
phase phases ekploration of psychological correlates in asthraaddevelopment
of the intervention and concluding with the phase olfinical trial run of the
proposed interventiorinferences obtained from the pilot phase of theassh are
only briefly described and instead they are heawiade ingredients for the quickly

followed main phasehase.

While discussing the findings and inferences, ¢a®been given to include,
as much as possible, the ‘verbatim responses’ diyehe participants and clients of

the study in order that the data communicates coabpato each and every reader.

PILOT PHASE

The pilot phase of the study was aimed at coligcpreliminary data on
psychological variables affecting asthma. RevieWitefature on this area has been
done in terms of collecting and understanding theigcal studies conducted in the
area of asthma. As a secondary source of data texperview was carried out.
Combining these two sources provided a preliminanderstanding for the
researcher about the psycho social correlates tbinas and this was taken as a
background data for preparing schedule for senuicgired interview. Reviews of
empirical studies shows that following psycholobicarrelates are the most

extensively studied in asthma
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. Health related quality of life (Gandhi, Kenzik, Thpson, Dewalt, Revicki,

Shenkman & Huang, 2013)

. Stress and asthma symptoms (Lehrer, Isenberg &atdoc1993)
. Believes and asthma symptoms (Jaén & Dalten, 2004)
. Subjective symptom perception (Janssens, VerldderReuter, Van Diest &

Van den Bergh, 2009)

. Emotion and asthma (Lehrer, Isenberg & Hochron3199

. Treatment adherence in asthma (Halimi, Godard,oRjtvarrin & chane ,
2010)

. Familial factors (Williams et al., 2000)

. Psychological risk factors for asthma (Booster,ndl& Bender, 2017)

. Psychiatric co-morbidities in asthma (Barton, CéarkSulaiman &

Abramson, 2016)

. Psycho-social interventions in asthma (Schneider2604)

Interviews with pulmonologists provided an expeti@ data which portray
how psychological variables manifest in clinicaégentations and interfere with the
management. The significant responses which haven beonsidered as a

background data for the preparation of semi-strectinterview schedule are:
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. Though the origin is primarily biological it's maanance and prognosis is

affected by psychological factors

. Some patients do not improve despite of followirgjrect treatment regimen

. Treatment compliance depends highly on the indafidupersonality and
emotionality

. Cases were presented with asthma symptoms, widmyubiological basis

. Panic cases are sometimes reported as asthma cases

. Stress exacerbates some symptoms

. A large number of asthma patients are anxious

. Patients are generally reluctant to consult mdmalth professionals even if
referred

. Depression and panic disorders are seen in sonmatralled asthma cases

. Psychiatric referrals are required for asthma cases

. Pulmonary rehabilitation programs are widely acedptow a days

. Integrated asthma management team involves psygistdo

These two sources of data were utilized and a-samdtured interview

schedule was prepared and presented in Appendix 1.
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MAIN PHASE 1- EXPLORTION OF PSYCHOLOGICAL CORRELATE S OF

ASTHMA

Phase 1 of the main phase was aimed at explohegpsychological
correlates of asthma through administering a sémétwired interview. Analysis of
the transcripts obtained from the semi-structurgdrviews were conducted using
thematic analysis, which is considered useful te s a health care set up for
exploring attitudes, views, etc., about a medicaldition. Data were arranged under
relevant key topics after a preliminary analysigss& on the commonalities of

coded data, broad themes containing similar coscgpte found out.

Table 3.1 Themes emerged from the analysis

Themes

. Conceptualization of disease
. Cognitive factors

. Behavioral factors

. Emotional factors

. Familial factors

. Attitude towards treatment

. Asthma related self efficacy
. Self concept

The main themes emerging from the data were conakpation of disease,
cognitive factors, behavioural factors, emotiorattbrs, familial factors, attitude
towards treatment, asthma related self efficacy seificoncept. Details of each of
the themes are given below and selected verbasporses are reported along with
the discussion and illustration of each theme.rmftdion on sex and identification

number of the participants is also given.
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Conceptualization of the disease

Table 3.2:Codes that describe ‘conceptualization of the dista

. Do not know much about the disease
. Why am | having this disease?

. Not sure about the condition

. Not clear what it is

. Asthma is breathlessness

. It is due to infection

. Something related to chest

. A kind of lung dysfunction

. Not asthma because it's not persistent
. It is hereditary

. May not be asthma

. It's not a serious illness

. Asthma means allergy

. It is basically sneezing

. Doctor didn’'t explain about it

Conceptualization here refers to how people witithfa understand about
their medical conditions and attributions they makeut it. From the present study
it is clear that majority of the participants dot in@ave a clear understanding of the
disease. They have misconception about Asthmahegsperceive it as 'disease of

breathing’ or 'disease of coughing’:

MO02:" | do not know much about the disease...It is Wit difficulty .Not sure

about why it happens. My doctor said it is asthewait must be that."

Unawareness of the heterogeneity of asthma syngptwes been reported
which is more common in people with such phenotygfessthma where breathing
difficulty is not prominent (E.g.; cough variant occupational asthma). Here the

individuals have difficulty in accepting their pleins as '‘asthma’
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FO02:"l do not have wheezing...It is basically coughing.l.floought it is part of

cold or some other infection...How can we callgtasthma”

Lack of awareness about variation in timing anensity of symptoms also

contributes to uncertainty:

MO7:"If it is asthma, | should have had these diffiadtall the time, as in many
other medical conditions...but the symptoms contedisappear...it is not there all

the time"

Attribution of illness varies from functional imjpaent of heart to lungs to

nervous system.

Cognitive factors

Table 3.3:Codes that describe ‘cognitive factors’

. Afraid of death

. It is the end

. First thought is about death

. Do not know when it would happen again
. Unpredictable

. Gets worse as expected

. Can occur anytime

. Can foresee asthma ‘attacks’

. | am a chronic patient

. Asthma is a part of me

. It will be always there

. Won't get cured

. Can predict asthma occurrence

. Asthma doesn’t leave me

. Better to die

. Always conscious about breathlessness
. Check for symptoms

. Preoccupied with the disease
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Cognitive factors represent thoughts, beliefs peideptions people form on
the basis of their experience with asthriik@ar of death' was the most prominent

cognition associated with asthma:

F21:"1 use to think that | am going to die when | feebréness of breath...because

we usually read in newspaper that people died fsaffocation:

F13:'The first thought that comes to my mind is thad the end... and | am going

to die from suffocatioh.

Uncertainty and unpredictability about the dise&seanother prominent
factor noted down. Here, it refers to uncertaintgarding 'what the illness is’,

heterogeneity of symptoms, intermittent natureyofijgstoms, etc.

FO5:"The main difficulty is that we do not have adga regarding how and when
the disease begins...If | knew, | would do somgtimradvance to prevent it...But it

is like... out of the blue."

Cognitive errors such as labelling ("Am | a chonpatient"?) and
catastrophization ("l think it is going to becoméull blown breathlessness") leads
to exaggerated symptom perception. One of thegpaatit's responses substantiates

this:

FO7"l use to easily pick my early signs such as caughor shortness of
breath...there, | feel very sure that it's goinggiet worse shortly...as | observe more
and more, it would gradually increase...this makerary anxious and ultimately it

would end up in breathlessness and other diffiesilti
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Anticipation of symptoms was another subtheme getrunder cognitive

factors.

MO03:"Sometimes | feel that | would be having difficslttbat day...and | do not

know how but ultimately it will end up in asthmé#idulties, as expected.

Behavioral factors

Table 3.4Codes that describe ‘behavioral factors’

. Can’t do any household works
. Not doing physical exercises

. Not doing tiring activities

. Family does everything for me
. Depend others

. Always need someone around
. Fear of laughing

. | am asthmatic like my father
. Avoid funny discussions

. Avoid family functions

. Reduced talking

. Talking might trigger asthma

. Can't think of leaving inhalers
. Always carry inhalers

. Inhale and exhale strongly

. Take deep breath

. Breathing strongly might help
. | do not do anything

. Nothing can be done

This theme is about what people actually do ipoese to their symptoms as
well as other behaviours or actions performed iatien with asthma. The most
notable behavior associated with asthma is avoslamMost frequently reported
avoidance is of physical activities, house hold kyotaughing and social

interactions:
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FO6:"Now a days | stopped doing house hold works..db Isome tiring work it
would become difficult to breathe...So my daughtke 1@ the entire house hold

works | used to db

Social interactions were seen only in cough varesthma, since coughing
in public is something that is easily noticeable diners and might result in

embarrassment:

F21:"You know...I am anxious about even laughing...becatde laugh for
sometime it gradually leads to coughing and shasnef breath...and its really
embarrassing...Sometimes | keep distance from mgagules when they crack a

joke, because | know that if | start laughing itudbbe difficult to stop

Safety behaviours are unnecessary behaviours @@&apiy out to prevent
anticipated outcomes. Such behaviours were commmeplorted by many of the
participants, with the explanation that it redutiesir tension associated with the

disturbances:

F17:"1 always tell my husband to sleep very close tosoehat if anything happens

at the night he would get to know immediately.

Safety behaviour associated with inhaler use Ws® seen, as one of the
participant reportedwithout inhaler | can’t go outside...where everd carry my

inhaler, because if something happens | need aredfrate option.”

In a similar line in the current study participguhtave reported that they tend

to hyperventilate with the expectation that 'desgathing’ might help to resolve the
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suffocation. Persons with family history of asthfoand to have a sick role model

as one participant reported:

M23:" “I have seen my father struggling with wheezingughmut his life...now |

am also having similar difficulties...and | do ribink that it is going to get bettér.

Emotional factors

Table 3.5 Codes that describe ‘emotional factors’

. Tension has a role

. Tension makes it bad

. Asthma begins after getting emotional
. Sometimes it is after a fight with my husband
. Lose control

. Feeling helpless

. Nothing can help me out

. Not able to relax

. Get angry

. Feeling like to cry

. Feeling irritated

. Shout at others

. Getting emotional

. Always feel anxious

. When anxious , it worsened

. Jealous at others

. Complex feelings

. Try to be indifferent with others

. Scared of having another episode
. Feel dull

. Feel sad about my physique

. A kind of blank feeling

Emotional factors represent the feeling or affecttomponent experienced
and expressed by people with asthma in responastiina. 90% of the participants

report that stress has a role in exacerbation gpérience of asthma symptoms. The
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most frequently reported stress was in the ardaroily, such as conflicts between

children, marital issues and adjustment problentls imilaws.

F13"Whenever | am stressed out, | think my problentseiase...l feel suffocated
when my children are away from home or if they ao¢ available over phone

...when | feel tensed asthma related difficultsd® a lot of time to settle down

Anxiety and low mood are the dominant emotionsrgee from the data set.
These emotions were frequently associated witlctgmitive factors of uncertainty

of next episode. Hopelessness and helplessnessisereeported:

FO1: "1 do not think that it's going to get better...feghd about having this
illness...the worst part is that nothing is helping out to escape from this..l have

been undergoing treatment for quite a long time,rfmihing has changed.”

Anger was another notable emotion participantseagpce during asthma
attack, which is often associated with the frugtratof not being able to

communicate the difficulties with others:

F12: 1 get angry when someone talks to me while am passthma...people
around me wants to know what | feel or what | naght then. But actually it is

very difficult to speak out at that timie



Familial factors

Table 3.6:Codes that describe ‘Familial factors’

. Parents support a lot

. Provides good care

. Family doesn’t make me do anything
. Children are worried about me
. Am | a trouble to children?

. | feel | am a burden for them

. They spent a lot for me

. | create financial difficulties

. Son has all the responsibility

. | can’t help my family

. Family think 1 am responsible
. My husband might be fed up

. Family do not share problems
. Not disclosing negative events

The theme ‘familial factors’ is about a wide rargfedynamics or pattern of
interaction between a patient with asthma and hieeo significant family members.
Though majority of the participants found to havgamd family support, a few of

them had blame from the family members for havingjlaess.

F24: "My son gets irritated when | wheeze...he has soraadial problems, so it is

difficult for him to take me every time to a hoabitif | have symptoms, he thinks it
is because of my carelessness and he forces makéorést all the time...my
daughter in law feels that | can reduce asthma ckisaby taking rest and not

involving in any activity, which is quiet difficutir me'.

Perceived burden is another notable factor, asnwamed by some of the
participants I'am equally concerned about my family...my son kin¢gacare of

me...he is having a lot of difficulties becausenéf.
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Contrary to this, elements of over protection aodtingencies maintaining

the behavior were also observed in some particgpant

F12:"My family has huge concern about my illness...theyayd take care not to
disturb me...so | never have to get involved in ahyhe house hold tasks...my
husband doesn’t share stressful matters with mewlse he knew that it might

increase my problenis.

Attitude towards treatment

Table 3.7Codes that describe ‘attitude towards treatment’

. Fed up with medicines

. Not continuing medicines
. Fear of side effects

. Strong medicines

. Always carry Inhaler

. Can't leave inhalers

. Fear of forgetting inhalers
. Medicines may not be needed
. Confusion about treatment
. Tried multiple treatments

. Self treatment

. Home remedy is better

. Delay treatment

. Medicines are costly

. Financially difficult

. Change doctors

. Change medicines

. Stop on my own

It is a multidimensional construct encompassingndtve, behavioural and
emotional elements one has about the treatment Bbeois receiving. Dependence

on inhaler was one of the most prominent factoestified under this theme. This is



often associated with the 'unpredictability” ofhasa occurrence and leads to an

over use of it;

F15: 1 can live without food...but can’t even imaginday without my inhaler...it is
not that | use it every day, but | am scared toéer at home....sometimes | use it up

to 8 times per day, which is more than what is resc@nded

Poor adherence to treatment was emerged whiclosglg linked with the
fear of side effects of medicines. In the similaeltrying out alternative treatment

options was also seen:

M17: "I do not take medicines much...I use them onlyrombtesome days...you
know...medicines always have side effects, so | thislbetter avoid them as much
as possible...l tried many things..Homeopathy...Ayaretcl.. We do not know

which one would be helpful.”

Financial burden was reported as a barrier foattment in some of the

participants, which was seen only in uncontrollsthana:

FO3: "1 have been spending lot of money for a long timleave this disease since

my childhood'
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Asthma related self efficacy

Table 3.8:Codes that describe ‘Asthma related self efficacy’

. No control over it

. Helpless

. Nothing works

. We can’'t do much about it
. What can we do?

. Sometimes home remedies work
. Only medicines can do

. Its unpredictable

. Immediately see doctor

. Only doctor can help

. Can’t prevent

. Can't stop it

This theme is about the beliefs patients withrastihas about how well and
effectively one is able to perform certain behavsoelated to their disease. 'Lack of
control over the illness' was emerged from the ya@imsl This indicates their self

efficacy specific to asthma.

M11: "Nothing | could do to cure it...actually nobody knowisen and why the
disease occurs, so nothing can be done as a precauaind when it occurs | go to

hospital immediately, before it gets wdrse

F22: "what to do...I feel helpless, because when you trese difficulties, nothing

would work...you can'’t stop it anyway."
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Self concept

Table 3.9:Codes that describe ‘self concept

. Sensitive to emotions

. Difficult to control emotions
. Less assertive

. Social

. active

. Helpful

. Less sociable

. Less expressive

. Inhibited

Self concept refers to the collection of beliefee dholds about self. When
they have been asked about how they would desatioeit themselves the most
common themes emerged are 'sensitivity to emotars"poor frustration tolerance.
Ninety five percentage of the participants desatilihemselves as emotional,

sensitive in nature:

F08: "1 do not know how to describe...ahhh...I think | aseasitive person mean, |
get upset easily...I also get provocated eastlyis.inot that | express it then and

there, but | find it difficult to control my emotis'.

Several participants reported of being 'less exres

FO5:"Yea...| am not a very social person...I talk to athéelp them if required...but
actually 1 do not express myself easily...| preferkeep things within myself,

unshared, even if it is worry , tension whatéver

The way one conceptualizes or understands omesdlhas a major role in

the subjective experience of the problem and dls® management. Though a few
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of the participants understand that stress hasleainoasthma, majority of the
participants follow a medical model and unaware tbé under playing of
psychological factors in it. Lack of awareness dliba heterogeneity of symptoms
also contributes to the confusion in perceiving thi#culties as part of asthma.
Secondary to this 'breathlessness’ is considerd@ thhe only and most necessary
condition for calling it as asthma. Study by Adamil| and Jones (1997) shares
similar findings by classifying asthma patients'@sniers' and 'acceptors’' on the
basis of how they perceive their illness. Thesaugsodiffer significantly on their
self management, strategies of self disclosuregmoy label and pattern of
medication use. This suggests the relevance ohbaxiproper understanding on

ones condition for the better management of asttymptoms.

Fear of death was the most prominent cognitioreapgd in asthma patients.
They associate 'breathlessness' with 'death’. &onthenever there is perception of
shortness of breath, fear of death comes to mihs dan be explained by classical
conditioning in which a neutral stimulus that didmiave an effect on asthma
symptoms in the beginning can become a triggerr i§ paired repeatedly with an
allergen that is known to cause bronchoconstrictm that these new stimuli are
become capable of eliciting asthma symptoms. Thassatally conditioned
association between ‘cough' and perception of asthias been demonstrated
through an experiment, in which they exposed adel#s with asthma to placebo,
citric acid at levels not induced cough, or citacid at 50% of cough inducing
levels. One group of them was informed that ibistudy asthma reactions and the

other group was told that it is about evaluatiraydiurs. The first group found to
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have more frequent coughing than second group. grhexpectancy can be a factor
here, classical conditioning is the best explama@s 'cough' has a conditioned
association with asthma (Reitveld, Van Beest & Bees, 2000). From the current
study it's been found out that expectancy playesuaia role in asthma experience,
as many of the participants reported when theycguatie, it usually end up in actual
symptoms. Believes and expectations about triggech as orders and their ability
to induce asthma attacks actually increases aiwdigmmation (Jaen & Dalten,

2004). Uncertainty and unpredictability of symptoamsl the timing of next asthma

attack creates large amount of stress among pevgtinasthma.

Catastrophization, a major cognitive error repbidy the participants show
the link between asthma and panic disorder, whiah be best explained by
catastrophic misinterpretation theory. Accordingvach catastrophizing of normal
or mild body arousal such as slight rise in heatthlos palpitation or shortness of
breath, ultimately leads to anxiety responses énbibdy. These anxiety responses in
fact creates further increases arousal and endnupnare prominent bodily
responses. This could be misinterpreted as symptomd$preathlessness and
continuous like a vicious cycle. Asthma and parmsortier shares several features in
terms of symptoms overlap and high co morbiditygireukh, Toelle, Usherwood,

O'Grady & Jenkins , 2007).

Similar to cognitive factors, behaviors can mamtand exacerbate asthma
symptoms. Safety behaviors and excessive avoidainak possible cues related to
asthma seems to be negatively reinforcing the problThe most common

avoidance behaviors found out were avoidance ofiphl activities, house hold
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works, laughing, social interactions and sexualvigt These entire stem from the
fear that increased arousal might leads to bregthifficulty and instigate next
asthma attacks. Since they avoid these activibegj@ite some time, it is difficult

for them to try out it again.

Avoidance of stress and negative emotions wasfalszd out as an anxiety
maintain factor. According to Mowrer's two factdnebry of anxiety (1960),
avoidance is a kind of negative reinforcement dips to alleviate the disturbance
temporary and due to which these behaviors tendgetcstronger, which in turn
maintain asthma. Studies have shown that hyperilagomh increases the anxiety
symptoms associated with asthma. If classical ¢mming acts as a mechanism
which facilitate the process of making certain sfius triggers for asthma
symptoms operant conditioning works as a maintemamechanism. Another
notable behavior associated with asthma is hypetilagon but this paradoxically

worsens the difficulties, by inducing high autonomasponses in the body.

Stress found to modulate asthma symptoms, as roarlge participants
reported psychological stress seems to exacerbatelhas maintain asthma related
difficulties. Early experience of stress has areaffon gluco-corticoid resistance,
which acts as a vulnerability for both depression anxiety (Van Lieshout &
Macqueen, 2008). Though there was no diagnosti leood or anxiety spectrum
disorder appeared to be present in the participautsclinical level of depression
(low mood, fatigability, sleep disturbances, etoyl anxiety could be traced. The

longitudinal relationship between iliness perceptiasthma control and emotional
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problems supports these findings (Tiggelman, vaN@® van Schayck, Kleinjan &

Engels, 2014).

Asthma is something which affects not only theivittlal, but also the
family dynamics. Familial factors perceived burdblame and over protectiveness
were emerged as subthemes in the present studyeBitar having the iliness, and
not taking necessary steps to prevent next episwdethe common themes of
conflict between participants and family membersthBperceived burden and
blame were connected with financial difficultiesel&ionship satisfaction among
family members were influenced by asthma relatedsk factors (Schmaling, Afari,
Barnhart & Buchwald, 1997). Contrary to this, opeotectiveness to the extent of
not allowing doing anything independently, was almoerged. This pattern of
dynamics also maladaptive as this would leads timgencies maintaining the

behaviors and lack of exposures to even activitiescan easily manage.

The medical model, majority of the participants|/ldwing shapes their
attitude towards treatment and self managementsskilependence on inhalers
seems to be the most prominent factor to be intedeThis dependence stems from
the fear that symptom onset is unpredictable, aredshiould be prepared all the time
to deal with it. The expectation from treatmentiisomplete cure than a temporary
relief, so that 'doctor shopping' and shifting liemative treatment methods found
to be common among the participants. Poor treatiaxdimerence is largely attributed
to the fear of side effects of medicines. Individuaith poor adherence to treatment
found to have more frequent exacerbations, sevelunl symptoms and high rate

of hospitalization (Halimi, Pry, Pithon, Godard, iia & Chanez, 2010). Apart
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from medical treatment awareness regarding the gamnent of psychological

factors is absent in majority of the participants.

