Seeing the Whole Person with Chronic Pain
Major John Blue Star, Clinical Health Psychology Fellow

21 July 2020 — Broadcasting from San Antonio




Attendance Code

To obtain CPE credit for this activity, you are required to actively participate in this session. You
will need this attendance code in order to access the evaluation and CPE form for this
activity. Your CPE must be filed by 21 October 2020 in order to receive credit.




CPE Information and Disclosures

|, David W. Bobb “declare no conflicts of interest, real or apparent, and no financial
Interests in any company, product, or service mentioned in this program, including
grants, employment, gifts, stock holdings, and honoraria.”

8

The Tennessee Pharmacy Association is accredited by the Accreditation Council for
Pharmacy Education as a provider of continuing pharmacy education.




CPE Information

Target Audience: Pharmacists and Pharmacy Technicians

ACPE#:
0575-0000-20-093-L08-P
0575-0000-20-093-L08-T

Activity Type: Knowledge [Pain Management]




Learning Objectives

At the conclusion of this activity, participants will be able to:

1. Understand DHA intent on treatment of pain

2. Articulate the problems with the pain reduction model

3. Gainanintroductory understanding of Pain Neuroscience Education
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Consider how to get more involved in helping patients in an interdisciplinary approach
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Module A: Determination of Appropriateness for Opioid Therapy

Note: Non-pharmacologic and non-opioid pharmacologic therapies are preferred for chronic pain.

e Proceed o
Wodule D

Obtain biopsychosocial assessment
(s Sidebar ]

Sidebar A: of
« Painassessment including histary, physical exam,
ities, previous tr i

duration af symptoms, onset and triggers,
location/radiatien, previous episodes, intensity and
impsct, patient perception of symptoms

= Patient functianal goals

+ Impact of pain on family, work, life

*  Review of previous disgnostic studies

= Additional consultationsand referrals

Educate/re-educate on:

- Non-oploid management

= Selfmanagement toimprove function and quality of ife

= Realistic expectations and limitations of medical treatment

- Coesistingillness and treatments and effect on pain
- Significant psycholagical, socfal, or behavioral factars
that may affect treatment

+ Family history of chronic pain

« Collateral of family involvement

6
{e.g. physical, psychological, and complementary and

Implement and optimize non-oplaid treatments far chronic pain

- Patient beliefs/knowledge of:
+ The cause of their pain
« Thelr treatment preferences

integrative

+ The perceived efficacy of various treatment options
For patients already on OT, include assassmant of
0 fe.g., bellefs, fons, fears)

related to cont

¥
7
Are these treatments effective in managing No
pain and optimizing function?
Yes

= Complete opiold risk assessment
Yes * Do patient ricks outweigh benefits? Consider

o n:

inuing vs. tapering OT

strength and number of risk factors and
patient preference [see Sidehar B)

- 1

Sidehar B: Examples of Absclute

Contraindications ta Initiating Opicid

Therapy for Chronic Pain

= True life-threatening allergy to opiids

+ ActiveSUD

- Elevated suicide risk {see YA/DoD
Suicide CPG)

3
Is referral/consultation for evalustion and
treatime: ted i e,

more intensive interdisciplinary care]?

B!

Referfconsult with appropriats interdisciplinary
treatments

Is the patient willing toengageina
comprehensive pain care plan?

s

12

Educate paticnt and family abaut treatment optins, including
education on;

« Known risks and unknown long-term benefits of OT

» Risks of SUDand averdase

+ MNeed for risk mitigation strategies

No

- Naloxone rescue
» )
/ Is adding OT to ive pain therapy

Indicated at this time? [see Sidebar €} >

=

s
e Is patient prepared to accept
responsibilities of and s provider prepared
toimplement risk mitigation stategies?