‘Lack of control over the illnesses was emergeamfrthe analysis. One
contributory element to this is the adoption obanplete medical model. As a result
the attribution is that medicine is the only thinthat can give some relief. Lack of
steps for prevention was also evident. The decdeatempts are again secondary to
the belief that the symptoms occurrence is unptablie, so that it is not known how
to take strategies to prevent it. Perceived cordvelr the symptoms and treatment
considered to be an important element related lfoe$icacy. Perceived lack of
control impairs quality of life and other healthlated outcomes in asthma
(Mancuso, Sayles & John, 2010). Improvements inestive reports of asthma
symptoms without any changes in objective pulmondonctions after
psychotherapies indicate the relevance of perceteedrol (Olajos-Clow, Costello

& Lougheed, 2005).

In the current study the common personality factssociated with asthma
are sensitivity to emotions, poor frustration talece, and inhibition and being less
expressive. Majority of the participants describemiselves as emotional, easily
experiencing negative emotions such as anger addess. Inhibition in social
interaction and expression of emotions also fouu which is consistent with the
findings that ‘alexithymia’ is a prominent persanhalfactor seen in asthma
(Nemiah, 1996). Irrespective of asthma severityppewvith alexithymia were more
likely to be rehospitalized and had longer hospaidiission than non-alexithymia

persons with asthma (Dirks, Robinson & Dirks, 1981)



Psychological factors play an important role inhb®ymptom experience and
expression. As the major themes identified in tiuelys the way one conceptualizes
the disease, emotional, cognitive, behavioral amdilfal factors, self efficacy and
attitude towards treatment influence managemenwvels as the asthma control.
Although each domain exerts its effect through edéht interactions and
mechanisms, it is relevant to plan interventiorerporating these domains as part

of pulmonary rehabilitation for an integrated magragnt of the disease.

MAIN PHASE 2- DEVELOPMENT OF A MINDFULNESS BASED AS THMA

MANAGEMENT PROGRAM

Phase 2 of the main phase was conducted to rffeebjctive of the studly,
which is to develop a mindfulness based asthma geament programme. In order
to minimize the subjectivity from the side of resdeer and to enhance validity of
the proposed intervention, data triangulation wasdu After triangulating data
collected from various sources such as, through dhalysis of commonly used
techniques to address similar symptoms or disondésences from the focus group
discussion and analysis of existing interventiom &sthma and psychological
models behind various techniques a draft of mindfs$ based asthma management

programme has been prepared.
Inferences from the review analysis

A review of literature was carried out by the aasber considering itself as
a method of data collection. An extensive reviewatdted literature was carried out

with an objective of obtaining data regarding twdfedent themes, such as
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identifying the common techniques used to addrgsgp®ms or disorders similar to
those recognized during main phase 1 of the resemnd identifying the existing

interventions used for Asthma management and taksted theoretical foundations.

a) Commonly used techniques to address similar symptagror disorders:

Themes emerged from the analysis represent thenfumt areas to be
addressed by the proposed intervention. The idedtifthemes such as
conceptualization of the disease, behavioural factocognitive factors, emotional
factors, familial factors, asthma related selfaeffly and attitude towards treatment
are the targets to be intervened through the pespasindfulness based asthma
management programme. Researcher gone throughhtwrigs proposed and
empirical works conducted to address these faaprfactors similar to this. The
rationale was that the themes emerged from theoeadpky study was common in
some of the psychopathologies like anxiety spectiisarders and mood disorders.
How these factors been addressed in those conslitie@ne extensively reviewed.
Text books on psychotherapies and empirical stuaiiethe management of various
neurotic disorders were kept as background, andhenbasis of this, researcher
identified a few techniques to be adapted to tlop@sed intervention for asthma.
Hence although the techniques were suggested byefiearcher, all of them were
proved as effective in addressing the correspontinget factors on the basis of

theory and empirical studies. The suggested teaksiqre given below.

> Mindfulness: The following elements support the rationale forings

mindfulness as the framework of the proposed ietaion.



. The accepting and non-judgmental facets of minéfsgrproved to be
effective in addressing increased vigilance in mpathologies (Sipe

& Eisendrath, 2012)

. Interventions incorporating breathing exercisestbto be effective

in the management of asthma (Nagarathana, & Nageh€85)

. High acceptance of mindfulness based interventionsgeneral
medical conditions; in fact the first clinical apation of
mindfulness was in pain management (Grossman, Nieptachmidt
& Walach, 2004; Grossman, Tiefenthaler-Glimer, RagsKesper,

2007).

Rather than limiting to a single psychotherapy nmodechniques from

different therapeutic frameworks can be usddie cognitive behaviour
model for the treatment of chronic pain (Morley,cleston & Williams,

1999) suggests that successful intervention addges$ealth issues should
include addressing of thoughts, feelings, behawoid physiology, and not
on to the exclusion of others, and changes in ooality can’'t be expected
to result similar change in other modalities. Henterder to address the
identified themes, techniques most suitable froffedint therapeutic models

are incorporated than limiting to a single framekvor

Education of psychological and medical aspects sthma: In many

psychopathologies, education about their condiaod explanation along
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with guidance facilitated a better change (CoheattiBb & Underwood,

2003).

Exposure tasks to safety behaviours and experiamo@ance:The panic
control therapy proposed by Barlow and his collesgim 1994 incorporated
exposures to cues avoided, found to reduce sakhaviours, and panic
shares a number of features in common with AsthBaldw & Craske,

1993).

Self monitoring tasksDiaries, notes or any form of records of self
monitoring of target behaviours or events allow hbdhe client and
participants to understand the patterns and flpse-to identify significant
elements preceding or following the event; to plnch all other elements

to be intervened (Morley, Eccleston & Williams, 899

Altering coping strategiesWhen people learn to use adaptive coping
strategies their tolerance to physical difficultie€reased and subjective

ratings of discomfort decreased (Boothby, Thorm&t & Jensen, 1999).

Systemic interventions:Family dynamics have a role in the progression,
maintenance as well as prognosis of several pdychand general medical
conditions. Its relevance is again high when thdeinpatient is having a
long term or chronic disease. Involving family inettreatment found to

facilitate better change (Yorke & Shuldham 2005).
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a) Factors identified from the review of existing inteévention techniques

and theoretical models of Asthma:

Mostly extensively reported intervention framewsoflr the management of
asthma are educational, behavioural and cognitlebioural. Behavioural
interventions are most frequently reported in emogirstudies and literature related
to asthma and the techniques are, stimulus co(®ud, Van den Bergh, Lemaigre,
Demedts & Verleden, 2003), relaxation (Huntley,Wh& Ernst, 2002), breathing
exercises (Thomas & Bruton, 2014), education progra(Boulet, 2015),
biofeedback and related self regulatory techniqlehrer, Vaschillo, Vaschillo,
Lu, Scardella, Siddique & Habib, 200digd cognitive restructuring (Kew, Nashed,
Dulay & Yorke, 2016). Along with the therapeutiongsponents, theories and
explanatory models of asthma were also reviewedch Etheoretical model
represents the major mechanism which is assocmitdd the exacerbations or
maintenance of symptoms. Classical Conditioningrtexigs role by forming an
association of the stimulus related to the expegasf asthma and making it capable
of eliciting symptoms (Rietveld, Van Beest & Evaxie2000). On the other hand,
the consequences while experiencing asthma teworioas maintenance factor and

leads to persistence of symptoms (Schmaling, SénBuchwald, 2000).

Experiential avoidance and escape learning aksgs similar role in terms
of negatively reinforcing the maladaptive behavsosuch as avoidance and inhaler
dependence. Cognitive models are based on the pisanthat various distortions
in the way one think and perceive body sensatieadd to the subjective experience

of asthma (Isenberg, Lehrer & Hochron, 1992; StieH&gs & Fritz, 1987).
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Along with analyzing techniques most widely usadpecial care was given
to strategies that should not be used in asthma sirategies may be productive for
some psychopathologies might be counter-produtbivasthma, due to its biological
basis. Hence techniques such as voluntary hypetilateoan, exposures to actual
triggers were selected as strategies to be omitted the proposed intervention.
Voluntary hyperventilation found to create cooliofyairways and produce airway
obstruction (Meuret & Ritz, 2010). Exposures igders of anxiety are a common
technique used in behaviouristic interventionseesdly for panic. But triggers for
anxiety might be the actual triggers for symptomshie case of asthma (Yellowlees
& Kalucy, 1990). This suggests the relevance ofingkcare while planning
exposure tasks, in such a way that exposures sheuld stimuli or activities which

have been avoided only because of fear and notodugving a triggering effect.

b) Inferences from the Focus group discussion:

The purpose of the FGDOvas to explore the perspectives of clinical
psychologists regarding the felt needs, feasibditg potential content and structure
of the proposed intervention for asthma. It alspleses how clinical psychologists
would address the areas the researcher identiidieakey areas to be intervened.
The data collected through FGD was integrated thighsuggested techniques based
on the inferences from the interview with asthméegoés and analysis of existing

interventions for asthma. The major domains aratedlresponses are given below.
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Table 3.10: Felt needs of a psychological intervention for Asih perspectives of
FGD participants (N=8)

Felt neeicri]?e?\i:n}taiz)r/]chologlcal Reported by (No. of participants)
To enhance the acceptance of the dise
To reduce secondary frustrations

To enhance coping strategies

To reduce comparison

o o1 o N N

To reduce distress associated with a
chronic illness

The most frequent response from FGD regarding féie needs of a
psychological intervention was to enhance the p8$ie‘acceptance’ of their
disease. This acceptance stand is assumed to réldeicenrealistic expectations
about the nature (chronic) and prognosis of theadis.“It is important to make
them aware of various aspects of their disease, ili&k duration, onset, expected
range of outcomes.....This would enhance their gtaree, and psychological

interventions applied to medical conditions canrdedly do this.

Interventions like Acceptance and Commitment Tpgrare focussed on
encouraging patients with physical illness to adagih the disease demanded
challenges rather than engaging in behaviours ppress or eliminate aversive
aspects of the disease, and are found to be eetliere psychological flexibility is
conceptualized as the ability to accept variougetspof the disease such as anxiety,

disappointment and the illness itself (Dindo, Vaew. & Arch, 2017).

Another need that emerged from the FGD was thevicbon that a

psychological intervention can effectively manageo@#ons which are experienced
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secondary to a medical condition. It was viewedgsortant because it would affect
health care behaviours and overall approach orestakvards the disease. One of
the participant remarkedPsychological intervention is important as it caddress
the emotions associated with a chronic disease saglanger, frustration and
sadness” A study conducted by Ritz, Steptoe, Bobb and Edwar 2006, supports
this opinion that they found the most frequentgeis for psychological asthma are
emotional in nature such as anger, disappointmertitement, stress and
depression. This shows the relevance of managingtiens as part of a

comprehensive asthma management programme.

Other reported needs of incorporating psycholdgiotervention are, to
enhance patient’s skills and strategies to coph thi¢ ongoing demands made by
the disease, to reduce distress generated froexfierience of asthma and to reduce
patient’s unhealthy upward comparisons with peapit® do not have a medical

condition.

Table 3.11: Factors influencing receptivity of the program: ppectives of FGD
participants (N=8)

Factors influencing receptivity of the Reported by (No. of
program participants)
Motivation and willingness to participate 8
Stigma about psychological intervention 7
Over-reliance on pharmacotherapy 7
Underestimation of psychological moderators 5

Most dominant factors influencing the receptiwifythe intervention by the

participants are subjective motivation and williega to participate, the model they
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hold about Asthma and attitude towards a psychcédgntervention. For example,
one participant responded thétt they are having a pure medical model about their
iliness, then they may not be in a position to evafe for a psychological
intervention.” Having a bio-psychosocial model is considered ¢oviery much
relevant in the management of chronic medical dem@s. Being aware of how
certain psycho social elements within and outsidelutate the disease course and
progress in a number of ways, such as empoweritiignt® to manage their
condition, enhancing coping resources and alsommmg emotional distress and
disability. So shift from a pure medical model iscassary for them to actively
engage in the management of their disease (KusAgtgstian & Hilmanto, 2018).
Other potential factors influencing the receptiviy participants are stigma about
psychological intervention, over-reliance on pharataerapy and underestimation
of psychological moderators. Another participanmnagked that‘Sometimes even
people having a psychiatric condition find it diffit to approach a psychologist
because of the stigma associated with it......dtudé towards psychological
intervention would affect their receptivityThere are a number of empirical studies
on stigma, which say that people who have hesttaseek psychological help are
usually afraid of getting a label of ‘being sickBr{tt, Greene-Shortridge , Brink,

Nguyen, Rath, Cox, Hoge & Castro, 2008).
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Table 3.12:Suggestions for improving receptivity: perspectivgEEGD participants
(N=8)

Suggestions for improving receptivity Reported by (No. of participants)
Awareness building 8
Reduced number of sessions
Not overemphasizing psychological factors
Bringing in The Pulmonologist
Room for related discussions

A A O O

The most frequently occurred suggestion to imprasicipant’s receptivity
was to spend enough time and effort to educated#nicipants about the role of
psychological factors in Asthma and the signifiean€ a psychological intervention
as part of an integrated asthma management. Fonp&ait was said thatl ‘think
educating about how various psychological factdrattworsen their disease and
orienting them about how a psychological intervemtwould help them out can
make them more acceptableProvision of clear picture about the structurethe
intervention to be undergone, in terms of rolest@tion of therapist and client,
expected time line and progress, how and why afafhe etc., found to enhance
clients willingness and receptivity (Seidler, Riggrodniczuk, Oliffe & Dhillon,
2018). Another suggestion was to schedule the nuwiteessions and duration at a
tolerable level. Most of the participants suggested 10 sessions, with the duration
of 45 minutes to 1 hour. One participant said “Thenber of sessions should be
practicable, in such a way that participants shonttt be overwhelmed by too many
sessions.”A number of other suggestions were also made byp#rticipants, to
enhance receptivity, which included: not to franteirt difficulties as purely

psychological, keep in connected with their tregoulmonologists, and allow them



to talk about their difficulties other than asthmathout deviating from the

intervention targets.

Table 3.13:Potential benefits of the proposed interventionrspectives of FGD

participants (N=8)

Potential benefits of the intervention Reported by (No. of participants)
Better prognosis 7

Well being

Improved acceptance

Enhanced compliance to treatment
Reduction of frustration

Better management of emotions

Reduction of Asthma maintaining behavioui

H O OO O N N

Participants with FGDeported that undergoing a psychological intenamti
along with their medical treatment would facilitaweprovement more quickly than
people receive only medical treatment. A numberasfdomized control group
studies showed that there is a significant diffeeein many of the outcome
variables such as, emotional, cognitive and phggiohl functions of asthma
patients of various asthma rehabilitation groupsw® control group (Sommaruga,
Spanevello, Migliori, Neri & Manjani, 1995). Anotheanticipated benefit was
improvement in the quality of life. One of the peigants said'‘Overall well being
must be improved when they undergo a more integjidted of treatment approach,
than simply taking medicinesDespite having differences in the theoretical and
procedural frameworks, successful psycho-soci@&reintions for chronic medical
conditions improve overall quality of life and plgal functioning of the patients

(Anderson & Ozakinci, 2018).
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‘Acceptance of the disease and its chronic natwas another benefit
perceived benefit reportetknowing and accepting one’s condition as it is, wa
make them plan realistic goals and strategies foeowith it”, reported by one of the
participants. This ‘acceptance’ is considered to dme of the components of
psychological flexibility, so that the person islealio accept both positive and
negative experience related to their disease ais#inee time committed towards
some actions for its management (Slattery et @19 Other potential benefits
reported were, better compliance to treatment, aolu of frustration associated
with the disease, better dealing with emotionsucéidn of maladaptive behaviours

that maintain or worse the disease.

Potential contents suggested for the intervention

Through the FGD researcher explored various petisgs of the
participants regarding the possible contents ofritexrvention module. To make the
discussion covering all the targeted areas (theemesrged from the exploratory
phase) researcher encouraged participants to distusut the potential contents
coming under each target area separately. FGDcjpaits were free to come up
with techniques from a wide variety of theoretiaatl therapeutic frameworks. Most
frequently occurred responses are included in dlewing sections. Suggested
techniques and frameworks to address each of tigettaareas are discussed

separately below.



Table 3.14:Potential contents of the intervention: perspeginof FGD participants

(N=8)
Target areas Suggested contents Reporte_:d_ by (No.
of participants)
e Asthma education 8
. * Awareness building 7
Conceptualization of ,
the disease » Check list of phenotypes 6
* Mind body relationship can be 6
educated
* Challenging maladaptive thinking 7
* Acceptance enhancing strategies 7
Cognitive factors «  Mindful awareness of symptoms 6
* Evidence gathering 4
* Relaxation 4
* Exposure to avoided cues 8
* Mindfulness integrated exposure 7
* Behavioral experiments 5
Behavioural factors « Education 5
* Family involvement 5
* Awareness facet of mindfulness 5
* Acceptance facet of mindfulness 4
* Awareness of the role of emotion 6
on symptoms
* Enhancement of coping 6
. strategies
Emotional factors _
* Mindfulness based acceptance 5
and non reactivity
* Engagement in positive emotion 4
generating activities
e Solution focussed approaches 8
* Evidence gathering 6
Self efficacy e Daily monitoring of symptoms 6
* Managing Relapse 5
* Problem solving skill training 5
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Reported by (No.

Target areas Suggested contents of participants)

e Kkeeping log diary and connecting

it with the socio-occupational 7
dysfunction
Attitude towards  ,  paily monitoring of symptoms 7
treatment T _ _
* Motivational interview 4
* Psycho-education on secondary 4
impairments
e Family involvement in sessions 8

e Education on contingencies
maintaining the behaviors, 7

Familial factors . )
criticisms and over involvement

e Co-therapist for adolescents
clients

Conceptualization of the illness was one of thgdhareas encompassing
misconception about Asthma, ignorance of the hgtareity of asthma symptoms,
Lack of awareness about the variation in timing amensity of symptoms and
misattribution of symptoms. The most frequently gegjed content for enhancing
the participant’s conceptualization of the diseass education strategies. Asthma
education was initially suggested, however latavas emerged that along with the
medical aspects of the disease, role of psychabdictors to be emphasized. So
that psycho education is decided to be a bettdmique. E.g.“l think psycho-
education is a better term than asthma educati@tabse you would be trying to
impart knowledge about the psychological variabkeng with the medical
aspects One additional suggestion while carrying out ggsy-education was that,
education about the psychological factors shouldobewed by that of biological
factors. It was to make sure that the biologicaidaf asthma is not underestimated

while focussing on psychological variables. Mindadip relationship suggested
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being a major frame work for the entire educati@ssson. Successful psycho-
educational programmes for asthma, imparts not kmbwledge but also creates an
instrumental attitude towards disease, which endstiteir problem solving and self
efficacy related to asthma and make them more erapmrDevine, 1996). Patients
with asthma have poor understanding about the rdifte variants of asthma
expression. So patients having symptoms not relatetgheezing had difficulty in

accepting their condition as Asthma. To address fttheck list of various

expressions of symptoms can be used for educatiogt alifferent phenotypes, and

participants can verify whether they belongs to ahghose phenotypes.

The major targets come under cognitive factorsfage of death, uncertainty
and unpredictability about the disease, cognitiveors and anticipation of
symptoms. Potential contents of the interventiarafidressing these elements come
under two major perspectives. One is challengirgetthoughts and the second one
is to take a more of dialectic approach emphasiboth acceptance and change.
FGD participants remarked the rationale for botprapches; however since the
target group of the intervention is patients diagptb with asthma, the biological
aspect was given consideration. Hence, it was stggehat when there is a strong
biological basis for their fears and anticipatiorsther than challenging dialectic
approach would be more useful. Hence mindfulness ienfacets of acceptance
were finally suggested as techniques to be incluaegotential contents. One
participant remarked thatatceptance of the disease enhancing strategies, lik
mindfulness can be used here, as it would help theiorm a realistic picture about

the disease and motivate them to work on it withcficable goals”. Another
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suggestion was to illustrate the vicious cycle ledught, behaviour and symptom.
E.g. one of the participants saigot can actually draw the cycle, its components
and the process through which the cycle completbg;h might make it easier to
establish the connections between their thoughtssexyuent emotions and physical
symptoms” Another suggested approach was evidence gathémisgch a way that
the participants can be encouraged to come upewittences for their beliefs and to
evaluate to what extend actually thoughts corredpdn real occurrences of the
expected scenarios. E.gf the participant labels himself/herself as a fcmic
patient’ then he/she has to bring out evidencegHer‘chronicity’ and instances of
not having asthma or experiences of functioningodeers. Progressive muscle
relaxation was another suggestion came, beforesasitig cognitions in case any of
the participants appeared to have severe anxiaty.cBnsidering the relaxation

properties of mindfulness meditation, it was coased as an optional one.

The most dominant behavioural factors to be imeed are avoidance,
safety behaviours and hyperventilation. FGD pagréinis provided suggestions to
address these factors from various point of viemd fsame works. Exposure was
the most suggested strategy as it would reducedatitance and safety behvaiors.
Exposures to both currently avoiding stimulus and’® own body sensations (they
consider as symptoms of asthma) were recommendgdalllf suggested was
integrating mindfulness with exposure tasks, agoitld facilitate both behavioural
and cognitive benefits of being confronted with i@tk reducing elements. One
participant remarkedAdding mindfulness would make it easy, as thegpdtcan

normalize and accept fears and thoughts while daexgosures....and the non
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reactivity to the inhibitions would speed up besefiom exposures’The mental
burden of practicing exposure tasks can be redbgedcorporating mindfulness, as
it provides space for being aware and acceptingooné’'s thoughts, fears,
anticipations and physical sensations, that woulthgbly make them step back
from the exposures. Mindfulness integrated expasare better comparing to mere
exposures since dropout rates are lesser in timefothan the later (Shirotsuki &
Noda, 2018). Education about the counterproductatere of avoidance and safety
behaviours was another response emerged in the f&ore doing exposures, a
detailed education about how these maladaptive Wiehes contribute to their
subjective difficulties related to Asthma shouldlbee....otherwise exposures would
be overwhelming for them’reported by one of the participants. A detailed
description about how various psychological procass involved in the disease
expression and maintenance are integral part afhgsgducational programs, hence
it also prepares the clients for undergoing varipuess of the suggested intention
(Smith & Jones, 2015). Behavioral experiments vgerggested in case the patient
has intense anxiety about exposures, as it woulvathem to check their
predictions and also helps researcher to obseydirash out if anything else is there
which maintains the avoidance and safety behavidtwsvever it was suggested as

an optional strategy only.

Another suggestion was to involve family membaens etter management
of avoidance and safety behaviours. It was alsarked that exposure tasks should
be done only after getting opinion from the pulmioggst who is in charge of the

client. The rationale was that even if it is certthat some of the behaviours they
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avoid are not asthma triggering, as a caution démds pulmonologists should also
know about the elements to which the patient isigao get exposed. As one said
“we are not medical professionals, so what we mitjough as safe can be a real
trigger alsd. This indicates the relevance of a multi-disaigly team and
collaboration of professionals from different aréasa comprehensive management
of asthma. A study conducted at to check the ouwtpuotulti-disciplinary team based
asthma management (consultant, psychologist, diptaarse and physiotherapist)
at Southampton, found to have significant reductibhospitalization among poorly
controlled asthma patients, who reported to havgel number of prior hospital
admissions (Burke, Davis, Evans, Flower, Tan, Ram&Kurukulaatchy, 2016).
Hyper ventilation was suggested to be addresseun mihdfulness awareness and
behavioural experiment. Inhaler dependence wasested to be reduced through
gradual withdrawal after preparing the client (aftdiscussing with the

pulmonologists in charge).

Anxiety, anger and low mood were the major emdi@ssociated with
Asthma, and stress found to exacerbate asthma egmptHopelessness and
helplessness were there along with the low mood;iwivas found to be secondary
to the uncertainty and unpredictability of symptatcurrence. Hence managing
these emotional aspects considered to be a signifielement of asthma
management. From the FGD it was suggested thdirtiidine approach to this is
helping the participant to become aware of thisneation between emotion and
Asthma. One participant remarkelefore we manage emotions, first clients should

know why they do that, so establishing that ratienaill be fruitful”. Exploration of
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previous episodes of breathlessness followed biegnar anger or any other strong
emotion was suggested. Hence self monitoring epdrting of these elements said
to be included. Coping strategies enhancement wedher suggestion. The
strategies one use to deal with various stresgotfd must influence the nature and
emotions generated followed by this, hence learheglthy coping strategies would
make it easy, reported by one of the participants. The nong@mental and non
reactive aspects of mindfulness were remarked tbetgful in the management of
emotion, as it allow clients to step back and olesdhemselves without being
preoccupied with it. Mindfulness based stress redngrograms applied to many
of the chronic medical conditions incorporates nggmaent of emotions and stress
responses, in which patients are encouraged tareeware of one’s emotions and
somatic sensations on a moment to moment basidcatake a mindful attitude
towards it (Pbert, Madison & Druker, 2012). Engagemin positive emotion
generating activities was another suggestion assargk ‘positive emotions come
from positive experiences, which they have to ergather than wait for it to

happen somehow.”

Family related areas to be intervened are perdeavel actual burden to the
family members, over protection and related comimgges maintaining the
behaviors. Suggested contents to address these@chvolving family members to
some of the sessions and educate them about thigy fdgmamics, which are
counterproductive in nature. Reinforcing elementshe disease can be traced out
such as being over protective, criticisms, blamd attribution of illness to the

patient and to be reducednvolving family might be helpful, especially whegsu
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find family interactions or communications actualiyprk as triggersinclusion of

significant family members in the management obaoiw illness is more effective
than adopting a patient oriented treatment appradtartire, 2005). Another

suggestion was to assign one of the family memberso-therapist, in case the
client is to be monitored and guided (E.g. adolescéent, or patients with poor
treatment adherence). However it was also pointgdtimat it is not a necessary
content, since it is not common that all asthmaesdasave pathological familial
dynamics. So based on the nature of cases thistagp¢he intervention can be

included or skip.

Asthma related self efficacy was another area biclhwGD happened. This
area is about how patients with asthma feels abfwit ability to control their
illness, and it were found that majority of theipats reported to have no control
over their symptoms and feels helpless about i& Miost reported response to deal
with this was to include a solution focussed apginoa‘Exploration and discussion
on successful problem solving and coping stratetiieg have used in the past when
they had asthma can be taken as evidences ofdbkiefficacy reported by one of
the participants. Daily monitoring of the symptowas another suggested technique
as this would encourage the clients to do morergite self management. A chronic
disease self management programme designed far addéts incorporated some of
the suggested techniques, such as problem sohsgg)ptom management,
managing emotions, etc. Its results showed betiézromes on self efficacy and
health literacy (Kim & Youn, 2014). Managing relagswas reported to be an

important aspect under self efficacy enhancementoree of the participant said



“preparing the client to manage next asthma expeé would make them more
confident, and mindfulness might help them to beconore aware of bodily
changes “. Enhancement of problem solving skills was anotbption, as the

mastery over problems would make them more confided self sufficient.

Treatment adherence related issues reported bpatents having asthma
were, not being complaint on medications, fear idé ®ffects of medicines and
dependence of inhalers. Daily monitoring or writing diary about symptoms and
connecting them with the socio-occupational dysfimmcand distress was the most
recommended strategy to be included in the intéilmenOne of the participants
reported” Being aware of the consequences of asthma, avd dwad in what all
ways it exert its effect on their life would makerh more motivated to follow the
treatment regimen”A study by Eakin and Rand (2015) on treatmenteeaice of
asthma patients recommends self monitoring as drntbeostrategies to enhance
medical adherence. It was also remarked that {egarece of compliance should be
included as part of psycho-education itself. Psyettocation of how it interfere
with daily life functioning. Motivational interviewvas another suggestion if the

client’'s adherence is very low.

Selection of the intervention content

The final decision about the contents was taketherbasis of triangulation
of inferences from the review of existing intenient in asthma management and
commonly used techniques to address similar symptondisorders and potential
contents suggested by the FGD participants. Rdsedscclinical experience and

feasibility constraints were also considered. TaAugw contents initially found as
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potential had to be omitted, when all these factmegg considered. The final

contents of the programs are given in the tablevibel

Table 3.15Final contents of the proposed intervention

Emerged from
a b

Contents

Psycho-education 4
Socialization to the intervention -
Formal practice of mindfulness v
Mindfulness integrated exposures - -
Present moment orientation -
Re-conceptualization of thoughts -
Self monitoring

Emotion management

Problem solving and coping strategies
Dealing with familial factors

Home works - -
Dealing with relapses - v v

< S
<N X Ko

AN N NN
D N N N N NN
D N N NI N NN

a-Analysis of common techniques used to addressasisymptoms, b-Analysis of
existing interventions for asthma, c-Focus growgeuassions.

As shown in the above table (Table 2.15) the fowmidtents were fixed to be
psycho-education, socialization to the interventimnmal practice of mindfulness ,
mindfulness integrated exposures, present momegritation, re-conceptualization
of thoughts, self monitoring, emotion managemembbjem solving and coping
strategies, dealing with familial factors, home k#rmnd dealing with relapses.

Details of each component are provided in the cgreattions.



COMMON
TECHNIQUES
USED TO ADDRESS
SIMILAR
SYMPTOMS

MINDFULNESS BASED
ASTHMA
MANAGEMENT
PROGRAMME

ANALYSIS OF

_ _ EXISTING
DR
GROUP INTERVENTIONS
DISCUSSION FOR ASTHMA AND
- THEORETICAL

BASIS

Figure 3.1 Process of data triangulation

Validation of the intervention

After finalizing the contents of the interventiaime proposed module was
subjected to expert validation. The draft of theeimention was given to 5 subject
experts (Clinical Psychologists) and their remadigygestions and opinions were

noted down. The validation process helped the reseato make further changes as

may be required.
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Table 3.16Responses obtained from the experts validation

Dimensions Ave_rage Qualitative feed back
rating
Adequacy of the title 3.5 Justification for theéetican be provided.
Theoretical basis 4 Adequate

To incorporate the Component of homework-
Components and from the beginning.
- 3.5 .
rationale Components can be customized
To include client’s Feed back

Not to follow a rigid order.
Order of the g

3 Order can be customized
components
Mode of delivery 4 Online mode of delivery can leempted
Intervention 35 Adequate
structure

Numerical ratings (0-5), as shown in the tablevabgiven by the experts for
different dimensions of the management programrdiedte that all the dimensions
were highly rated. Highest ratings were given taonealisions related to the
theoretical basis and mode of delivery of the mansnt programme. And, the
lowest rating was given to the dimension relateth® order of the components in

the management programme.

Title of the intervention was remarked as adequlatevever it was also
suggested to clearly mention the justification &diopting mindfulness. Researcher
has already reported the rationale for mindfulneske previous chapters, so it was
not repeated in the intervention module again. #swalso suggested that the
components can be customized based on the naturkenf's difficulty without

losing the essential nature of intervention.
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To include client's Feedback from the beginningswamother suggestion
received. Taking feedback from the clients with liedp of a form developed by the
researcher (including qualitative and quantitatieedback) might be helpful in
assessing the utility of the intervention modulry with this, a recap of the entire
intervention and learning acquired/ changes peeckim one’s emotions/ cognition

also suggested to be helpful.

It was suggested that the component of homewonkbe&aincorporated in
sessions from the beginning to facilitate selfezttiy. E.g.: behavioural experiments

and asthma diary.

Another suggestion was regarding the order of whaous dimensions
included in the management programme. One of tperéschad an opinion that it'd
be better not to follow a strict sequencing of comgnts while implementing the
intervention programme. Instead, the order can beed according to the
characteristic of the client. The components ofrigen the moment’ and ‘observing
thoughts as thoughts instead of facts’ can coméeedhan the component of
‘reducing experiential avoidance’ for participantwho has difficulty in
conceptualizing mindfulness. Since some clients makg time to understand the
concept of mindfulness itself, giving metaphorsiniyirthis phase along with the
behavioural experiments can help them gain a betase of the concept before
embarking on the practice. This can also builddient’s resources and reduce their

anxiety when attempting to reduce experiential daoce.
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It was recommended that a hierarchy of exposwskstéo be constructed
after discussing with the participants. Online moaole delivery was another

suggestion reported.

Outline of the Mindfulness Based Asthma Managemerfrogramme (MBAMP)

After expert validation, a revised draft of théeirvention was prepared. The
researcher suggests that the target group of ritesvention preferably meet some

requirements/conditions.

The intervention works best when the client is andult who has:

. A primary diagnosis of partly-controlled or uncaited asthma
. No other major medical or psychiatric co-morbiditighough people with

subclinical level of anxiety or depression could&uded)

. Age ranging between 18 and 65 years
. Reading and writing ability (Malayalam)
. Good meta-cognitive abilities

. Minimum 2 years duration of iliness

This mindfulness based asthma management progratmabenvolves 10
sessions addressing various psychological coreelafteasthma such as the client’s
conceptualization of iliness, behavioural, cogm®ifiemotional, and familial factors,
and their attitude and compliance towards treatrardtasthma related self efficacy.
Techniques from different psychotherapeutic modets’e been incorporated;
however the basic frame work has been determinechibgfulness. The rationale

for the inclusion of techniques from different mtedés that the factors to be
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intervened were from wide areas like familial fastoconceptualization, problem
solving skills, etc., all of which were impossiltie be addressed by mindfulness
alone. So, different techniques were selected erb#sis of how well it would be
able to address the identified factor/area to Herwened (determined through
theoretical as well as empirical reviews). Thisdule is prepared in such a way that
each session is presented with its details sucthe@session number, techniques
used, rationale, components involved (processed)eapected outcomes. All the
components of the intervention are arranged inqaiesgtial order to make sure that
the interaction between the adjacent componenittdées the attainment of targets
of each session. For example, for achieving acoeptand cooperation from the
participants, psycho-education as well as sociddizawith the mindfulness
framework was necessary. So, these components avgamized in the beginning
sessions. Similarly, behavioural factors were atgr&d for intervention prior to the
cognitive factors, because the changes made irfotimeer would facilitate us to

work easier on the later.

Mode of delivery of the intervention is individuahd face-to-face. The
rationale is that Asthma is a heterogeneous camjito that the presentation of
symptoms, intensity and frequency would differ frgmerson to person. This
‘heterogeneous’ nature would be a contraindicafiimrconsidering a group mode of
delivery. The strategy of delivery should be umiforacross asthma patients;
however necessary customization can be adopteadwtithsing the integrity of the
intervention. Schedule of the intervention delivergletermined as ten sessions- one

per week, taking around two and half months to detep Ten sessions were fixed
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as it would require around 10 hours to addressdénatified psychological correlates
in asthma. One week interval was given between@essas the participants require

time to acquire and practice the therapeutic gaeltseved in the previous sessions.

Trained clinical psychologists are eligible to adister the intervention. The
rationale is that, though the global framework uded this intervention is
mindfulness, techniques and theories from variomgipotherapeutic models have
been incorporated. Hence someone who has exparitsexperience in using these

different frame work and techniques would only bkedo deliver it successfully.

The major therapeutic elements in each sessiorgiaen below. Certain
sessions are clubbed together while reporting,déssion 2 and 3, 4 and 5 and 6and
7. The rationale is that these sessions addregsgke $actor/area and it required
more than one session to achieve the goal. (E¢qr@l ¥ sessions were addressing

behavioural factors,and %' cognitive factors and'®and 7 emotional factors).

Session 1:

. Psycho-education - Shifting medical model of asthimebiopsychosocial
model.

. Mind-body relationship (Mediating role of stressiaamotions).

. Orientation and socialization of mindfulness frawmk and the intervention
program.

. Introduction of body scan meditation.

. Introduction of Asthma diary.
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Session 2-3:

. Reviews of body scan meditation and asthma diary.

. Addressing asthma specific maladaptive behavioesgperiential avoidance,

safety behaviours and hyperventilation and medidemgendence.

. Discussion on facets of mindfulness - present maragm@reness (Being in

the moment).

. Gradual exposure to avoided activities-Home works.

Session 4-5:

Review of body scan meditation and exposure tasks.

Introducing sitting meditation.

Addressing cognitive aspects - anticipation to sigmys, cognitive errors.

Discussion on "Thoughts are not facts"

Session 6-7:

. Review of sitting meditation, exposure tasks artiraa diary.

. Discussion on mindful ‘awareness' - being in theneiat.

. Emotion regulation using mindfulness - early pickiof emotional cues,

non-judgmental acceptance.

. Importance of willingness to experience anxiety aadative emotions.
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Session 8:

. Review of meditation, asthma diaries and home works

. Discussion on problem solving and coping skills.

. Maladaptive elements of emotion suppression.

Session 9:

. Discussion with family on the contingencies maimitag the behavior, over

protection and blame.

. Education to family members on the importance obosxres and over
involvement.

. Dealing with the 'sick role' and asthma attacks.

Session 10:

. Reviews of sessions.

. Treatment adherence.

. Application of mindfulness as a philosophy in daifg.

. Dealing with relapse - Mindfully aware of early sggand management.

Description of the components:

i- Psycho-education

Rationale: psycho-education is a systematic psychotherap&utrvention, which
focuses on informing patients and their relativiesud the illness and its treatment,

facilitating their understanding and personal resgualities for participating in the
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intervention and also to provide support to copéhwtheir illness (Bauml &
Frobose, Kraemer, Rentrop, & Pitschel-Walz, 2008)e aim of this phase in
intervention is to educate the client both the psgocial correlates of asthma along
with its biological components, so that their pgtaen of illness from a biological
model shifts to bio-psycho-social model. Havingia psychosocial model helps
them to have a readiness for a psychological ietérgn, and prepares them to take
responsibilities in the intervention program. Psyaducation is construed as an
“obligatory-exercise. Psycho educational programesassociated with low rates of
relapse, good compliance with treatment and bgt®rchopathological status

(Pekkala & Merinder, 2002).

Components The client is educated about the term ‘Asthnta’typical symptoms,

origin of symptoms, heterogeneity in presentatiearly warning signs, chronic
nature of illness, vulnerabilities, treatment arithrices of relapse. The client is
explained the mind-body relationship. The focusois emphasizing how one's
thoughts, emotions and subjective experiencesfetiag the body and vice versa.
The client is encouraged to give examples fromhbisdaily life to make sure that
he/she understood the concept. Therapist usedphwt to generate more clarity

about the mind-body relationships.

Expected outcomes:

Good therapeutic alliance

Better understanding about their illness

Shift from a biological model to bio psychosocaiadel of Asthma
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ii- Socialization of mindfulness frame work

Rationale: The client's participation and willingness areflueanced by the

understanding of the therapy framework. It helpsrho understand the nature of
therapy process, what they are supposed to do, Wighpist is aiming at.

Socialization provides a mental set, which faddita the processing of
disconfirmatory evidences (Wells, 1997). This meséd helps the client to easily fit
into the process, and also reduce anxieties anertamaties related to therapy. More
over clients do not know in advance that they wobkl asked report about
difficulties and changes on a regular basis, thepat know that the therapist would
ask them to summarize discussions of significardbl@ms, give feedbacks,
remember and practice major session learning ariebdw works. So briefing about
all these in advance will help them to take resfimlity in therapy. Since here the
client is primarily having a medical diagnosis,tgef familiar with the mindfulness

framework is highly needed. Mindfulness has beamceptualized in a number of
different ways, like a philosophy, a meditationheigjue, a clinical intervention, etc.
Since the origin of it is from Buddhism, a relig®flavour has been attributed to it.
Hence it is highly important to present the therdyame work as a clinical one
rather than a religion based philosophy, especiatien apply to a multicultural

sample. This would help to have an acceptance ahdased attitude from the

client’'s side.

Components: 'Mindfulness' as a concept was explained to thentl Difference
between 'mindfulness’ and 'mindless' has been slisdy with daily life examples

like being automatic on various tasks, and forggtthings they use to do on a daily
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basis and so on. Mindfulness as an interventignaplication in other conditions,
role of the therapists, responsibilities of thewts was explained to the client. Three
facets of mindfulness -awareness, acceptance, angudgmental was elaborated
and connected with in the context of asthma symptohime frame and average
number of sessions were discussed. Client was esed to ask and clarify their

gueries and necessary information regarding thaplyeprocess was provided.
Expected outcomes:

Willingness to take responsibility in therapy pees
Better understanding of the intervention

Active participation in therapy
ii- Reducing avoidance and safety behaviours

Rationale: when confront with a cue or feared stimulus, peagften uses certain
subtle behavioural aids to reduce their anxie®lodn & Telch, 200R For e.qg.
Patients with panic disorder use to lay down whey tfeel slight dizziness, as an
attempt to prevent a full blown panic attack. Ie gimilar line, patients with asthma
carry emergency medicines and inhalers all the tim@der to prevent an expected
asthma attack. Safety behaviours and, experieatialdances increases anxiety,
since those behaviours are negatively reinforcealk{®skis, 1999). Since these
behavioural aids help in getting a short term fdliem anxiety, these behaviours
tend to be repeated and maintain anxiety. As ¢brstinued it prevents a long term
cognitive change. Hence people continue to belignat they are free from the

expected ‘worst catastrophies’ because of doingehbehavioural aids (Clrak,
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1986). These behaviours are maladaptive in natsitbey never allow someone to
confront anxieties provoking stimulus and reachitasibn. Direct avoidance of
situations and stimulus are considered to be aantiof safety behaviours. For
example avoiding places having certain perceivedufes, or activities involving
physical strain. Avoidance responses also maimgirwell as strengthen anxiety

(Salkovskis, Clark & Gelder, 1996).

Components: The client is explained the concept of safety behas and
avoidance behaviours, in-terms of temporary strasetipey use in daily life to avoid
anxiety. Rationale for addressing this in sessias wlarified. Emphasis was given
to the point that these are actually counterpradecin nature, as they actually
enhance anxiety rather than calming them down. nClwas encouraged to
enumerate various safety and avoidance behavibaysdo in the context of asthma
such as carrying medicines all the time, avoidihgsgcal exercises, kitchen works,
social participation, etc. Therapist encouragediced) them and initiating sessions
on gradual exposure. Since the intervention isdasemindfulness frame work, the
elements of mindfulness such as continuous awasesfaboughts, body sensations
and other psychological aspects have been empHlasizeotice while dealing with
the safety behaviours. Non judgement and non reBctelements were also
incorporated in the session. Home works given tactiwe and record details of

avoidance and safety behaviours being reducedder do maximize generalization.
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Expected outcomes:

Reduction of avoidance and safety behaviours

Better tolerance of anxiety related to asthma sgmp

\'2 Being in the moment:

Rationale: Being in the moment refers to the moment to mdragrareness of one's
experiences, and considered to be the core feafurindfulness. This has the
curative value, as this would help the client tegkeaway from 'anticipation’ of
symptoms, present moment awareness would act asri@rbfor rumination, and

expectation, which would finally end up the cliamteal symptoms.