= g

-G use of

Sidlebar C: Consideration Checklist for

LOT for Chronic Pain

* Risksda not autweigh potential
modest benefits

+ Patient is experiencing severe chronic
pain that Interferes with function and
hasfailed to adequately respond to
indicated non-apiaid and nan-drug
therapeuticinterventions

- Patient iswilling to cantinue to
engage in comprehensive treatment
plan including non-opioid treatments
end implementation of leamed active
strategies that meets his or her needs
0 be successful with plan of care

*  Clear and measurable treatment goals
are extahlishad

« Patientisabletoaccess adequate
follow-up for 0T (see

Discuss and complete written informed consent
with patient and family

v

| Determine and document treatment plan

17 - 18
Exit algorithm; manage with
nan-opioid modalities Proceed 10 Module &

ions 7-9)

*  PDMP and UDT are concordant with
expectations

« Review of recent medical records s
concordant with diagnosis and risk
sssssssss t

+ Patient s fully informed and consents
to the therapy

LOT: long: ici

drugtest; YA/DoD Suicide CPG: VA/

herapy;
oD Clinical

T: opicid therapy; :Prescription Drug Monitari g
ideline for the f Paties

7 SUD: substance use disorders; UDT: urine
nts at Risk for Suicide

VA/DoD Clinical Practice Guideline for Opioid Theig ‘
Chronic Pain, 2017

I. Summary of Recommendations
Recommendations were made using a systematic approach considering multiple
domains: the confidence in the quality of the evidence, balance of desirable and
undesirable outcomes, patient or provider values and preferences, and other
implications, as appropriate (e.g., resource use, equity, acceptability).
For the treatment of chronic pain
We recommend:
Alternatives to opioid therapy (OT) such as self-management strategies, other
non-pharmacological treatments, and, when pharmacologic therapies are
used, non-opioids over opioids
We recommend against:
Initiating long-term opioid therapy (LOT) for chronic pain, particularly in the following
patient populations due to increased risk of adverse events with OT: untreated
substance use disorder (SUD), concurrent benzodiazepine use, less than 30 years of
age
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Pain Management and Opioid Safety in the Military Health System (MHS)

CLINICAL OPERATIONS.

d. Opioid Prescribing Guidance
(1)For uncomplicated, opioid-naive patients, all prescribing providers should limit opioid

prescriptions to no more than a 5-day supply of short-acting opioids for acute pain
episodes, including postoperative pain from minor outpatient procedures. These patients
should rarely require renewals of opioid medications; if renewals are given, they should be
limited to a 3-day supply and occur only after clinical re-evaluation and documentation in

the electronic health record (EHR).
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Pain Management and Opioid Safety in the Military Health System (MHS)

CLINICAL OPERATIONS.

d. Opioid Prescribing Guidance

(4) For patients with postoperative pain from major procedures, all prescribing providers
should limit opioid prescriptions to no more than a 10-day supply of short-acting opioids. All
patients requiring opioids after major procedures should receive an informed consent with
information about the risks of opioids. Renewals may be required depending on the
situation. They should be given only if needed after surgical re-evaluation and should not

exceed a 7-day supply.
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Pain Management and Opioid Safety in the Military Health System (MHS)

CLINICAL OPERATIONS.

d. Opioid Prescribing Guidance

MTF clinicians shall use non-pharmacologic treatments (to include but not limited
to acupuncture, chiropractic care, physical therapy, behavioral health treatments)
of pain as clinically appropriate. Clinicians may provide or refer for non-
pharmacologic treatments not listed here. They will understand what non-
pharmacologic pain treatment modalities are available locally. Some non-
pharmacologic treatments are not available at every MTF.
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CDC Guidance

Use nonopioid therapies to the extent possible

Identify and address co-existing mental health

conditions (e.g., depression, anxiety, PTSD) N 0 N 0 P | 0 I D M E D I CATI 0 Ns

Focus on functional goals and improvement, engaging
patients actively in their pain management MEDICATION

MAGNITUDE OF
BENEFITS

HARMS COMMENTS

Use disease-specific treatments when available (e.g.,

triptans for migraines, gabapentin/pregabalin/duloxetine Acetaminophen Small Eieglila;%{;}:g; particularlyat | gt line analgesic, probably less effective than NSAIDs
for neuropathic pain)

---------- NSAIDs Small-moderate Cardiac, GI, renal First-line analgesic, COX-2 selective NSAIDs less Gl toxicity