Component The rationale for the present moment awarenesdéan explained to
the client. To begin with simple activates in ddifg where mindfulness can be
applied would be discussed, such as eating, batbimgalking, in which focus has
been given to 'awareness', 'acceptance’, and dgmntal attitude without
reacting. Trials can be practical within the sesdior few minutes. After which
home works can be given to generate the concephgAlith this how it would be

helpful in asthma was highlighted.

Expected outcomes:

Enhancement of the skill of being with the ‘prassoment’

Improved understanding about mindfulness
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V- Re-conceptualizations of thoughts - thoughts are not facts.

Rationale: As in many emotional disorders, maladaptive thusigare the major

source of distress in general medical conditiorkiigathese thoughts as reality, and
responding to it would generate more negative emsefiand subsequently more
maladaptive behaviours. The way feel about vareents are largely determines
by the way we perceive (Beck, Rush, Shaw & Eme@y9). Beliefs like "I have an

illness without cure", "I am trouble to others"dlin going to get attack at emotional
times", are common in asthma patients. Understgnthem as just thoughts, as
other mental events not as facts is relevant erd.this would reduce the reality to
these thoughts such as taking a sick role, hypératng to stimulus, and unwanted
anticipation. There is a positive feedback loopMeein physiological arousal and
anxiety which gradually end up in a full blown reggpory attack (Margret, Ehlers &

Roth, 1987). In the similar line there is a viciduk between hyperventilation and
anxiety. When someone hyper ventilate a number arhasic symptoms are

generated drop of anterior CO2 levels. This conoedietween over breathing and
somatic symptom usually misinterpreted as a sigphysical danger or upcoming
respiratory attack. This gradually leads to inceglaanxiety and this cycle continues.
Selective attention and heightened focus on bodignts leads to a lowered
threshold for perceiving sensations and hyper angie. These processes again lead
to increase in the subjective intensity of thesalilgoevents. Education and
discussion about this connection and re labellihdpady sensations found to be
effective for reducing anxiety (Clark, Salkovski &halkley, 1985). The

mindfulness based approach to thoughts is thatgtitsuare just like any other
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mental events which comes and goes. Observingg laeware of one’s own thoughts
without emotionally engaging with it (non-judgmehtaand non-reactively) is

effective in reducing rumination as well as disttdsabat-Zinn (1994) suggests that
mindfulness attitude facilitate considering thowsgas they are “just thoughts” rather
than a counter part of reality and do not assocwith escape or avoidance

responses.

Components The link between thoughts and emotions was dssmdisBehavioural
experiments were conducted to check the validittheée thoughts, and encouraged
to practice at home. Behavioural experiments givences to test the catastrophic
predictions and also help to tolerate anxiety. Hearent make predictions before
they do it and then records whether that actuadlypened or not. By re-evaluating
their thoughts over a period of time client can egate evidences against the
predictions. (E.g. - Asking client to do physicatks and to see whether it induces
asthma afterwards). Body focus tasks can be dorgemmonstrate how indulging
with one’s body sensations can generate anxiousggtite. Client is instructed to
focus on any body part like finger tips or toesd am report the questions like the

following.

“Were you aware of these sensations before yousk®x you attention to

that part?”

“What happened to the sensation when you focusset?”

“How this might have related to your problem?”
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Client is encouraged to see on 'thoughts as fromugsider's perspective’, as
many other mental events. It's coming and goingireatvas emphasized using
metaphors like clouds passing in the sky, or waweesing and going in the sea, etc.
The non-judgmental and non reactive attitude towatdbughts was highlighted

using sitting meditation.

Expected outcomes:

Awareness of the link between thoughts, emotiond @erception of

symptoms

Reducing rumination and indulgence with anxietyuicing thoughts

Easiness in dealing with maladaptive thoughts

Vi- Formal practice of mindfulness

Rationale: To incorporate the mindfulness concepts and tatipe in a more
coherent way two forms of formal practice mindfideaecan be used, body scan
meditation (Appendix Xlll) and sitting meditatiorségal, Williams & Teasdale,
2002) (Appendix XIV). Though both of these variaate focusing on exhuming
awareness, acceptance and non-judgmental attibode, scan is more emphasizing
on autonomic arousal. This would help the clientb® aware of even minute
sensations in one's body, and accepting them asahoexperiences without
overreacting to it. Whereas sitting meditation giveore importance on cognitions,
such as thoughts and memories. This phase is io@gu in session, since in

asthma patients automatic arousal and it's migirderas symptoms of another
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asthma attack formed to be relevant for address8iting meditation would

facilitate acceptance of thoughts as thoughts &swreormalization.

Components: Both forms of meditations are 45 minutes taking. body scan
meditation client is instructed to observe onlyypednsations from head to toe in an
accepting and non-judgmental way. In sitting meitita observation begins with
one's breathing, then gradually moves to body semsa sounds and finally
thoughts. Hence also client is given emphasisriiere observation is not enough,
rather the accepting, non-judgmental acceptance talsbe accompanied. It was
suggested to do each form once a day and recodtigaraletails as part of home
works. Application of mindfulness in general taskeh as mindful eating, bathing,
etc, were also suggested to maximize generalizadiwh also to incorporate the

philosophy in daily life.

Expected outcomes:

Practice and generalize mindfulness as an inteorent

Maximize the three facets of mindfulness (awarenegseptance, non

judgemental attitude)

Applying mindfulness as way to deal with asthmated symptoms and

anxiety

vii-  Mindfulnessintegrated exposure

Rationale: Facing and getting habituated with anxiety is fbuie be curative

(Barlow, Raffa & Cohen, 2002). According to Barlen' catastrophic
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misinterpretation theory, there is a false alarstesy, which switch on an anxious
response both physiologically and psychologicalithaut the presence of an actual
threat, and calls for panic attacks, e.g., intdnpgeones interceptive cues (e.g.
Racing heart as respiratory arrest) as a signapobming attack (Salkovski, Clark
& Gelder, 1996). From the pilot phase it was fownrd that certain behaviours,
activities and situation (E.g. - Laughing, intenagtwith others, physical activities,
etc) were frequently avoided by clients with asth®ach misinterpretations can be
corrected through exposure tasks. Exposures witarefe stimuli provide
disconfirming evidence that confronting with thétmsilus actually not eliciting an
anticipated catastrophe. From this clients expaably learn that these stimuli are in
fact safe and which in turn increase chances offroptation and subsequent
reduction in anxiety (Hermans, Craske, Mineka & ibowd, 2006). Mindfulness
integrated exposures to those stimulus would fatdi habitualization, as they
became more experientially exposed, and more openarixiety without
overreacting. Prolonged exposures in the abseneatafipated catastrophe lead to

desensitization with a reduction in emotional oeactivity (Kabat-Zinn, 1982).

Components:Client has been prepared for exposure beforaimg in the session.
For which the rationale behind exposure, and tleeabmindfulness while exposure
were explained. While exposing instructions haveenbaiven focus attention
directly to the body sensations (chest tightness)well as towards various
cognitions (“I can’t handle this”) emotions (anxigeirritation) and urges (to give up
the exposure). In order to be more willing, expestssks were arranged on

hierarchy and began with least anxiety provokirigagions and gradually moved to



more anxiety inducing scenarios. To keep a trackhenexposures, home works
were given, and client was instructed to recoroheti duration and easiness of
exposures. To begin with exposure tasks were datheimvthe presence of therapist.
Emphasis was given to the fact that exposure tihwaild be long enough to the
extent that at the end of the exposure at least Efaction in anxiety must have
felt subjectively. The client was asked to be awafréhoughts/fading coming to

mind while in exposure with or any deliberate apeto control or minimize it.

Expected outcomes:

Confrontation with anxiety inducing cues
Better anxiety-tolerance

Reduction in avoidance responses

viii-  Dealing with emotions

Rationale: Being aware of one's emotions and regulating tienelevant as they
can be linked with counterproductive behavioursxiaty and depression are found
to be co morbid with asthma which can worsen astlsyraptoms. Mindfully
accepting emotions as it is with a non-judgmentigiuiale and being aware of waves
of one's emotions would facilitate non-reactivioythem. The basic assumption is
that as you learn to observe emotions, you tende&ize that emotions grew,
change and gradually diminish. The two insightawareness from this continuous
observation is that emotions have a natural lifanspHence after a point it
diminishes its quality and intensity just like awega The second awareness is that

being able to describe ones emotion itself provaleegree of control over them.”
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Describing emotions often has the effect of butddancontainer around them, which
keeps them from overwhelming you” (Mckay, Rogerd/i&kay, 2003). Researches
show that the ‘step back and watch” attitude ofdfuiness is associated with less
emotional behaviour. Among the facets of mindfufneacceptance is found to
contribute to less aversive reactions towards emati stimuli (Sauer, Walach,
Schmidt, Hinterberger, Horan & Kohls, 2011). Thesconsistent with the Buddhist
theoretical root that staying equally with both legsant and pleasant experience is

the core of mindfulness (Hart, 1987).

Components To begin with, encouraged the client to find amoé&on that they are
feeling in the current moment, and visualize thenewvith details like where he/she
was, what was happening, what he said, how he @glte the emotion is clearly
recognized, client was encouraged to describe ¢ostif about the changes in
quality, intensity and type of emotion they wereliigg. It is continued until there is
a significant change in quality, and they have t$kase of wave effect of their
emotions. With the help of formal mindfulness piees, client was encouraged to
be aware of the sensations, thoughts and behavassxiated with self when they
are feeling depressed or anxious. Mindful awarerisedf has a healing power,
since it is an integral part of emotion regulati@motions are conceptualized as
waves coming and going, so that simply being awamd accepting of one's
emotional waves without reacting to them facilisate view them just as a present
moment mental event. Along with this ventilation @otions and enjoying in
things that provide more of positive emotions wsuggested. While discussing all

these, relation between emotional shifts and astymgptom was highlighted. How



managing emotions would tend to help dealing wathima was explained. Mood
diary was asked to prepare, in which overall mobecarh day was represented

using smiles and numbers.

Expected outcomes:

Attempts to recognize ones emotions
Awareness of the connections between emotionphaysical symptoms
Capacity for being with negative emotions

Attempts to manage emotions

iX- Problem solving and coping strategies

Rationale: Emotion focussed coping strategies with the iknas well as daily life
scenarios are formed to be maladaptive. Similadgcgption of stressors and the
way one manages with them determine the emotiog firel. Acquiring skills to
deal with problems one confronts with and engagwith more of a problem
focussed coping strategies would be more helpfoimfthe present study-pilot phase
it was found out that when patients with asthmaromts stressors, they experience
asthma symptoms more intensely. Main targets oblprmo solving training is to
increase clients awareness about ongoing intempargooblems, to understand the
effect of this on asthma symptoms and to acquiilksgk deal with these problems
including assertiveness. Researchers on persoiis cibnic medical conditions
also highlight the significance of incorporatingoblems solving and coping skills

into the psychosocial management programs.
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Components:Discussions were initiated on the ways people d#thl the problems
or stressors in their daily life. Major componeatgroblem solving strategies have
been illustrated with the problems they encounteeeently such as (a) identifying
the problem (b) listing out solutions (c) weigh tdvantages and disadvantages (d)
select the best solution (e) implementing solut{®n review the solution (g)
maintenance and generalization of the solutionsnélevorks have been given to
generate a number of hypothetical daily life proideand the way they solved them.
Emotion focused and problem focused coping stylesewdifferentiated. Clients
were encouraged to come up with examples showiegwhy they deal with
stressors in the past. Cost benefit analysis has dene to check the effectiveness
of different coping styles. Healthy coping mecharsssuch as, dealing with the
problems, normalization and acceptance, engagencesdfive productivity, etc,

were emphasized and encouraged to try them.

Expected outcomes:

Better dealing with daily life stressors
Gain inference about the coping style they used

To practice healthy coping strategies

X- Dealing with familial factors:

Rationale: one of the basic assumptions of systemic persgeithat everyone in
a family is affected by the illness of one membeitachanges their life style. And
patients are more likely to relapse when thereigh lexpressed emotion in their

living environment (Brown, Birley & Wing, 1972). FRalial factors such as
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contingencies maintaining the behavior, burdencgieed burden to family, over
problem and criticalities have been proven to bé&adaptive for recovery by a large
number of research works. Having an understandaogitathe nature of illness, and
the management programme would insinuate changetheanclient, since the

environment and behaviour has a reciprocal relatigmwith his behaviours.

Components Psycho education about asthma and its bio-psgok@l correlates
were explained to the significant family memberfiei nature of therapy was
discussed. The nature of interaction with the tligas assessed and evaluated for
contingencies maintaining the behavior, over ineatent and criticality. Based on
the type of response family shows towards the tliégamily sessions were
customized. Family rituals, cohesiveness, reinfoets, communication
patterns, dealing with crisis were examined and digmificant areas have been

intervened.

Expected outcomes:

Involvement of family in to the intervention pragn
Reduction in unhealthy pattern of family interaos
Support from family for change

Understanding about how to deal with the clienilevhaving asthma attacks

Xi- Homework

Rationale: Home works used in the management programme igcaahpracticing
and generalizing the skills and changes acquireah intervention program. It also

speeds up the therapeutic process as the cliemt tisuch with the therapeutic
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elements in their daily life activities. Patienthavcarry out homework assignments
progress better in therapy than who do not (Kazsnwhittington & Datillio,
2010). Home works enhances sense of self efficadyan maximize what one has
learned from therapy sessions (Beck, 2011). Seliitmong of one’s problems and
exposure to anxiety provoking stimuli and situasioas home works assures
maximum generalizations of therapeutic outcomeshiAa diary is used to record
the symptoms, subjective rating of difficultiesrgmved control and the strategies
they used. It also gives a daily basis feedbackh® client which can act as
reinforcement for further efforts from the clieBxposure tasks were also given as

home works, and its details similarly recorded.

Components: Relevance of home works and the necessity of génation were
explained. Asthma diary was introduced and elemtenit® checked were given in a
written format, which included date, situations,ygbal sensations, thoughts
appeared, how they managed and the total numbastbina attacks. Hierarchy for
exposure tasks were given and practiced in sessiodfully. Exposure tasks were
personalized as per the client's needs. Finallyhenaote was asked to write about
the experience of mindfulness practice, which ideki duration, difficulties, and
perceived benefits associated with mindfulnesserAéixplaining the concept of
mindfulness in daily life, client was encouragedafmply it on daily activities like
brushing, bathing, eating, driving to ensure maximgeneralization and so

mindfulness as a philosophy.
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Expected outcomes:

Practicing skills acquired in each session
Be in touch with the intervention till the nexss®n
Continuous self monitoring

Applying skills learned in daily life scenariostamaximizing generalization

Xii- Dealing with relapses

Rationale: Asthma is considered to be a chronic medicalditiom, where
symptoms and attacks can reoccur unexpectedhhdrctirrent study, meaning of
the term ‘relapse’ is not restricted to the reappeee of symptoms after along
symptom-free period, but it also denotes the rawgeace of symptoms in a short
span. So being aware of relapses and preparingaiondth it is critical. The concept
of relapse prevention is initially associated wghbstance addiction, but later
applied to a number of psychiatric and general oadionditions. The assumption
is that when a pathological condition relapse tlehaviours, cognitions and
emotions associated with that also re appears. pBeda of thoughts, safety
behaviours and anxiety secondary to them are cereidto be normal, and to be
mindfully accepted. Maintenance of mindfulness akih would help them to deal
with the lapses more easily, as it would help thenobserve the changes as they
appear, accept non-judgmentally and cope with threrdaptive ways (Marlatt &
Kristeller, 1999). Preparations to deal with themamy experiences of asthma
enhance their sense of control over the diseasehwh turn enhances their self

efficacy.
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Components: The nature of asthma and reoccurrence of sympteene educated.
In that context anticipation and fear about attaankd its possibility to end up in real
difficulties were explained. The need for contins@xposures, and maintenance of
mindfulness in terms of awareness, acceptance angudgmental attitudes were
highlighted. Relevance of moment to moment expederthan anticipatory

symptoms, accepting them avoidance when difficodtynes were pointed out.
Expected outcomes:

Preparation to deal with a relapse
Willingness to deal with cognitive and emotioradtiors when in relapse

To utilize the skills acquired from the intervemtiif relapse occurs
PHASE3: CLINICAL TRIAL RUN OF THE INTREVENTION

The 3¢ phase of the main phase was about the clinical ttin of the
designed MBAMP on 2 participants diagnosed witlhmast (met the inclusion and
exclusion criteria of the research), for the finmihg of it. Case analyses of the
participants are written in order to get a detaif@dture of their psycho-social
histories. Total 10 sessions were conducted. Betdihow the asthma management
programme has been delivered are given below a&sosesotes. To make it more
clear, important piece of conversations betweerirthestigator and participants are
given in verbatim as examples. Sessions addressimgnon domains are presented
together for not losing the continuation and flowrocedure for delivering each
session was kept as uniform as possible to endatetlie intervention has been

provided in a similar way to both the participankdence session notes were
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arranged in such a way that each session inclegonses of both participants in

order to avoid repetition and monotony.

CASE ANALYSIS 1

Name

Age

Sex

Education

Occupation
Socio-economic status
Marital status

Family type

Duration of illness
Informant

Information

Ms.S
29 years
Female
PhD
Teacher
Middle
Unmarried
Joint
Since childhood
Participant

Reliable and adequate

History of illness and psycho-social functioning

Ms. S is 29 years old unmarried female hailingrfnmiddle socio-economic

status family, from Kozhikode, Kerala. She was d@ed with asthma when she

was around 2 years old. According to her the diffies related to asthma were

there throughout her life, though she can't retdadl very early remote incidents.

The onset has always been triggered by exposuegnt@old. The first sign has been

an itchy throat which would gradually lead to coughand breathing difficulties

accompanied by wheezing. During school years Hierwias very much restricted
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because of the illness. She was not allowed to pkyther children at school.
According to Ms S, she was an active child who guredd to take initiative and
responsibilities at school and was very social vathers. Academically she was
above average and used to be an active memberiotisgorograms conducted at
school. Though her parents were very much carieg, hom used to scold her
whenever she had asthma. This in fact created #lictonith her mother, during
childhood. She was not allowed to play at groundther children do because of the
fear of having asthma attack. On the other handreballs that sometimes it was
used as an excuse too, that she received an etgaand consideration of ‘being
sick’ at school. Up to high school she had frequasthma attacks and required
hospitalisation many times. After that period, tihequencies have come down,
although her treatment regimen was kept the sarfter @ining for graduation she
had a pretty good improvement. That was the finsé tshe was moving away from
the home and having a relatively independent Hie was staying at hostel and
according to Ms. S that was the most enjoyableogein her life. She enjoyed the
freedom which she couldn't get at home. She assuiras it may be due to a
change in environment and a positive lifestyle slas symptom-free for quite a
long time during her college days. She occasionbfy difficulties related to
asthma- when she was exposed to rain, cold an@tichange. Even when she had
asthma episodes, it was easy to distract her t@mvai@hy things at college; hence
she was not preoccupied with the illness. The smig of emergency visits to
hospitals was also significantly reduced. In caleghe had many friends and she
worked in political groups in the campus. As pdrthe student’s union works, she

had to work in the late nights many times, butaver triggered asthma. According



to her she used to be very busy on those daysthendroup activities and joined
works were very much relaxing for her. However sbealls an incident in which
she had a severe asthma attack. She had an argwittehier roommate on certain
personal matters, and she lost control. The argtsnemded up in an emotional
turmoil and she cried a lot on that day. After & feours, she had a severe breathing
difficulty and she had to be admitted in the hadpibhe assumes that the emotional
turmoil and crying would have triggered asthmahattincident. According Ms. S
she never avoided travels and tour programs bea#utde disease. And the very
interesting fact for her is that she never hadeating difficulty when she had gone
for tours and trips, despite of exposing to sigaifit climate changes and cold. After
completing her post graduation she began her m@saar the same institution.
During that time also she reported to have occasiasthma attacks, which would
last for few days and then subsides and disappPamng that time also she had
been to hospital admission a number of times. She iw a romantic relationship
during that time. Secondary to conflicts with heylfriend she had a quite bad time,
having a low mood and reduced social participatiBuat after a few months she
could come out of it. She described herself as somevho is an extravert, social in
nature but emotionally very much sensitive. Shafiaid of rejection; she had
multiple conflicts with some of her intimate retatships. She used to feel mood
fluctuations very frequently; however she alwaysstito manage it before it gets
overwhelming. After completing PhD she started wugkas a teacher, where she
had a good professional atmosphere. But lack ehdi$ and a good support system
made her feel empty some times. Her professiorfal Was reported to be

satisfactory. In the last 6 months her symptomsravgd partially, however a few
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instances of emergency visits to hospital wereethdue to severe wheezing and

heaviness on chest.

Mental status examination doesn’t indicate anydifig regarding the

possibility of psychopathological co-morbiditiesetHperception, thoughts, mood

and cognitive functions were found to be adequatd mtact. Anxieties and

preoccupations about asthma were identified; howeney were not intense enough

to be considered as symptoms of any anxiety spaatisorder.