Use first-line medication options preferentially ' (abapentin/pregabalin Small-moderate Sedation, dizziness, ataxia | First-line agent for neuropathic pain; pregabalin approved for fibromyalgia
Consider interventional therapies (e.g. e e TCAs have anticholinergic

. e . . P . (.8, . Tncyrchq anhdeprgssan’gs A and cardiac toxicities; First-line for neuropathic pain; TCAs and SNRIs for fibromyalgia, TCAs for
corticosteroid injections) in patients who fail serotonin/norephinephrine Small-moderate SNRIs safer and better headaches
standard non-invasive therapies G TR tolerated

. . . . . Capsaicin initial flare/ Consid lternative first-line, thought to be safer th i

Use multimodal approaches, including Topical agents (idocaine, | <. voderste | buming mitationol | medications Lidocaine for neuropathc pain,topcal NSAIDs o oalized
interdisciplinary rehabilitation for patients who have capsaicin, NSAIDs) mucus membranes osteoarthritis, topical capsaicin for musculoskeletal and neuropathic pain

failed standard treatments, have severe functional
deficits, or psychosocial risk factors

CENTERS FOR DISEASE CONTROL AND PREVENTION (2016). NON-OPIOID TREATMENTS FOR CHRONIC PAIN




Pain Approach Metaphor:
The Ride

You’re WRONG, mama!
Pain is AWESOME

https://imgflip.com/memesearch?g=waterboy
https://imgflip.com/memesearch?q=waterboy




Pain Reduction as Bullseye

“pain = bad”

Physical domain
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Words Matter
| observational study Me d iC i N e

R L L R I )]

Do lumbar magnetic resonance imaging changes
predict neuropathic pain in patients with chronic
non-specific low back pain?

Eva Vagaska, MD*P, Alexandra Litavcova, MD®, Iva Srotova, MD*P“, Eva Vickova, PhD?P9, _
Milos Kerkovsky, PhD®, Jiri Jarkovsky, PhD®, Josef Bednarik, PhD?*®9, Blanka Adamova, PhD?®<*

Abstract N
The aim of this observational, cross-sectional study was to analyse lumbar magnetic resonance imaging (MRI) findings in patients
with non-specific chronic low back pain (CLBP), and to evaluate any correlation with pain intensity and their capacity to predict
neuropathic pain (NP) in these patients.

Fifty-two patients with non-specific CLBP, between 21 and 62 years of age, 50% men, were investigated. Lumbar MRI was
employed to assess disc degeneration, endplate changes, Modic changes, disc displacement, facet degeneration, foraminal
stenosis and central lumbar spinal stenosis. The characteristics of pain were evaluated and patients were divided into 2 subgroups:
with NP (24 patients) and without NP (28 patients), based on the results of a DN4-interview. Correlations between particular MRI
changes and their relations to the intensity of pain were evaluated. Logistic regression was used to disclose predictors of NP.

Lumbar spine degenerative features were frequent in patients with non-specific CLBP, with L4/5 the most affected level. A
significant cormrelation emerged between the severity of degenerative changes in particular lumbar spine structures (cormrelation
coefficient ranging between 0.325 and 0.573), while no correlation was found between severity of degenerative changes and pain.
Multivariate logistic regression revealed only 2 independent predictors of NP — female sex (odds ratio [OR]=11.9) and a mean pain
intensity of >4.5 in the previous 4 weeks (OR=13.1).

Degenerative changes in the lumbar spine are frequent MRI findings, but do not correlate with the intensity of pain and do not
predict NP. However, female sex and pain intensity do predict NP.




Pain Reduction as Bullseye

“pain = bad”
Anger
Sadness

Anxiety

Emotional domain




Pain Reduction as Bullseye

“pain = bad”

https://www.article.com/product/1170/ceni-volcanic-gray-sofa

Behavioral domain
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Pain Reduction as Bullseye

“pain = bad”

Self-efficacy Pain = tissue damage

Cognitive domain




Self-Efficacy

You, me, or nobody Is gonna hit as hard as
life. But It ain't about how hard

you hit. It's about how hard you can

get hit and keep moving forward; how
much you can take and keep moving
forward. That's how winning is done!