CASE ANALYSIS 2

Name

Age

Sex

Education

Occupation
Socio-economic status
Marital status

Family type

Duration of illness
Informant

Information

Ms. K
25 years
Female
Post graduate
Nil

Middle
Unmarried
Nuclear
Since childhood
Participant

Reliable and adequate

History of illness and psycho-social functioning

Ms. K is a 25 years old, unmarried female hailifrgm a middle

socioeconomic family from Thrissur, Kerala. She wasynosed with asthma at the



age of 5. The difficulties were predominantly rethto breathing and coughing. At
that time she had symptoms for at least 2 to 3 g¢myrsweek and she was on
continuous medications. Her activity level was verych restricted in such a way
that she was not allowed to play like other chitde¢ school and neighbourhood.
She was an average student at school. She wasstgeérmore in music and dance,
and was an active participant in school youth Ye&ti Her parents used to tell her
not to engage in plays which involve physical dattsg like running, jumping, etc. If
she had gone for play she had breathing difficsilire the evening. The common
triggers were dust and cold. She reported thatcsliéd clearly anticipate that the
symptoms would be starting within a short periodtiafie. So, she would start
preparing some home remedies before the symptom#e/@se. Her mother was
very critical that she always attributed the disetasvards the client’s behaviour. So,
in order to avoid blame and punishment, she usadake home remedies on her
own. This pattern continued till she was aroundyédrs. According to the client,
after her puberty, symptoms gradually became keggieént compared to childhood;
however asthma lapses were present at least onaemonth. She tried multiple
treatment approaches like Allopathy, Ayurveda amumidopathy expecting that
something could cure it permanently. After thatewlshe joined college, there was
an improvement in the illness, to the extent tisthma occurred only secondary to
fever. If she had fever, cough accumulated whichtéebreathing difficulties. She
managed to continue with this pattern of illnesstfe next two years. Still, during
those times, the client could recall that on cartaicasions she was able to feel the

symptoms very slightly like breathlessness, aftegaging in strenuous activities,
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laughing, travelling to high altitude places, eébhe says that “there was always a

background of breathlessness; | could hear wheezingd deep inside”.

There is a strong family history of asthma from paternal side. Her father
was asthmatic since his childhood which affectesdfinctioning to a great extent.
Regarding the family dynamics, there were frequghts between her mother and
father, which put her in conflict and made her alsvéeel that staying away from
home is a better option than to stick back. Herhmoivas anxious about Ms K’s

health so that she never assigned her househaltiastlike cleaning, washing, etc.

Ms K’s her father had asthma and he had been guaie medication for
quite a long time. According to her, he too is asi about it and avoids lot of
activities which require effort. Her father wouldeuinhalers unnecessarily that he
takes a dose even prior to slight gardening worksch in turn, is actually not
recommended by his doctor. Watching her father, Kifiad realized that certain
fears were unnecessary and disproportionate. &dyath always tried to get herself

rid of such a ‘sick role’.

For the last 6 months her asthma severity andsitieincreased. During this
time she went home after completing her studiesr@lwvas lot of stress at from the
family as well as from academics. A huge pressuas there from the family for
getting married, for which she was not preparedamiéile, she also missed an
opportunity for higher studies. Ms. K considereid tieriod as one of the toughest in
her entire life. During the last 2 months, ilindsscame very severe that she even
felt it almost similar to that of her childhood abiion. She had asthma symptoms

most of the days in a week and she had to be rs&luinultiple times a week and

171



got injected for quick relief. Though she was recmended to continue medication

for some more time, she is not compliant about it.

Ms. K mentions how asthma had affected her psyahalkfunctioning. She
is interested in music and does stage programs. df@makes extra care about her
illness because she fears it would affect her pmogr Accordingly, she had to
restrict her food, and avoid travelling to highitalie places and even restraining
from activities demanding physical effort. Thoudihedoves to talk to others and

laugh on jokes, her laughter often ends up in cowggand breathing difficulties.

Ms. K describes herself as a social, fun lovingspe who possesses good
aesthetic sense and musical aptitude. She percdeersslf as someone who jumps
into decisions and who is impulsive. She is seresito emotions and she likes to

experiment with new things in her life.

Mental status examination of Ms. K shows adequatetioning in the

domain of thoughts, emotions, perception and camrst

Case Summary

Both the cases share a number of similaritiesemrms$ of age, gender,
education, socioeconomic status and onset of syngtdMs. S and Ms. K
experience similar pattern of symptoms predomiyabtleathing difficulty and
wheezing followed by coughing and itchy throat.ggers were mainly cold, rain
and climate change. Both the participants havelypadntrolled asthma having
occasional episodes and emergency visits. Theytrepbave worsening of asthma

symptoms secondary to stress. Avoidance behavidwperventilation, safety
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behaviours, cognitive distortions, emotional aspeetevant in asthma were elicited
in both the participants, although the nature amdnisity of which varies. Family

dynamics revealed criticality and reinforcemensick role as the major domains to
be intervened. MSE of both the participants prosesence of psychopathologies,

though preoccupations and anxiety regarding thesk was emerged.

Session notes

How the investigator implemented the mindfulnesasdnd asthma
management programme (MBAMP) in terms of targetshitiques used, procedure
and relevant events in the sessions are includethansession notes. Sessions
addressing common issues and continuation of ttdqars one are written together,

and responses of both the participants are prasérgether to avoid repetition.

Session 1

Before the 1 session itself, investigator could establish adgapport with
the participant thanks to the case history takiegs®n. First session was aimed at
shifting the medical model of asthma to bio-psysbeotal model. Ms. S was asked
to present her conceptualization about the illnes§he had a very good
understanding about the disease; however the pagsiology and phenotypes of

asthma were not familiar for her.

Ms S “Well....I know that we feel breathing difficultyhen our respiratory system
is subjected to some kind of obstruction. | dokmmtw why that happens, but in my

case this happens whenever | am exposed to colitherear rain.”

17:¢



Investigator: “Yes...You are right...and these obstructions aceaised due to
multiple factors...As you said, it can be due toetubr change, rain, physical
exercise, etc., Different phenotypes of asthma like cough variargrcise induced,
allergic asthma, etc. were explained in terms ffedince in presentation and the

common biological basis was highlighted.

While explaining about the mind-body relationshpaysticipants could easily recall

how they felt such a connection, in the past.

Ms. K : “I understand what you are talking about. | have feich a connection
many times; it's like when we attend interviewsfeed like cramps in the stomach,

and many times | have felt like to go to toilell. bacause of the tension.”

Investigator: Exactly...good example. | was intending to say thatilar kind of

mechanisms can happen in relation to the experiesic@asthma too. As you
mentioned, tension can influence the onset, maanisn and even worsening of
asthma symptoms. And it's not only simply ‘tenskut’ behaviours, thoughts or the
way you fee, etc., also can do the same, andshihat we are going to look at a bit
more deeply. Then we will try to alter this®hchoring to this point, an orientation
and socialization of mindfulness framework was giviatervention programme was

then initiated.

The term ‘Mindfulness’ was familiar to Ms. S aseshad attended a class on
Vipasana meditation a few years back. However,cthrecept was not understood
well. So, ‘Mindfulness' as a concept was explaitedhe participants. Difference

between 'mindfulness’ and 'mindlessness’ was disdusvith daily life examples
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like being ‘automatic’ on various tasks, and fotipgt or missing day-to-day
activities/things, etc. Mindfulness as an interi@mt its application in other
medical-psychological conditions, role of the thpesg and responsibilities of the
clients were explained to the clients. Participactsceptualization was tested out

by asking them to report back what they understdmalt it.

Ms. K : “I think it’s like continuously being aware of oursss...or focussing on

present time...Right?”

Ms S: “As far as | understood, this is like concentratomg our self...and yah...as
you said though we try to be aware of ourselvesargetaking a’ let it be’ kind of

thinking style.”

Investigator: Right...you are on the right path....can you pleasgplain what you

meant by ‘let it be’ kind of thinking style.”

Ms S: “Oh...ok...fine...I mean, | do not know how to framedbut | think it's like you
are focussing on yourself but not immediately reacto it...just leaving things as

they are”.

Necessary clarifications were provided highlightkey facets of mindfulness such
as awareness, acceptance and non-judgmental anckactive attitude, in order to

get them prepared for body scan meditation.

Body scan meditation was introduced as a formadtjma of mindfulness: a way to
practice these aforementioned facets, using bregaths an anchor. For practice at

home audio record of body scan script was provided they were asked to
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practice on a daily basis. The investigator alsqueed regarding the subjective

experience of the body scan meditation.

Ms S: ‘it was relaxing. However it took some time to catel.in between | got
distracted and | had to try hard to focus on eveogly parts you mentioned...but |
think while doing this, we become aware of mangatons, about which we were

not, earlier’.

Ms K: “Yaa...it was very soothing....| tried to relax vehmeditating.”

Asthma diary was introduced at this stage, whiatlughes details about asthma
experience such as date, time, trigger, severityatobn, subjective experience,
thoughts that passed through their minds and cogtiragegies used. This dairy was
to be used after each asthma attack the patiedtswiale they were on the course

of this intervention programme.

Session 2 -3

Second session started with the review of body seaditation and asthma
diary. The contents of asthma diary were discusstdthe participants to check the
overall occurrence and subjective difficulties asst@d with it. Target of the second
and third session was to address asthma specifiadaptive behaviour such as
experiential avoidance, safety behaviours, hypdilation and medicine
dependence. This was initiated by enquiring theigpant about what they do, in

response to asthma.

Investigator: “Caryou tell me about the last asthma attack youiad
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Ms. K : “It was around one week ago... | had cough whictedng in asthma...l am
currently not on regular medication. So, after scan@ount of time passed by, | had

to run for an emergency visit in the nearby hoggita

Investigator: Oh...Ok...You must had a difficult time...Righth&tthan going for

hospital, what else you do when you feel asthnaedldifficulties?”

Ms. K : “I go to hospital only when it is beyond the lindtherwise | try to take a

deep breath and relax”.

Investigator: Does that help yotf

Ms. K : “Not really...because even after taking deep bréaghdifficulties continue.

But that is what | do most of the titne

In that context client was educated about the wrproductive nature of
hyperventilation and the vicious cycle it create&nxiety in response to
hyperventilation is conceptualized as something thhdaurn increases the somatic
difficulties further. This vicious cycle was expiaid with the help of a diagram, and

the relevance of stopping hyperventilation was lgpted.

Investigator: As you have seen in the diagram, while you take teeath as an
attempt to control your symptoms, actually whatgeays is just the opposite. You
would be experiencing more intense bodily sensatidoe to anxiety. This is like a
continuous cycle...means it goes around and arawa#ting the difficulties more

and more intense........ does that make sense ®& you

Ms. K : “Hmm...Absolutely”



Investigator: fs there anything you do as an attempt to previeatdccurrence of

asthma symptoms?”

Ms S: ‘1 keep a distance from strenuous works which wdedd to asthma, and

take care of my health, in terms of not having goices, ice cream, etc.,”

Investigator: Can you explain, what you meant by strenuous works?

Ms S:“l mean... tasks which require physical effort, tasks leading me to sweat
and palpitate. Actually | am scared of having theeiss, so | do not do much of the
household tasks...and my family knows about myitondso they do not assign me

that sort of things.”

Investigator: Doing household work has triggered asthma attackou, right?”

Ms S: ‘No...l didn’t say that it occurs every time afteigaging in household tasks,

it's just that as prevention | carefully undertake”

Investigator “Then is it very necessary to avoid these aassitand restrict yourself

from every household tasks”?

Ms S: “May not be....it's my fear that forces medim so...but | feel helpless about

it”.

Investigator: T understand. Is there anything else you avoidaweesyourself from

having asthma attack?”

Ms S: “Yes...sometimes. | avoid travel. | mean long joggnédecause | am scared

that if something happens in between | would bepea. And what if | am unable to
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get any medical help? If my family is with me hthi would be fine...otherwise it's

a bit problematic for me.”

From these conversations the counterproductiver@adf avoidance and
safety behaviours were explained, and the invdstigencouraged them to slowly
reduce and stop them. The concept of negativeari@ment, in terms of something
which makes a behavior strong if we avoid it beeaoksome anxiety associated
with it, was explained. Ms. S was anxious aboutdiiang without inhaler. Inhaler
dependence was conceptualized as a kind of sadégviour and this was addressed
in the session. The elements of mindfulness sucltosmtinuous awareness of
thoughts, body sensations and other psychologsaécs were given emphasize
during the session because these were the coniwepts noticed, from a patient-
perspective, while dealing with safety behaviodise application of body scan was

emphasized along with this.

Investigator: You might have noticed that while practicing bodgrs meditation,
you would be more aware of body sensations....andajso takes a mental position

that you are accepting them as and how they are dannot react to it. Right?”

Ms S: “Yes. | tried that...though initially | couldn’tam trying to learn that skill”.

Investigator: Ok.Very good...I appreciate your attempts. Can gow tell me how

this skill would be helping you to deal with astf#ha

Ms S:“As you said | can be a little more aware of my pobut at the same time |
am trying not to be too bothered about it. | woedy that | could achieve it

completely, but | am trying for that ‘let it be'tatide.”



Investigator:*Very good. You got the concept. It is importamtbe mindful about
you and not to be preoccupied with body sensatiBuosthis is just not enough....as
we have discussed, reducing and finally stoppiragehbehaviours which you try
avoid is also important. While reducing them, gl it is natural that you would be
feeling insecure...but this insecurity feeling ate®eds to be mindfully observed and

taken as a normal mental event, without reactingstademands.”

Session ended up with emphasizing the need ofingriasthma diary,
experience related to mindfulness and generalitiagphilosophy of mindfulness in
to daily life activities. Gradual exposure to awdactivities was recommended as
part of home works. While exposing themselves thdasks, they were asked to
focus attention on their body sensations (chektrigss) as well as towards various
cognitions (“I can’t handle this”) emotions (anxigeirritation) and urges (to give up
the exposure). Participants were asked to bedin minimum anxiety-provoking

stimulus.

At the end of the session, home works were givepraatice and record the details

of reduced avoidance and safety behaviours, inr@aod@aximize generalization.
Session 4-5

Fourth session started with a discussion on astiiisxy and experiences
related to mindfulness practice. The target Bfahd %' sessions was to address
cognitive aspects of asthma. Since it is known #mticipation of asthma symptoms
could, in fact, end up in the actual experienceswinptoms, participants were

encouraged to observe their thoughts on a momemotment basis without being
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preoccupied with it. As this would be difficult the beginning, sitting meditation
was introduced to help them acquire this skill. iBcdssion based on the premise
"thoughts are not facts" was carried out, emphagizhe subjective nature of

thoughts and the absence of objective counterfaits

InvestigatorNow you have practiced sitting meditation. How gil feel”?

Ms K: “It was peaceful...though in between my mind waadehrough some other
things. | could observe myself. And when you toéd tan observe my thoughts,
actually I didn’t understand anything in the begimn | was thinking what to think.

Is that fine?”

Investigator:*That is absolutely fine, because you are observitgtever thoughts
passing through your mind on a moment to momensbaSo, ‘what to think’ is
also a piece of thought...and you are taking a pmgmental attitude that there is
nothing like good thought or bad thought...simitarthat you breath or blink your
eyes, thoughts also come and go, and you are dhgethem without being

preoccupied with nor reacting to them.”

Ms. K : “But what does this reacting to thoughts mean? A tioes that worsen

my problem”?

Investigator: Good question...ohk..Let's see how it works. Jusgine that you are
getting some messages from an unknown number. Wiiald happen if you

reply?”

Ms. K : “That unknown person might be sending messagesdgai
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Investigator:‘Right. Then what if we are not replying?”

Ms. K : “May be that person would try for some more timed.then again if we

are not replaying he might slowly stop or try someelse”

Investigator: True...The same example applies to us also in aughy that when
we are getting emotional or preoccupied with thee$s, our brain may send some
false messages like * you are not going to getebetl am going to be a chronic
patient’, etc. Trusting these thoughts and respogdb it will in turn strengthen
those thoughts and block you from healthy behaviBesponding to it may take
different forms like trusting those thoughts, takim sick role, not taking

medications, feeling upset, etc.”

Ms. K : “Yaa... That makes sense...So we should not redpotitbse thoughts.

Correct?”

Investigator: 'Yes....and also take care not to avoid or contnese thoughts, which
are in fact same as responding to it. So it is gamodbserve and accept it as it is
with a non-judgmental and non- reactive attitudaisTmay sound difficult in the

beginning, but as you practice mindfulness, youdsfimitely do this.”

Cognitive errors also get framed in the similarywao rather than
restructuring or challenging them, being awarehafse errors and accepting them
with a mindful attitude is the better way of copimgth them. Participants were
instructed accordingly. It was emphasized that muingss shouldn’t be limited to
the practice of sitting meditation, but also ne¢olsbe generalized to daily life

activities whenever possible. While practicingisgtmeditation Ms. S had to stop
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meditation in between as it was too difficult faerto be in a continuous attentive

State.

Ms S: "“Sorry...I couldn’t complete it. It was very diffitio be in a continuous

attention state.”

Investigator: Do not worry...it happens. You are free to stop i§ overwhelming

for you. Can you please tell me what actually miaddficult?”

Ms S:“l do not know exactly what the difficulty is. llfeestless...and an urge to
stop it. | was not in a good mood today...that milgave disturbed my peace of

mind.”

Investigator encouraged her to talk about theadlifies she felt and tried to
normalize it as a common response for people whiv fdo the first time. However,

after a while she could do it completely.
Session 6-7

The session started with a review on sitting nagidih, exposure tasks and
asthma diary. Major target of"6éand 7" session was to find out how emotions
influence asthma experience and to help the ppaints gain a better capacity about
handling emotions. Participants were encouragede® emotions as something
impermanent. Every emotion does have an ‘effeqieeod’ after which it starts to
subside and eventually stops, irrespective of wdrette have reacted to it or not.
Participants were asked to recall whether stressdfi@cted their illness in any

manner.

18¢



Ms S:“l have noticed many times that when | am happgne¥ | am exposed to
rain or cold weather, nothing would happen. Bestregle is that when | go for

leisure trips with my friends, | never had anyidifity related to asthma.”

Ms. K : “Definitely stress has always made it worse. | camember one incident in
which | had an argument with my roommate and béthsdost our temper...I cried

a lot...That night | had asthma attack and had aad@hospital.”

Investigator:*Ok...So it is very evident that emotions play &rm it. Isn’'t it? So it

is relevant to manage emotions as part of asthm@ag@ment.”

Ms. K :“l agree.”

Mindful 'awareness' of emotional cues and beingthe moment, were
emphasized. Participants were asked to utilize dh@areness components of
mindfulness in such a way that it would help thempicking of first signs of
emotional reactions before it get worse. Emoticemagement using mindfulness
was focussed on non-judgmental acceptance of enabtiwwaves. Importance of
willingness to experience anxiety and negative @net was discussed in the
session. Metaphors like waves and clouds were usednhance the clarity.
Emotions predominant during asthma experiencesdfoion be fear, anger and
disappointmentMs S: “l get angry very easily when | am sick...I hateopke

talking to me.”

Ms. K : “I feel disappointed...because despite of takingliciaes and restricting me

from lot of things | am having the disease agaid again...and definitely another
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feeling is fear...Though | know that | would no¢ fliom asthma...at that time | feel

really scared.”

Investigator*Hmm...l understand. How do you come out of it?”

Ms S: “I sit alone...or try to distract myself..latich TV, lay down.....sometimes |

through my anger to others.”

Ms. K : “Nothing...these feelings go when my symmstosubside...I wait till
then...sometimes cry a lot...but it made my bregtheally bad...so | try to control

my emotions within myself.”

Investigator: fs it controlling or just suppression?”

Ms. K : “Yaa...must be suppression”

As practice she was asked to find an emotion shat felt in the current
moment, and to visualize the event with detail® likhere she was, what was
happening, what he said, how he felt, etc. Onceethetion is clearly recognized,
client was encouraged to describe to the self atbeuthanges in quality, intensity
and type of emotion they were feeling. It is conéd until there is a significant
change in quality, and they have the sense of weffect of their emotions.
Maladaptive elements of emotion suppression weseudsed and how managing

emotions would tend to help dealing with asthma araphasized.

Session 8

As previous sessions, eighth session began wéhrdgtiiew of meditation,

asthma diaries and home works. Participants werpreaated and given
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responsibility for the improvements they have régabr The target set for the session
was to enhance problem solving and coping skillejclv would interfere with
asthma prognosis. Participants were enquired atheutvay they address various

problems and stressful events in their daily life.

Ms S:“Actually it depends on the situation...Sometimesalct to it, sometimes | just
keep silence or cry...There are situations in wHighmped in to certain solutions

and ended up in worsening the problems at hand.”

Investigator:“*Have you tried to improve your way of approachttese kinds of

issues?”

Ms S:“l tried in my own ways.....But | couldn’t find oain ‘Ultimate’ method to

solveproblems.”

In that context, different steps through whichljjeons can be solved were
discussed. To verify participant understands andmeximize generalization a

number of hypothetical problem situations were used.

Investigator:“Alright...so this is how you would have solvedydu were at this
situation. Now can you think about how to approdehsame problem in a different

way, like what else you would have done?”

Ms K: “I might have talked to some one nearby that | @6 fieel good and ask for

help...but | do not know whether that works.”
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Investigator:“l think now it would be good if you try to geneeat number of
possibilities than immediately checking its pow@nefficacy. Can you try more

options?”

Ms K: “Oh...Ok...fine...then...... | can sit calm and wait sometime...or | can find

out a hospital near by......or | may......

Participants were asked recall how they have redgabto stressful events in
their past. Different coping strategies were elatemt and find out what all they
have frequently used. The counterproductive natiirenaladaptive coping styles
was emphasized. Coping strategies specific to asthiere given priority. Problem
focussed coping strategies were compared with emdticussed coping strategies,
client was asked to weigh the advantages and casdages of both, and encouraged

to try problem focussed coping styles when theyuaiger stress.
Session 9

The 9" session was targeted at addressing familial factontributing to the
maintenance of asthma. Family members of the p@atits were included in the
session. Family dynamics was explored to see whehigesigns of contingencies
maintaining the behavior, over protection or blaewest. Investigator: Mow do you

respond when she is having asthma related diffest

Ms K’s parents:‘We take care of her...We prepare some home reradike and
give her...tell her to take rest. If it is severe lring her to hospital. She has these

difficulties from the beginning, so it's not newu®..We know how to handle.”
Investigator: Does she have to follow any restrictions becaugeenfliness?”
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Ms K’s parentsNot restrictions....but we always tell her to keaway from dust,
cold etc., when she was a child we didn't allow teego for tour programs or long
journeys...Even participating in games were nabwatéd... Now she is grown up and
capable of take cares of her...still I do not assmguch of kitchen works to her,

because there will be lot of smoke and strong sthell

The family of Ms. K seems to have a realistic ymietabout asthma, and there
was no indication of over protectiveness or blaRenily members were discussed
about the importance of exposures to the dailydifavities she has been avoided.
From an ethical side, family was instructed tccdss with the pulmonologist they
have been consulting about the exposure tasks ke swae that it doesn’'t have any

triggers in her case.

Investigator: Hope you got my point. You try to include her ia tlouse hold work.
It would be good, if you can start from small tlengpu haven't assigned yet and
slowly go ahead to takes requiring more effort.ttiea than assigning works, you

can request her to help you out or work togethanake it enjoyable.”

Ms K’s parents*We know it is required...She would be getting nedrwithin a
couple of years, and she is not supposed to tagelarole’ over there. But the only
thing is that we are little worried about havingetldisturbances when she starts

trying something new.”

Investigator:* | understand your anxiety, and it is natural tathese concerns will
subside only when she engages in the tasks wesh@gested...as per your report

house hold works never triggered asthma in hemds always cold, and weather
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changes caused the symptoms. So as per histoonit lae a triggering factor. As |
have mentioned you can discuss with your pulmomsikgbout it before you start.

Does that sound relaxing?”
Ms K’s parents:Yes...very much.”

Ms S’s parents: There is no point in telling her, she would alwagswhatever she

feels. If she is having asthma she is the onlyresgonsible for it.”

Investigator*Can you please make it clear by explaining what yeoeant by ‘she is

responsible’?”

Ms K’s parents: We mean...she is not taking care of her health ihathy she is
having frequent episodes. She is not a boy, sadtsa big thing for her to sit at

home like other girls.”

Family was asked to generate other possible trgggd asthma and
encouraged to think that the Ms. K as a personoistine sole reason for her
difficulties. Cohesion within family and healthyrdbict resolution was encouraged
rather than blame and criticality. The session fwagssed primarily on maximizing
the involvement in daily life activities, and todiece unnecessary restrictions which
would facilitate a ‘sick role’ in the participanReduction of criticality was also
aimed in the 9 session. Family’s role in it as a catalyst andpsufing system was

educated to immediate family members.



Session 10

The final session was aimed at reviewing previsassions and overall
experience related to the intervention program.ufioall the identified targets
were addressed, participants were asked to opennupase they felt anything
relevant needed to be discussed or intervened abbay were encouraged to talk
about the subjective experience they had while rguileg the intervention, in terms
of perceived outcomes, difficulties, process of nge asthma experiences, etc.

Treatment adherence was highlighted in this cometudession.

Investigator:*As we have planned, we might be winding up thsieas today, but
that doesn't mean that you stop practicing the Iskyou acquired from the
intervention. It is a continuous process....and n@u are better aware of various
elements in your behaviour and thoughts affectmg experiences with Asthma. So

| hope it would help you in future. Right?”

Ms. S:“Definitely...I realize that it is a continuous peess. | will have to utilize and
practice whatever we have discussed in the prevsessions. May be, whatever |
have gained from these sessions would be helpingnntirect and indirect ways,

when | deal with an asthma attack in future.”

Investigator: “Yes...I think you would definitely be managing it a better
manner...and in case if you feel fumbled, you aanecand meet me anytime, and
from your words it seems you have a realistic cphedout asthma that lapses can

be occurred.”
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Ms S: “I know that it has a chronic nature...it rhigoccur again...l accept it, but |

feel this time | am prepared to handle it.”

Investigator:“Oh...that's great. It is very important to havieig kind of an attitude
towards a disease. You said you are prepared tadleait, can you explain it

further?”

Ms S: “I mean this time | would be able to pickthe changes in my body quickly

before it gets worse, and | will try to take it mifally than getting panic.”

Investigator: Yery good. | hope being mindful would help you tffecentiate

between actual versus anxiety induced changesdyg tam. Another thing is that as
| have mentioned in the beginning, this intervemi®not a substitution for medical
treatment. So if you have severe difficulties dd hesitate to meet your

pulmonologist.”

Ms S:“Sure...| understand”.

Application of mindfulness as a philosophy in gdife (beyond Asthma)
was emphasized in terms of being able to pay abtend one’s inner experiences
with a non-judgmental and non-reactive stand. Relamanagement was another
matter addressed in the final session. Participaag indicated that relapses of
thoughts, safety behaviours and anxiety secondamphem are normal, and to be
mindfully accepted and practice of mindfulness akil would help them to deal
with the lapses more easily, as it would help thenobserve the changes as they

appear, accept non-judgmentally and cope with timeadaptive ways.
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At the end of the session participants were askegglve their rating again on
the visual analogue scale. They were thanked fmighbe part of the study and they.
One month after the termination of the MBAMP progragarticipants were asked to
write a self report about the therapeutic expeeeand feedback, which includes
overall experience of the intervention, perceiveticomes, process of change and

difficulties they had.

Analysis of Visual Analogue Scale Ratings

Table 3.17: Rating of the participants on various dimensionsngisthe Visual
Analogue Scale

Rating by participants

Dimensions 1st session 10 session
MsS MsK MsS MsK

Knowledge about asthma 3 2 9 8
Reduction in avoidance behaviours 1 1 8 7
Management of asthma related thoughts 2 1 9 8
Awareness of body sensation 3 2 8 8
Management of emotions 2 1 8 7
Skills of problem solving in daily life 3 3 7 7
Interaction with family 4 5 7 6
Sense of control over asthma 3 2 9 9
Mindfulness skills 2 1 8 8

From the table: 2.17, it is evident that theraliféerence in the perceived
attainment of the target domains before and after ibtervention, for both the
participants. Greatest difference was observedhemianagement of thoughts, sense
of control over the disease, reduction in avoidameleaviours and the mindfulness

skills. The least difference was observed in thailfa interaction domain. This
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might be because of the reason that both the pmatits were staying away from

home so that family influences kept themselves tbwgughout the intervention.

Analysis of the self report

The responses of the self report can be organinddr four themes, such as
overall experience of the intervention, perceivetcomes, difficulties they felt and

the assumed process of change. Details of eactasgaaven below.

Table 3.18: Reponses of the participants in the self reporératindergoing the
clinical trial run of MBAMP

Themes Responses

* |t was a kind of relaxation
e Calming
* Positive experience

Experience of
mindfulness

* Become more aware of myself

* Not much worried about asthma

* Reduced avoidance to great extend

* Feeling that | can do something about my illness

* Breathing is relatively more easy when experiencing
asthma

* Improvement in head ache after meditation
e Can lay down, and sleep even during asthma episodes

Perceived outcomes

* Through reducing tension

* Not always thinking about breathing

* May be | am ready to try out things which | avoided
e Changes my knowledge about asthma

Process of change

e Time consuming

 Initial difficulty of mindfulness practice
e Could not practice on some days

» Difficult to keep attending for long time

Difficulties
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Participants reported that undergoing mindfulnéssning has been a
calming experience for them; they could experighes very positive and relaxing.
They described that they could become more awagedblves as a result of
mindfulness. Reduced worrying and decreased avogddrehaviour were also
reported. One of the participants reported that aadays she climb steps and walk
like others even during asthma experience, whiehrever tried out earlier due to
the fear of breathlessness. After initiating suctivdies, she reported to have some
sense of control over her iliness. The awarenedsan judgemental acceptance of
one’s experiences on a moment to moment basis vesriasprotective factor against
various forms of psychological distress such aa, fanxiety, worry, preoccupation,
rumination, etc. One of the proposed mechanismsbetis that people practicing
mindfulness have reduced tendencies to suppressl av over indulge with one’s

distressing thoughts and emotional experienceslffrah & Hayes, 2004).

Participants felt they had better control over tlisease after practising
mindfulness. Their account of statements regardimg included some objective
measures such as decreased head ache, less frbrpething difficulties, etc. One
of the participants reported that she had a gogaawement of head ache that used
to occur so frequently earlier. Empirical evidenees available in support of these
statements. For instance, Bakhshani, Amirani, Aaridi and Shahrakipoor (2015)
have found that mindfulness based stress redugirogramme is effective in
reducing migraine and chronic tension type heack.aCme of the process reported

behind this is that mindfulness work as an antidotepain catastrophizing, so that
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those who practice mindfulness become more opexxperiences of pain without

indulge in them (Schutze, Rees, Preece & Schu@/H))2

Similarly, participants also reported that theyeoffell asleep while doing
mindfulness. They mark this as a very positive bseat was earlier difficult for
them to even lie down during an Asthma episode.f8ling asleep during such as
episode was immensely relaxing and confidence-imgjltbr them. There have been
a number of researchers on how meta-cognitive eltsradfect sleep quality. It was
found that while having physical discomforts, peognd to have explicit intensions
and efforts to sleep. This in turn leads to failtwede-arouse one self, which is
essential for falling asleep. Taking a non-judgraestand helps to deal with this

meta-cognitive aspects and facilitate falling aslé@ng, Ulmer & Manber, 2012).

According to the participants, the MBAMP could griabout changes in
their perception and experience of the diseaseugfirorarious means. Primarily
through reducing tension and changing their knoggedbout Asthma, it could
activate a process of change. Asthma is no longdenstood in the similar way as
earlier, rather it has now been reframed to a mcoatrollable and less-
preoccupying condition. This is in line with theredeature of mindfulness that, it
helps people to take a ‘let it be’ stand- an extensf non-judgmental acceptance
on various experience despite of having differesdiences associated with it. This
would counteract with preoccupation and make peopgles worried about

experiences.

The participants now think about their breathimgl d&reathing issues less

frequently than before. It is not surprising thaagiicing mindfulness reduced
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breathing related difficulties, because breathsghe core element of mindfulness
training, based on which the facets of mindfulnesanchored. Malpass, Feder and
Dodd (2018) reported that being mindful encouragbsgerving sensory experiences
associated with breathing in ways not explored f@efdAnd, practicing mindfulness
has enabled them to try out things that they weegipusly avoiding. For this shift,
in particular, defines the essence of mindfulnesising. Being willing to confront
stimuli and experiences is one of the proposed arm@sm of change in various
medical and psychiatric conditions, after practgcimindfulness (Branstorm,

Kvillemo, Brandber & Moskowitz, 2010).

Participants also reported some difficulties rdgay the practice of
mindfulness. Long duration of the sessions is tlagonproblem reported. Since the
MBAMP requires more than half an hour to completee gession, participants
reported that it's difficult for them to keep attiimg for such a long time. Not only
mental fatigue but physical fatigue also was reggbrt Similarly, the content-
similarity between the two forms of mindfulnessqgtiee, namely sitting meditation

and body scan, made them to feel a little borethduhe practice.

Participants also reported that it was difficutbr fthem to practice
mindfulness, especially during the initial phasecduse they were very fresh to
such kind of a mental exercise. The difficultiexlimle physical discomforts
(fatigue) as well as initial challenges associatgith sustaining attention for long
time. Also, they were unable to practise mindfutnes a regular basis since it
required some amount of exclusively dedicated tifrftes was not exclusive to the

participants of the current study, but these kintiglifficulties are common with
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beginners of mindfulness practice. Tiredness, lgormepetition, not being fully
involved is the most common challenges reportegdmnple practicing mindfulness
However, it was worth noting such difficulties aret an indication that meditation
is going wrong, but it is fundamental and unavoldabhile engaging with difficult

experiences, thoughts and emotions (Kerr, Josyul#ét&nberg, 2011).

Along with this, their asthma diary was also sotgd to a primary analysis.
Though asthma diary was prescribed for enhancieg telf monitoring skills,
researcher has done a primary analysis of it, tdetstand the nature asthma
symptoms during the course of intervention. Paréinis were asked to write about
the number of days they experienced asthma retytegtoms, it's severity in terms

of whether it was mild, or moderate or severe, iamghct on daily life functioning.

Ms.S reported that she experienced asthma sympiar24 days, during the
entire course of the MBAMP which lasted for apprately 3 months. In the case
of Ms. K this was 14 days. Although both of therdrdi feel a significant decrease
in the frequency of episodes, the subjective dsstrand severity of symptoms
reported to be decreased. For example Ms.S reptinsgdshe could manage her
everyday activities even when there was asthmah Bbtthem were saved from
taking leaves from their work, which they perceagea positive indicator about less

asthma-affected daily functioning.

Fine tuning of the intervention

Based on the feedback given by experts after atdid process as well as

the analysis of self report provided by the papacits who have undergone



MBAMP, a fine tuning of the intervention was madééne tuning refers to making
necessary changes and corrections in the designecd/ention, to make it more
adaptive and efficient. In fact, essential contetéted modifications were derived-
neither from expert validation nor from participsinfieedback. Instead suggestions
were received with respect to making the inter@ntmore context-specific and

flexible, which were as follows:

. Number of sessions can be varied, without affectimg total conceptual
framework of the intervention, when there are nefaetors to be intervened
or when any of the existing factors mentioned mititervention programme

seems to be irrelevant with respect to a partiatliant.

. Necessary modifications can be made to make trevention fit with the

nature and intensity of client’s difficulties.

. If the client is showing difficulties predominantig one or two domains,
relative importance can be given and correspondinglighted time can be

spent on these dimensions.

. Involving family is not mandatory, as this may met applicable in all cases.
Since the clients belong to adult population andnsyy not necessarily be
staying with their families, family factors have thimg to do with the
Asthma conditions/symptoms. So, in such casesjosssgvolving family

members would be meaningless.
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Researcher’s reflections

After the termination of the MBAMP a process ewion was done by the
researcher about various aspect of the deliveryhef intervention such as the
experience of the researcher, changes in the pldeliwery of the intervention and

factors that played as facilitators as well asibesr

Experience of participants and researcheks provided in the feedback, the
participants reported a number of perceived bes)efiich as become more aware of
oneself, less preoccupied with asthma, a senselfoéfficacy and improvement of
headache. According to the researcher, clinical ttin of the MBAMP helped to
realize the gap between designing and deliverinth@fintervention. It also helped
to get insights about the strong and weak aspédtestructure and delivery of the
intervention. The strong aspect is the sound theatdback up of each components
being included in it, and the matching of the vasiocomponents with the
phenomenology of asthma. The weak aspects arentgth and time required to
complete 10 sessions. As one of the participamisrted sticking on an intervention

for around 2 months might be a challenge for thiégpants.

Fidelity: Fidelity refers to the deviations of plans of dety of the intervention. The
MBAMP was delivered as planned for both the pagraais. All the components
were implemented in the pre fixed manner. The megmcern was the change of
schedule of sessions. A number of sessions werscheduled due to the
participant’s inconvenience. The researcher haeitmnd the participants multiple

times to attend the sessions on time.



Facilitators and barriers:A number of internal and external facilitators dyadriers
affected the delivery of MBAMP in a number of way@ne of the potential
facilitators was cooperative attitude of the paoants. Both the participants had an
intrinsic need to be part of the MBAMP. They werdling to cooperate with the
intervention components and had a meta-cognitititu@e that was essential for
mindfulness based interventions. The Pulmonologigh whom researcher had
discussions about some of the components of teeveritions was, really helpful
and had a multi-disciplinary approach to asthma agament. She referred a
number of potential candidates to the researchemeSforeseen major barriers
affected the structure and delivery of the inteti@mwas the flood happened in
Kerala, in the month of august 2019. As the paréiotis could not travel due to
flood related issues, intervention had to be pafsettw days. An unplanned break
had happened, so that orienting them back to tteeviention and connecting with
previous session was a challenge. Making themradhen home works was
another barrier. Though the participants were nadéid to undergo the intervention,
they were not regular on reporting their experieoce daily basis as part of home
works. Researcher had to remind them about theaete of recording personal

experiences related to the intervention and asgymgptoms.

CHAPTER SUMMARY

This chapter dealt with the analysis and inferenftem various phases of
the study. Pilot phase of the study included amalgErelated literatures and expert
interview with Pulmonologists. This showed how was psychological factors

affect the experience and expression of asthma.in [hase of the study was
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conducted in 3 sub phases. Analysis of the mairsgHaincludes various themes
emerged from the interview with patients diagnosetth asthma. All the themes
emerged, such as conceptualization of disease, itn@grfactors, behavioural
factors, emotional factors, familial factors, aftie towards treatment and asthma
related self efficacy, represented different artasbe intervened as part of a
comprehensive asthma management programme (MBAMRe phase 2 of the
main phase, a mindfulness based asthma managemugraiqpme was designed.
Data from three sources, such as (a) common teshsigsed to address similar
symptoms/disorders, (b) perspectives from the F@D @) analysis of empirical
works and theoretical models on asthma managemeete subjected to
triangulation. Based on this, final contents foe tiIBAMP were selected. The
developed MBAMP consists of 10 sessions incorpogastrategies from various
therapeutic models. However, the major frame ofititervention was determined
by mindfulness. It was subjected to expert val@atbefore implementing. In the
phase 3, as a clinical trial run for understandimg feasibility and practicability of
the MBAMP, the proposed intervention was implemdntan 2 participants
diagnosed with asthma. A detailed case analysis deag before beginning the
intervention. Session notes were provided with aenlp examples to enhance the
clarity of the delivery of the intervention compoit® Following this phase, the
chapter presents the analysis of the visual anel@gale, self reports and asthma
diary of the participants, further followed by thee tuning of the intervention and

researcher’s process evaluation.
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CHAPTER IV
SUMMARY AND CONCLUSION




Asthma is a common condition characterized by nmabke airflow
obstruction, airway inflammation, and increasedniloal responsiveness to a
variety of stimuli, ranging from allergens and otheitants to strong emotions
(National Heart Lung & Blood Institute, 1997). Pegsocial factors contribute to
prevalence and mortality associated with asthmecty as well as indirectly. Mere
biological models are insufficient as an explamatio the onset, exacerbation and
maintenance of asthma symptoms (Wright, RodrigueZdhen, 1998). Different
perspectives exist, as explanatory models for aasthiike psycho-analytic,
behavioristic, cognitive-behavioristic and familysgem theories. A number of
psychological issues can produce respiratory mstaifiens, which makes it difficult
to make the distinction between these two and #&xheto a diagnosis (Labolt,
Preisman, Torosian, Popvich & lannuzzi, 1996; Laldlinnuzzi, 1995). Higher
rates of psychiatric disorders have been reportgeople with asthma. Almost two
third of asthma patients reported to have life timstory of at least one psychiatric
disorder in which around 40% and 10% of patient higtories of panic disorder
and depression, respectively (Afari, Schmaling, nBart, Buchwald, 2001).
Asthma, being a multi-factorial chronic disease ih@v psychological and
psychiatric co-morbidities, demands for more indégd management approaches

(Boulet, 2009).

NEED AND SIGNIFICANCE OF THE STUDY

Compared to many other medical conditions, Astligna disease which is

understood better in terms its psychological imagntality. Most clinicians,
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including pulmonologists, acknowledge that the asseis often caused, triggered,

and/or maintained by psychological factors.

A large body of research exists in this area amaen larger amount of
interest is on the go. Most of the studies condlate Asthma are aimed at
addressing the psychological variables relatetiealisease, within the conventional
framework of clinical psychology. Generally, théepics range from application of
psychological principles in asthma treatment adim@easthma co-morbid to other
psychological disorders such as depression andigdaieduction of anxiety related
to asthma, to relaxation techniques most effediireasthma and so on. There is
hardly any study trying to integrate the entireghgjogical experience related to the
disorder. Similarly, an Asthma management programmieh covers every known

psychological domain is also difficult to come &30

The present study is an attempt to compensatéhi®rgap in this area of
research. It is a systematic exploration of psyagickl correlates with an aim of
developing a comprehensive (than limiting to one teo domains) Asthma

management program.

More importantly, researches in this area are ty large quantitative in
nature. The present study therefore uses purellitaiivee measures to attain its
specified objectives. Only such a design, whichysmes the subjects’ own narratives
and explanations regarding their experience with disease, would enable the
researcher to understand the cognitive, behavioerabtional and other related
psychosocial factors involved in Asthma, the infation regarding which is

inevitable for the purpose of present research.
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RESEARCH AIM/ STATEMENT OF THE PROBLEM

The aim of the study is to explore the psycholalgaorrelates affecting the
experience and expression of symptoms in patiehéginosed with asthma and to
design a comprehensive asthma management prognadh,tocaimplement the
proposed intervention on patients diagnosed withnaa for fine tuning of the

intervention.

The current study is titled as “EXPLORATION OF PSNOLOGICAL
CORRELATES OF ASTHMA AND DEVELOPMENT OF A MINDFULNES

BASED ASTHMA MANAGEMENT PROGRAMME”

WORKING DEFINITIONS

Asthma: Asthma is a common condition characterized by nabke airflow
obstruction, airway inflammation, and increasedniloal responsiveness to a
variety of stimuli, ranging from allergens and otheitants to strong emotions

(National Heart Lung & Blood Institute, 1997).

Mindfulness: Mindfulness is a practice of paying attention ipaticular way: on
purpose, in the present moment and non-judgmentaiydefined by Kabat-Zinn

(2001).

Asthma Management Programme An intervention programme designed to
address the cognitive, emotional, behavioural amadilfal factors related to Asthma

with an aim of enabling the individual to bettermage the condition.
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Exploration: Exploration refers to the attempt to discover thgychological
correlates of Asthma by means of analyzing the stractured interviews

conducted with Asthma patients

Psychological correlatesPsychological correlates are defined in the odnié the
present study as those psychological variables #lahg with other contributory
factors, cause the condition of Asthma to increasts severity, to remain longer in

its symptomatic expression, or to trigger the on$@n episode.

RESERCH OBJECTIVES

1. To explore the psychological correlates of asthm
2. To develop mindfulness based asthma managemegriamme
3. To run a clinical trial of the proposed mindfess based asthma

management programme for fine tuning of the intetioa.

RESEARCH QUESTION

The key research question is formulated as “How ttee psychological
correlates of Asthma be addressed through devejoaim intervention based on

mindfulness?” Based on this, sub questions werefatsnulated such as:

1. What are the psychological correlates of Asthma?

2. How can a mindfulness based management programnagldeess these

correlates be developed?

3. How can it be validated and fine tuned?
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INFERENCES

Current study adopts a multi-method qualitativeesech design, as it
incorporates a number of different qualitative noeth to address the objectives
spread across different phases of the researcthodetf the study can be elaborated
under two broad phases, a pilot phase and a maseplkach phase differs in terms
of objectives, designs and measures used and theét Wwas been carried out. Each

phase contributed to the planning and proceduréhioforthcoming phases.

Pilot phase

The purpose of the pilot phase was to make allngeessary background
preparation for the various phases of the mainystdot phase started with getting
familiar with the psychological variable in the ¢ext of asthma. An extensive
analysis of previous studies was done. An unstradtunterview was conducted
with Pulmonologists for gaining their perspectives the psychological factors

involved in Asthma.

The following variables were identified from thélop phase; i.e., after
exploring the psychological correlates in asthnoafthe review analysis and expert
interview: health related quality of life, streasid asthma symptoms, believes about
asthma symptoms, subjective symptom perceptiontiemand asthma, treatment
adherence in asthma, familial factors, psycholdgitsk factors, psychiatric co-
morbidities and psycho-social interventions in ash Expert interview provided
additional information about the psychological &ast manifested in asthma case

presentations and also about the need and relevdradidressing them as part of a
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comprehensive asthma management program. Basetlese sources of data a

schedule for semi structured interview was prepared

Main phase

The main phase was conducted in a sequential mabmas further divided
into three phases, as Phase 1: Exploratory phasseR2: Intervention development

phase, and Phase 3: clinical trial run phase.

Figure 4.2: Overall design of the main phase with$ sub phases

Exploration of psychological > Semi structured interview (with
correlates in asthma patients diagnosed with asthma)

e Focus group discussion (With
Clinical Psychologists)

* Review of existing intervention
Development of the proposed |____ for asthma
intervention
e Analysis of commonly used
techniques to address similar
symptoms or disorders

Clinical trial run of the
intervention

Main phase 1

The main phase 1 was concerned with the explorabio psychological
correlates of asthma in the selected sample, ubm@ctual administration of the
interview schedule and carrying out data analy3&.persons with the primary

diagnosis of asthma were selected through convesanpling for the interview,
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who met the inclusion criteria for the study. Puhulmgists first evaluated each
patient and then referred to the researcher thdse mvet the inclusion criteria.

Asthma diagnosis was done on the basis of GINAaunds, 2018, and all variants
of asthma have been included for interview. Reabrdiata were transcribed in to
verbatim and thematic analysis was done. The maamés emerged from the
analysis were conceptualization of illness, coggitfactors, behavioural factors,
emotional factors, familial factors, attitude todsrtreatment, asthma related self

efficacy and self concept.

. Conceptualization refers to how people with Asthumaerstand about their
medical conditions and attributions they make abibuFrom the present
study it was found that majority of the participardo not have a clear
understanding of the disease. They have miscomcephout asthma, as they
perceive it as 'disease of breathing’ or 'diseds®muoghing. Ignorance of the
heterogeneity of asthma symptoms has been repowbdh is more
common in people with such phenotypes of asthmarevhi®eathing
difficulty is not prominent (E.g.; cough variant occupational asthma). So
these people have difficulty in accepting theifidifities as being ‘asthma’.
Lack of awareness about the variation in timing arndnsity of symptoms

also contributes to the uncertainty. Their attridtof illness varies from

functional impairment of the heart to that of thads or the nervous system.

. Cognitive factors represent the thoughts, belief$ @erceptions people form
on the basis of their experience with asthtfRaar of death’ was the most

prominent cognition associated with asthma. Ungggta and
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unpredictability about the disease is another pnemt factor noted down.
Here uncertainties were regarding 'what the illness'heterogeneity of
symptoms', ‘intermittent nature of symptoms, etogritive errors such as
labelling ("am | a chronic patient"?) and catastiaption ('l think it is

going to become a full blown breathlessness") teagixaggerated symptom
perception. Anticipation of symptoms was anothditiseme emerged under

cognitive factors.

Behavioural factors represent what people actuddlyin response to their
symptoms as well as other behaviours or action®meed in relation with
asthma. The most notable behavior associated vsihme is avoidance.
Most frequently reported avoidance is of physicelivities, house hold
work, laughing and social interactions. Avoidanéeacial interactions was
seen only in cough variant asthma, since coughingublic is something
that is easily noticeable to others and might tesuémbarrassment. Safety
behaviors were commonly reported by many of thdigpants, with the
explanation that it reduces their tension assotiatéh the disturbances.
Safety behavior associated with inhaler use was sgen. In a similar line,
in the current study participants have reportedt thizey tend to
hyperventilate with the expectation that 'deep thiag' might help to
resolve suffocation. Persons with family history asthma were found to

have a sick role model.

Emotional factors represent the feeling or affecttomponent experienced

and expressed by people with asthma in responsieetoondition. 90% of



the participants report that stress has a roleacerbation and experience of
asthma symptoms. The most frequently reported sstnes in the area of
family, such as conflicts between children, maritdues and adjustment
problems with in-laws. Anxiety and low mood are th@minant emotions
emerged through data analysis. These emotions fregaently associated
with the uncertainty about the next episode, witslf is a cognitive factor.
Hopelessness and helplessness were also seen. vagesinother notable
emotion that participants experience during astlattack, which is often
associated with the frustration of being unable dommunicate the

difficulties with others.

The theme ‘familial factors’ is about a wide rargfedynamics or pattern of
interaction between a patient with asthma and hiseo significant family
members. Though majority of the participants werentl to have a good
family support, a few of them had experienced blainoen the family
members for having an iliness. Perceived burdesnither notable factor.
Contrary to this, elements of over protection aadosdary gain were also

observed in some participants.

Attitude towards treatment is a multidimensionahgtouct encompassing
cognitive, behavioural and emotional elements ca® dbout the treatment
he or she is receiving. Dependence on inhaler wasobthe most prominent
factors identified. Poor adherence to treatment wala® found which is
closely linked with the fear of side effects of noiges. In a similar line

trying out alternative treatment options was alsanfl. This is often
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associated with the 'unpredictability" of asthmanafcial burden was
reported as a barrier for treatment in some ofpgaeicipants, which was

seen only in patients with uncontrolled asthma.

The theme ‘asthma related self efficacy’ is abdwe beliefs patients with
asthma has about how well and effectively one ie &b perform certain
behaviours related to their disease. 'Lack of abraver the illness' was one
of the major factors emerged from the analysiss Thindicative of their self

efficacy specific to asthma.

When they have been asked about how they would rides@about
themselves the most common themes emerged aré&i\sgngo emotions'
and 'poor frustration tolerance. Ninety five petege of the participants
described themselves as emotional, sensitive irur@atand several

participants reported of being 'less expressive'.

To minimize the subjectivity in analysis and sétat of codes, inter-rater

coding was adopted. The themes that emerged dentified as the target areas to

be addressed in the intervention module.

Main phase 2

For addressing these themes a comprehensive ririedfubased asthma

management programme was developed in thelase of the main study. Review

analysis and a focus group discussion were usetiedods here. To make the

intervention valid and to reduce subjectivity ddtam 3 sources have been

triangulated, such as through the analysis of contynesed techniques to address
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similar symptoms or disorders, analysis of existingervention for asthma and
psychological models behind various techniques,thadnferences from the focus
group discussion. Then, a draft of mindfulness thassthma management
programme has been prepared. At first, researchant ihrough the theories
proposed and empirical works conducted to addiessetfactors or factors similar
to this. The rationale was that the themes emefged the exploratory study was
common in some of the psychopathologies like agxggectrum disorders and
mood disorders. How these factors been addressethase conditions were
extensively reviewed. Text books on psychotherapie$ empirical studies on the
management of various neurotic disorders were &ejackground, and on the basis
of this, researcher identified a few techniquesb® adapted to the proposed
intervention for asthma. The identified potentiahtents from this are mindfulness,
Education, exposures, self monitoring, altering aoiping skills strategies and
systemic approaches. It was also decided that rrdtten limiting to a single
psychotherapy model, techniques from different apeutic frameworks can be

used.

After analysing the existing interventions fortamg, it was found that most
extensively used intervention frameworks for thenagement of asthma are
educational, behavioural and cognitive-behaviouBahavioural interventions are
most frequently reported in empirical studies atetdture, and the techniques are,
stimulus control, relaxation, breathing exercissdication programs, biofeedback
and related self regulatory techniques and cognitiestructuring. Principle of

classical and operant conditioning as well as dognitheories is the theoretical
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models explaining the phenomenon of asthma. Orbéises of this, the techniques

most suitable for addressing the factors to beuged were carefully selected.

A focus group discussion was done as a secondcesoaf data for
triangulation. Participants of the focus group dsston consist of 8 clinical
psychologists, selected through convenient samplutg had minimum of 4 years
of clinical experience in dealing with wide varietf psychopathologies. The
discussion was based on the focus group schedutdnwhbvers the felt needs of a
psychological intervention, frame work of intervient suggested contents to
address the identified psychological correlates, @ontent analysis was used to get

the essence of the focussed group discussion.

. Felt needs reported in FGD are, to enhance theptnoee of the disease, to
reduce secondary frustrations, to enhance copingtegies, to reduce

comparison, to reduce distress associated witli@nhiliness.

. Factors that might influence the receptivity of tlimterventions are
motivation and willingness to participate, stigméoat psychological
intervention, over-reliance on pharmacotherapy, amderestimation of

psychological moderators.

. Awareness building reduced number of sessions, aweremphasizing
psychological factors, bringing in the pulmonoldgsd provision of room
for related discussions were suggested to enhameeaeceptivity of the

intervention.
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The assumed potential benefits were better prognasell being, and
improved acceptance, enhanced compliance to treatnreduction of
frustration, better management of emotions and atmlu of asthma

maintaining behaviours.

Potential contents suggested were asthma educawareness building,
using check list of phenotypes, mind body relatmmsorientation (for
addressing conceptualization), challenging maladaghinking, acceptance
enhancing strategies, mindful awareness of symptewidence gathering,
relaxation (for addressing cognitive factors), @syre to avoided cues,
mindfulness integrated exposure, behavioral exparts) education, family
involvement, awareness facet of mindfulness, aermgt facet of
mindfulness ( for addressing behavioural factorayvareness of the role of
emotion on symptoms, enhancement of coping siegemindfulness based
acceptance and non reactivity, engagement in gesgmotion generating
activities (for addressing emotional factors), siolu focussed approaches,
evidence gathering, daily monitoring of symptomsanaging relapse |,
problem solving skill training (for addressing selfficacy), keeping log
diary and connecting it with the socio-occupatiomgisfunction, daily
monitoring of symptoms, motivational interview, phgp-education on
secondary impairments ( attitude to treatment),milfa involvement in
sessions, to educate about secondary gainsjsmsand over involvement,
and also to involve family member as co-therapsiafdolescents clients (for

addressing familial factors) .
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The formal training and clinical experience of thesearcher regarding
psychopathology case formulation and applicatiopsyichotherapies from different
theoretical perspectives facilitated interventiasigning. Then the initial draft of
the intervention was designed after triangulating tlata from all the sources

mentioned above.

To ensure the validity of the designed intervamti@a check list of criteria for
the evaluation of intervention was developed byrdszarcher after discussing with
the supervisor based on CReDECI 2 (Criteria fordriéépy the Development and
Evaluation of Complex Interventions in healthcarevised guideline, 2012) and
TIDieR (Template for Intervention Description and@Rcation, 2014).This draft
was given for clinical psychologists for expert igdation, and based on which

necessary modifications were made.

The proposed Mindfulness Based Asthma Managemeamigr&mme
comprises of 10 session, incorporating techniquem fdifferent theoretical and
therapeutic perspectives. Although, the global &ark of the intervention is
determined by mindfulness. Duration of each sessian fixed to be one hour.
Major components of the intervention are: Psycheeation, socialization of
mindfulness framework, gradual and mindfulnessgrated exposure, being in the
moment, re-conceptualization of thoughts, behadbuexperiments, sitting
meditation, body scan meditation, problem solvimgl @oping strategies, family

education, home works and dealing with relapses.

Rationale for using these components were repdayegiving an account of

the following theoretical models; Theory of mindfaks, bio-psychosocial model
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,operant conditioning (principles of avoidance, atege reinforcement and
extinction), cognitive behaviour theory, catastigphmisinterpretation theory,
formulation of anxiety maintenance by Salkovskisess-coping model by Lazarus

and Folkman, theory of expressed emotion and systid@ories.

Main phase 3

Phase 3 of the main phase was the implementatfothe designed
intervention as a clinical trial run and also fattghg preliminary understanding of
the feasibility. Two participants who met the irgihin criteria of the research were
conveniently selected and intervention was providedletailed case analysis was
conducted before the intervention. Socio-demogm@pheet, psycho-social history,
mental status examination, visual analogue scalesalf reports were the measures
used at this phase of the study. Along with thisrdarmed consent was obtained
from the participants before their participationt the end of the intervention
participants provided a rating on visual analoguales and a self report about
various aspects about the intervention, and this uvalertaken for content analysis

for getting a better picture about the practicap#ind feasibility of the intervention.

. There was a difference on the rating of all the dios (attainment of target

goals) on the visual analogue scale, comparin@ri$teand last sessions.

. Experience of mindfulness was reported as relaaimcalming

. Perceived outcomes of the interventions were reddd be, becoming more
aware of oneself, less worry about asthma, redudtioavoidance to great

extend, feeling that something can be done aba&utitease, more easiness
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in breathing experiencing asthma, improvement imadheache after

meditation, able to lie down and sleep even duaisthma episodes.

. Assumed process behind changes are through redueingjon, less
preoccupation thinking about breathing, try outtlwhgs which have been

avoided and changes in knowledge about asthma.

. Felt difficulties are time consumption, initial fidulty of mindfulness
practice, not being able to practice on some dany difficulty in keep

attending for long time.

Researcher’s reflection about the delivery of ititervention has also been
reported. Implementation of the MBAMP helped theegacher to realize the gap
between designing and doing of the interventiomldb helped to get insights about
the strong and weak aspects of the structure alinkedeof the intervention. The
strong aspect is the sound theoretical back umadf eomponents being included in
it, and the matching of the various components wWithphenomenology of asthma.
The weak aspects are its length and time requiceccamplete 10 sessions.
Regarding the fidelity, a number of sessions wesescheduled due to the
participant’s inconvenience. A number of internaldaexternal facilitators and
barriers affected the delivery of MBAMP in a numlm#rways. Facilitators were
cooperative attitude of the participants, and tlgchological orientation of the
Pulmonologist with whom the researcher had tie Qpe of the barriers was
unforeseen events that happened during the codirdeligery of the intervention.
Making them adherent on home works was anothendbarfResearcher had to

remind them about the relevance of recording peidserperiences related to the
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intervention and asthma symptoms. The biggest eingdl associated with the

research was that recruiting participants for tiveaal trial run.

Fine tuning of the MBAMP

Content-related modifications were not suggestedher from expert

validation or from the participants’ feedback. kel suggestions were received

with respect to making the intervention more cotigpecific and flexible, such as;

Number of sessions can be varied, without affectimg total conceptual

framework of the intervention

Necessary modifications can be made to make trevention fit with the

nature and intensity of client’s difficulties.

If the client is showing difficulties predominantig one or two domains,
relative importance can be given and correspondinglighted time can be

spent on these dimensions.

Involving family is not mandatory, as this may hetapplicable in all cases.

Limitations of the present study

The study may have limited scope with respect $oajplicability within
male population because the number of males wagllaeng both phases of
the research. Better understanding is necessarpardiag how the
management programme developed through this stumyldwwork with

males having Asthma.
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. Another limitation of the study arises, althoughesoapable, from the
theoretical frame work adapted for carrying out tegearch. The MBAMP
designed through the study may only be applicabiepkople with good
meta-cognitive ability, the reason being that mimaéss has been proved to

be successful with such category of individuals.

. Since asthma is a chronic condition, long termofellup programmes are
needed to assess the quality of an interventiogram. On the other hand, it
IS necessary that such an intervention be asséssadmediate experiential
feedbacks that may define the longevity of therrgstion itself, which is

successfully carried out by the present study.

. The study hasn’t incorporated any objective meaglike Peak Expiratory
Flow Rate) to assess the symptom severity of Astlahany stage of the
research. This is primarily because of the reasan the purpose of the
research wasn't related to assessing the effichttyeananagement program.
Although, it would have been better if some kindobfective measure was

included in the study.

Strength and contributions of the present study

. The present study has tried to address all the hpsygical factors
contributing to Asthma. Factors such as behaviouwadnitive, emotional
and familial, etc., are addressed by the MBAMP,chhis one of the first

attempts of its kind.



. Strength of the present study is that all the ‘e selected for the study
have sound theoretical back up. Since it's a catalg study, care was given

while selecting different factors.

. It is one of the few Indian studies conducted iis #rea of research- i.e.,
mindfulness based Asthma management. This woulcte s&s a preliminary

reference for a lot of future researches to be gotadl in this area.

. Although the present research used a very smalpleato derive the results,
the study employed rigorous methods of data calecind analysis, which
makes the results stay valid and applied. In depysis was carried out

through the analysis of verbatim reports, sessaiasiand feedbacks.

Suggestions for Further Research

. The study is highly potent to be replicated on myda sample. Larger
samples provide enough room for researchers to naakke mark inter-
connections within the results obtained. In additio this, different factors

acting as mediators and moderators of the resultddme identified.

. The MBAMP developed through this research may el tout in specific

asthma groups, based on the severity of the conditi

. Since the management programme developed herer igefeeral asthma
conditions, further research can be carried outorder to adapt the
programme applicable to asthma issues which exstnarbid to other

psychological disorders such as depression anetynxi

22(



. Studies of a more longitudinal nature can be cadrogt so that asthma as a

chronic condition would be better addressed.

. Studies can be conducted in order to refine the MBAdeveloped through

this research, in terms of its applicability infdrent settings.

Implications for practice

. The present research contributes to existing astineament practices in
such a way that Multidisciplinary hospitals can @ome conventional
pharmacological treatment with psychological ineewons based on
MBAMP. There is an emerging trend of developing tidigciplinary
programmes for Asthma rehabilitation in our countiffhe MBAMP

developed through this programme can be utilizétii;iperspective.

CHAPTER SUMMARY

This chapter provides a glimpse of the overallcpsses and inferences of
the research. It summarizes the aim, objectived,kay questions of the research,
working definitions, significance of the study, mmetls and major findings and
inferences of the study. Limitations and strengththe study along with the

research and practical implications are reporteétieaend of the chapter.
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APPENDIX |
INFORMED CONS¥T- EXPERT INTERVIEW

Information about the study

| am conducting a study to explore the psycholaigoorrelated of Asthma
and to develop mindfulness based management progeaior Asthma. It is aimed
at understanding the psychological factors behiredttiggering, exacerbation and
maintenance of Asthma and to develop mindfulnessedatervention on the basis
of these identified factors. It has a pilot phasd a main phase where data will be
collected from different groups of people like miduals with Asthma, clinical
psychologists, pulmonologists, etc.

The current phase of the study requires the paation from pulmonologists
in order to derive most common psychological cated found in Asthma.
Pulmonologists always have the first hand infororatabout Asthma and Asthma
patients. So in this initial phase, the researchemg the method of interview,
collects data from pulmonologists. The data codldanay include the psychosocial
factors which are involved in Asthma and how thiestors are being dealt with by
the clinicians.

Participation in the interview is voluntary. It wld be a one-to-one
interaction, taking about 30-40 minutes.

Confidentiality:

The entire process of the interview will be re@atdusing voice-recording
equipment. This is because the researcher thinks @ach and every piece of
information provided by the participants of theemiew is important and cannot be
missed out. This voice record will be used only fesearch purposes. Further,
person-related data will not be used anywhereenréisearch nor it will be exposed
to a third party, under any circumstance. Partitigan choose to stop and quit the
interview whenever they like to.

Undertaking:

Your permission to participate in the expert iew-conduced among
pulmonologists- is sought by Neethu lal V, Reseascmolar, department of
Psychology, University of Calicut. The participamtl have the right to refuse the
consent or to withdraw it during any part of thedst Personal data provided by the
interview will be kept strictly confidential. Pastpant can contact the researcher or
the research guide for any clarification at anyhpof the study.

Consent from the participant of the interview:

| have been informed that the interview condudigdhe researcher is for
the sake of identifying the psychological corretiaté Asthma and the related issues.
| understand that the data which | provide woulty dre used for research purposes
and that too without revealing any person-idemntifyidata. | understand that the



participation is voluntary and | have the rightreduse the consent or to withdraw
the same at any point of the research.

Lt under signed give my
consent to be a participant in the interview whglzconducted as a part of research
titled ‘Exploration of psychological correlates asthma and development of a
mindfulness based asthma management programme’.

Signature (participant)
Name:

Address :

Investigator: Neethu lal.V , Ph. D. Scholar, DegtPsychology,university of
Calicut. No: 9526313831

Guide: Dr.C. Jayan, Professor, Dept. of Psychologyersity of Calicut. No:
9446405056



APPENDIX IlI
INFORMED CONSENT- CLINICAL TRIAL RUN

Information about the study

| am conducting a study to explore the psycholaigoorrelated of Asthma
and to develop mindfulness based management progeaior Asthma. It is aimed
at understanding the psychological factors behivedttiggering, exacerbation and
maintenance of Asthma and to develop mindfulnessedatervention on the basis
of these identified factors. It has a pilot phasd a main phase where data will be
collected from different groups of people like miduals with Asthma, clinical
psychologists, pulmonologists, etc.

The current phase of the study requires partigpaif clients in the trial run
conducted to test the feasibility and practicapildf the Asthma management
programme developed by the researcher and thereliyd tune the same. The
mindfulness based Asthma management programmebwilimplemented in two
individuals who are currently suffering from Asthnide intervention is scheduled
as one session per week, with each session takmgf ane hour. So, it will take a
total of two and a half months to complete the rigation. This intervention is
aimed at addressing the psychological factors wawlin Asthma and would help
the clients to better manage their Asthma symptoms.

The intervention programme will not interfere withe current medical
treatments undertaken by the participant, if anygd A& is important to understand
that this intervention is no way a substitute tadioal treatments.

Because it is a clinical trial run, it is also ianfant to understand that the
benefits claimed or offered by the intervention ao¢ guaranteed and instead, are
only theoretically derived.

Participation in the interview is voluntary. Thi@ta derived through this
clinical trial run will only be used for researctrposes. Further, person-related data
will not be used anywhere in the research nor It e exposed to a third party,
under any circumstance. Participant can chooseo and quit the intervention
whenever they like to.

Undertaking:

Your permission to participate in the clinicahktriun is sought by Neethu lal
V, Research scholar, department of Psychology, éfeity of Calicut. The
participant will have the right to refuse the cartser to withdraw it during any part
of the study. Personal data provided by the ingswviwill be kept strictly
confidential. Participant can contact the researanethe research guide for any
clarification at any point of the study.



Consent from the participant of the interview:

I have been informed that the clinical trial rionducted by the researcher is
for the sake of determining the feasibility and gbiability of the Asthma
management programme developed by the researcherddrstand that the data
which | provide would only be used for researchpeses and that too without
revealing any person-identifying data. | understtrat the intervention will not do
any kind of harm to me physically or psychologigahd that it would not interfere
with the current medical treatment | am undergoihgunderstand that the
participation is voluntary and | have the rightrefuse the consent or to withdraw
the same at any point of the research.

Lt undersigned give my
consent to be a participant in the clinical triah mwhich is conducted as a part of the
research titled ‘Exploration of psychological cdates of asthma and development
of a mindfulness based asthma management programme’

Signature (participant)
Name :
Address :

Investigator: Neethu lal.V , Ph. D. Scholar, DegtPsychology,university of
Calicut. No: 9526313831

Guide: Dr.C. Jayan, Professor, Dept. of Psycholagyersity of Calicut. No:
9446405056



APPENDIX IV
INFORMED CONSENT- FGD

Information about the study:

| am conducting a study to explore the psycholaigoorrelated of Asthma
and to develop mindfulness based management progeaior Asthma. It is aimed
at understanding the psychological factors behiredttiggering, exacerbation and
maintenance of Asthma and to develop mindfulnessdatervention on the basis
of these identified factors. It has a pilot phasd a main phase where data will be
collected from different groups of people like miduals with Asthma, clinical
psychologists, pulmonologists, etc.

The current phase of the study requires the paation from clinical
Psychologists in order to derive various perspestiabout the management of
asthma. Data would be collected using the methddafs group discussion, from
clinical Psychologists. The data collected mayudel interventions techniques and
approached to address certain psychological coeselaf asthma. Participation in
the FGD is voluntary and it would be taking abobt50 minutes.

Confidentiality:

The entire process of the FGD will be recordedngisvoice-recording
equipment. This is because the researcher thinks @ach and every piece of
information provided by the participants of the F@&Dimportant and cannot be
missed out. This voice record will be used only fesearch purposes. Further,
person-related data will not be used anywhereenréisearch nor it will be exposed
to a third party, under any circumstance. Partitigan choose to stop and quit the
FGD whenever they like to.

Undertaking:

Your permission to participate in the FGD-conducachong clinical
Psychologists is sought by Neethu lal V, Researcholar, department of
Psychology, University of Calicut. The participamtl have the right to refuse the
consent or to withdraw it during any part of thedst Personal data provided by the
FGD will be kept strictly confidential. Participao&an contact the researcher or the
research guide for any clarification at any pointhe study.

Consent from the participant of the FGD

| have been informed that the FGD conducted byrésearcher is for the
sake of developing a intervention for the manageméisthma. | understand that
the data which | provide would only be used foresesh purposes and that too
without revealing any person-identifying data. darstand that the participation is
voluntary and | have the right to refuse the cohserio withdraw the same at any
point of the research.



L under signed give my
consent to be a participant in the FGD which isdemted as a part of research titled
‘Exploration of psychological correlates of asthnamd development of a
mindfulness based asthma management programme’.

Signature (participant)
Name:

Address :

Investigator: Neethu lal.V , Ph. D. Scholar, DegtPsychology,university of
Calicut. No: 9526313831

Guide: Dr.C. Jayan, Professor, Dept. of Psycholagyersity of Calicut. No:
9446405056



APPENDIX VI
SOCIO DEMOGRAPHIC SHEET

Name

Age

Sex

Marital Status
Educational Qualification

Occupation

N o o M w0 D P

Socio-economic strata

Clinical characteristics:

1. Psycho-social history
2 Diagnosis
3. Duration
4

Treatment history



APPENDIX VII
MENTAL STATUS EXAMINATION

. General appearance and behaviour:
. Speech:

. Mood:

. Thought form and content:

. Perception:

. Cognitive functions:

Impression



APPENDIX VIII
FGD PROBES

Introducing the participants to FGD: Good morning/afternoon everyone. | would
like to start by welcoming you all to this focusogp discussion and thank you for
taking time in participating in it. Now, as you rhigalready know, we will be
talking about different aspects of the interventionbe proposed for addressing
various psychological correlates of asthma.

Before we continue, let me introduce myself. | Bieethu lal, and | am a
doctoral research fellow in the Department of Psiadny, University of Calicut. |
will be your facilitator for the discussion.

As | mentioned, | am developing a module/programthe psychological
management of asthma. | will give you a brief idtrotion about asthma reversible
airflow obstruction, airway inflammation, and inased bronchial responsiveness to
a variety of stimuli, ranging from allergens andhegt irritants to strong emotions.
Wheeze, shortness of breath, chest tightness arghdbat varies over time and in
intensity, together with variable expiratory aixflolimitation are the common
difficulties associated with asthma. A number ofygh®logical factors are
associated with asthma. In the first phase of theeat study researcher has
explored some of the psychological correlates agleonceptualization of iliness,
cognitive factors, behavioural factors, emotioredtérs, familial factors, attitude to
treatment, asthma related self efficacy and seitept. | will be explaining about
each of these variables to make it clear for yduis FGD is intended to explore
your perspectives on the strategies to addressadhbse domains.

Your contributions will help me in developing tppeogram in such a way
that it becomes acceptable, appropriate, and usetbe maximum.

My role as the facilitator is to guide as well @scourage discussion by
listening and asking questions. | would like to getmuch feedback from you as
possible. Keep in mind that your participation aminions are important. | also
want to tell you the reason why you were invitecbuYwere invited because |
believe that while developing a program or modubattaims at addressing
psychological factors, it is important to get yqerspective as you are practicing
clinicians and you would be dealing with the targe¢as similar to that | have
mentioned earlier.

As mentioned in the consent form, the whole disitus is being audio
recorded because | do not want to miss any of yoanments. Often people say
important things, and it is challenging to writewdo all the points. You can be
assured about the confidentiality of what you gayy of the data that identifies any
of you will not be shared or mentioned in any & thports.

If you are all ready, let us begin.

Before the discussion starts, | would like to gpoitne ground rules so that the
discussion proceeds smooth.



Ground rules

1. One person talks at a time. Listen actively srgpect others while they are
talking

2. Everyone gets a chance to speak. Each one&iguiat is essential.

3. Respect everyone and make sure that you leawegh time for others to
talk.

4, People can have different opinions, and itriglat to express your views

5. There are no right or wrong answers, only d#fifé perspectives.

6. Participate to your fullest ability, the mokeetparticipation is, the better the
outcome

7. Remember that the aim is to get a better utatedsg of the topic. Not to
agree or disagree with a particular idea.

8. Respect privacy. You need not disclose semsitiformation by naming
yourself/a particular person. You can mention egpees in general. Also,
please do not reveal personal data about otheiciparits. Discussion was
carried out on the following areas:

Probes

Is there any need or relevance of psychologicaérvention for the
management of asthma?

What could be the frame works of intervention yoould have used if you
are proposing this intervention?

What all Potential contents can be included ingheposed intervention (in
connection with the themes)?

What is the rationale for the suggested techniqgeé=oretical or
experiential)?

How could be the structure of the intervention st all strategies can be
incorporated in to it?

What are the mechanisms of change you assume to lvetind suggested
techniques?

What could be the Dos and DONTSs of the interverttion

Other Suggestions about number of sessions and thihgs you would like
to add.



APPENDIX IX
EXPERT VAIDATION FORM

Dear Sir/ Madam,

| am sending you a copy of the module that has bleseloped as a part of
my Ph.D. work (Title: exploration of psychologicabrrelates of asthma and
development of a mindfulness based asthma managepregramme). The
proposed module is intended for addressing varpsychological correlates of
asthma using a mindfulness based asthma managenegnamme proposed by the
researcher. For getting a back ground of the modutiraft about the target areas to
be addressed through the proposed interventionss atached along with the
intervention module. Please rate the various aspaficthe modules based on the
quality dimensions and mention any suggestiongiiprovement.

Please indicate your response for each of the thenoa a 0-5 rating.
5 = very good
4= good
3 = neither good nor bad
2 = bad
1 =very bad

Dimensions Rating | Qualitative
(0-5) feed back

Appropriateness of the title

Adequacy of the theoretical basis

Adequacy of the components and its rationale

Logical order of the components

Adequacy of the Mode of delivery

Intervention structure




APPENDIX X
THERAPEUTIC EXPERIENCE AND FEEDBACK

How was the overall experience of the intervention?

How did you benefit from the intervention program?

What are the processes you assume behind the chayme have
experienced?

Were there any difficulties?



APPENDX XI

ASTHMA DIARY

Asthma related How did it affect

Date difficulties Severity you?




APPENDIX XlI
VISUAL ANALOGUE SCALE

“This is a visual analogue scale, which is useohéasure your perceived attainment
of various outcome dimensions related to the imetion you are undergoing. It is a
0-10 visual scale, where 0 indicates least leveltiainment of the target dimensions
and 10 indicate highest level of attainment. Yoe w@aquested to mark where you
belong to in the given scale, on each dimensioarghelow.”

. Knowledge about asthma




Interaction with family




APPENDIX XIlI
BODY SCAN MEDITATION

This practice is called body scan meditation feegkr physical and mental
relaxation. During this process it is best if yaancmanage to stay awake. Wear
loose clothing so that your waist does not stretbile breathing. Remember not to
try too hard to relax. Just accept whatever happegsu and experience it. Allow
yourself to be exactly just the way you are rattien trying too hard to change
things in life as we usually do. Do as best as gauand be aware of how you feel.
Remember there is no right way to feel.

Now lie down on your back on the bed or mattress alow your eyes to
close gently, letting the arms lie on alongsidenjoody and palms open to ceiling
and feet to fall away from each other. Now jushfryour attention to the fact that
you are breathing (Pause 10 sec). Not forcing thath in any way... just observing
the air that goes in and out of your body and dilngcyour attention particularly to
your belly... your abdomen and feeling the sensatimn that region as the breath
goes in and your belly expands gently and as teathrgoes out of your body,
observe your belly relaxing. Follow the movementyotir belly with your in and
out-breath (Pause 20sec). On each out-breath, gtbomself to let go to sink a little
deeper into the bed with your in-breath and oustbre. one following the other
(Pause 10sec).

Now when you feel ready, shift the focus of yottemtion to the toes of your
left foot. Focus on each of the toes of your lefitfand experiencing any sensations
— warmth, tingliness or whatever, just feel the whagy are (Pause 10sec). As you
breath in, just imagining that the breath is engpthe lungs and then passing down
into the abdomen, into the left leg and out of lé#fefoot and as you breath out the
breath is coming all the way back up through théoaten, chest and out from your
nose (Pause 10 sec).

Now when you are ready, on an out-breath, jusgtetf the awareness of
the toes completely and bring the focus on theobotf the left foot and whatever
the feeling is in this region... breathing in fromethottom of the left foot and as
you breath out, letting it go and coming to focwsvron the heel, where the heel is
coming in contact with the bed and feeling the agaoss of touch, pressure and
breathing into the heel... and again on an out-brgash letting go of the heel and
now let the feeling spread to your left ankle afl.wet the breath be taken into the
ankle and on an out-breath just letting it go.... Axganding the awareness into the
rest of the foot, top of the foot and right intouydoones and joints... (Pause 5 sec).
Then directing the attention into the lower lefg,I¢he calf... shin... knee... and so
on (Pause 5 sec). Just accept the feelings asegbubireathing with them and then
let go of this part and focus now on the sensatanthe lower left leg, the thigh...
and the abdomen... just being aware of the sensaitiotieese parts.... Breathing
into them and as you breathe out, just letting fginis part... (Pause 10sec)



Let’'s move over the right leg and become awarthetoes... the right lower
foot and the right ankle... breathing with it andited go as you breathe out with
these sensations in these parts (Pause 20sec)bdlmwne aware of the right knee,
right thigh and the whole of the right leg.... Expeicing these sensations and
breathing with it and on an out-breath just lettingo and sink into a deeper state of
awareness and stillness (Pause 20sec).

Let's direct the attention to the lower back... ahd upper back... and the
whole of the back... when you become aware of angidentightness, fatigue... be
aware of these and breathe into them... and then &aease of letting it go as you
release on the out-breath... (Pause 15 sec)

Now allow the attention to shift to your belly... gatiencing it rising and
falling as you breathe in and breathe out (paused and gently shifting the
awareness to go to your chest as it expands wibreath and contracts with out-
breath...(pause 5 sec) and feel the beat of youtt.hedrungs expanding on both
the sides of your heart...nourishing every tissugoar body and blood returning to
the heart and purifying the body with renewed epevigh each breath.

Now be aware of the sensations in the tips of ymgers of both hands...
your palms... hands and the wrists... (Pause 5 secethWgh it is dampness or
tingliness... just feeling the pulsations of théeaes and blood flow to your
hands.... Forearms... the elbows... and the upper arne.btbeps and the
shoulders.... (Pause 10 sec). And if you feel angitenjust breathe into it and
letting it go or releasing as you breathe out... isigkinto the deeper state of
relaxation and stillness.

As you become ready, move your attention to thek lodt your neck and the
entire throat region...breathe into these sensagonsexperience and let go as you
breathe out and gently becoming aware of your fagéhich stores tension over the
course of the day (pause 10sec). Focus on your, @virs and experience it as it is
right upto the whole of the face... your cheeks... lipgnouth... and teeth.... Be
aware of the nose... the breath moving in and oybaf nostrils (pause 5sec). Just
being aware as the breath goes on (pause 20se@wBee of your eyes... the
eyebrows... and the space in between your eyebrow®. tetision within it and the
temples... let dissolve this tension as you release preath... (Pause 5 sec). Now
the forehead...let it soften as you breathe in... whbege is tension and stress
(pause 5 sec). Just breathe in... nourish your fadefeel the whole of your head,
the top of your head.... Breathe out with energy ftapin and out from head to the
toe (pause 5 sec)... in to a deep state of relaxatiéeel your body as a whole...
and experiencing ourselves just the way we are.emig things as they are and
experiencing the quality of being able to love amade...(pause 10sec). Just be
aware that you feel relaxed and nourished... andlygesggen your eyes and
congratulate yourself for spending time for youaltie...



APPENDIX XIV
MINDFULNESS MEDITATION

To begin with the practice of meditation, set asadtime and place where
you would not be interrupted. Settle into a con#bl¢ sitting position on a straight
backed chair. Place your feet flat on the floofhwibur legs uncrossed. Gently close
your eyes (pause 20 sec)

As you sit here... just bring your attention to fhet that you are breathing
(pause 10sec)

Be aware of the movement of the breath as it gp@sd comes out of your
body...not manipulating the breath in any way, simpéing aware of it and the
feelings associated with breathing (pause 20sécyou feel comfortable with it,
observe it deep down in your belly... expanding agldxing with each in-breath
and out-breath. Simply being totally here with eacbment, with each breath....
Not trying to do anything... simply being with youredathing (pause 20 sec).
Observe each in-breath and each out-breath — a eedng cycle as if you were
riding the waves of your breathing (pause 90see)nd aware of the duration of
your in-breath and out-breath from moment to mon{patise 90 sec). Sooner or
later your mind will wander away from the focus ydur breath to thoughts,
daydreams, worries, future or whatever. This idgmtly Ok, this is simply what
minds do. Simply remembering that every time youndrhas wandered, gently
bringing it back to the present and observing tbes fof your breathing. Using the
breath as an anchor in meditation to focus yownétin will help you bring back to
the present. Whenever your mind is moving out ef ghesent or being unbalanced
or getting preoccupied or react, it will help yoeek in the present state of relaxed
awareness and stillness (pause 90sec).

As you become comfortable with your breath, altbvw focus of awareness
to expand to include the sense of your body as @enéis you sit here.... Feeling
breath from head to your toes (pause 20 sec). Beeawf not only breath but your
body as a whole and sitting here with whatever come without reacting..... Just
being totally here (pause 20sec). Off course itpkap to all of us that some
sensations, pain or discomfort in one part of théytbecomes overwhelming that it
becomes difficult to stay focused from time to tintfethis happens, just mindfully
shift to comfortable position or simply be aware thiese sensations as they
subside... (Pause 20sec)

And whenever you notice that your mind has wartleo to future or
thoughts just bring it back to your breathing ahd sense of your body as you sit
here.... Not going anywhere... not doing anything, gistply sitting..... Be totally
with yourself at this moment (pausel5sec).

As you become comfortable with your breath andybdet the focus of
awareness expand towards hearing or sounds thatmgube aware of in the
environment or sounds within your body... not goingg$earching things to hear....
Just full awareness of hearing from one momenttutheer (20sec), not judging it



whether you like it or not... just hearing (60sed)ydu notice that your mind is
wandering off from your focus of awareness, jushdpit back to your ears to right
now to whatever is here (20sec)

Once again as you sit here, allow your focus cdrawess to expand and this
time, include thinking.... To include thoughts asyttme to your mind (pause
20sec). The observation of thinking process itseltist seeing each thought that
comes to your mind as a thought... as a mental eygsttas a sound is an event
(pause 20sec).

Thoughts could be about anything — the future,ybddelings, thoughts
about time, thoughts about thoughts... whatever #reyobserve just as they come
and go, just be aware of these thoughts comingyamt) as you sit here (90sec).

If you find yourself drifting away from the thouighjust use your breath to
bring your focus back at the present, whatever Hreyfears, worries, pressures or
disease...just observe these as thoughts withowwily them or rejecting them,
simply being here at the present moment (pausecgOse

We began with breathing, then to expanded awasetoesiclude body as a
whole, then the sounds as well and thoughts asdbene to your mind from time to
time... now just let go of all these and instead @fusing on anyone, just allow
yourself to just sit here and be with yourselfthbughts come, observe thoughts...
if sounds, then observe sounds... if sensations um gody then notice it and if its
breath then be aware of that (pause 30sec), fiisigsivith stillness and calmness in
the present.

Now slowly open your eyes recognizing that youeéh#aken out time and
effort to be totally with yourself and cared folfse