T
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Self-Efficacy

aulie: Hit the one in the middle
\

https://www.charactour.com/hub/characters/view/Paulie-Pennino.Rocky-Series
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Self-Efficacy

https://threeowlmedia.com/2019/05/about-your-pain-points/




Pain Self-Efficacy Questionnaire
2 item version (PSEQ-2)

Please rate how confident you are that you can do the following things at present, despite the

pain.
1. I can do some form of work 0 1 2 3 4 5 6
?lesplte the pain (“work | Not at Completely
includes housework and paid all confident confident

and unpaid work).

2.1 can live a normal life

despite the pain. 0 1 2 3 4 5 6
Not at Completely
all confident confident




Phantom Pain Case Study:
Don’t Try This at Home!

DailyMlail

.com
Home | UK. BN Sports | U.S. Showbiz | Australia | Femail | Health | Science | Money | Video

ADVERTI

16 years of left hand pain following
motorcycle accident

Latest Headlines | Royal Family | News | World News | Arts | Headlines | Pictures | Most read | Wires | Games

Father builds guillotine and chops off his own hand in bid to end years of
agony after accident left him in pain but doctors did not help...and it still
hurts

Multiple treatments: 40 medications +
Spinal Cord Stimulator

+» Mark Goddard, 44, used an axe, some springs and a gate post to cut it off
+» Father-of-one from Devon says NHS has ignored his pleas for amputation
+ Ten days ago sliced off hand and burnt it in bucket to stop reattachment

« But pain he suffered remains and he has issued deadline for NHS surgery

Cut off hand via homemade
guillotine/burnt it to prevent re-
attachment

« 'I've told them that if nothing is done, | will take the arm off,' he said San

By MARTIN ROBINSON
PUBLISHED: 07:23 EDT, 28 March 2014 | UPDATED: 14:54 EDT, 29 March 2014

A motorcycle crash victim has
amputated his injured hand with a
homemade guillotine to end 16 years of
unbearable pain only to find his arm still

Now experiences left residual limb and
phantom limb pain!

hurts.

Desperate Mark Goddard, 44, says he
was driven to cut it off because the NHS
refused to, and even burned his severed
limb to ensure surgeons could not
reattach it.

The father-of-one took a fortnight to
build the guillotine using an axe, some
springs and an old gate post, which took
his left hand off ten days ago.

But unfortunately the DIY amputation in
his garden, carried out without any

anaesthetic, has failed to take away the
pain that has tormented him since he
was 28.

Painful: Mark Goddard, 44, sliced his hal
in his garden with a homemade guillotine to
end years of pain - but it still hurts
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ALARM ACTIVATES
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LEVEL




LEVEL
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Message to the brain
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Extra
Sensitive
Normal
Alarm Electrical
Activates Activity
Before Pain After Pain




Figure 12: row 2 - patient asked her to move painful back while in scanner. Brain
activity related to pain whereby red signifies more pain related activity.

Figure 13: row 3 - patient taken out of scanner & provided with teaching session about
pain for 25 minutes. Following this, the scan of the patient was immediately repeated
doing the same painful task as performed in Row 2.




Chronic Pain resides in Long
Term Memory

Acute Pain resides in
Short Term Memory

Acute Pain Neural Loci: Chronic Pain Neural Loci:

* Primary/secondary  Maedial Prefrontal Cortex
somatosensory cortex * Anterior Cingulate Cortex

* Thalamus « Amygdala/Hippocampus

* Insula e Nucleus Accumbens




Brain Map Experiment: Proprioception

Imagine or sense the exact shape and position of your ears

Rub just the left ear for a few seconds
Compare your ability to sense the left ear and the right.

Much easier to sense the left

o Touching the left ear activated its “mechanoreceptors” — which sent a signal to the brain, — activated
the map for that area (only temporary)
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ACUTE PAIN

https://www.pinterest.com/jmk4828/lipstick-on-a-pig/

CHRONIC PAIN

https://www.gambling911.com/politics/lipstick-pig-what%E2%80%98s-got-mccain-and-pal
sow-riled-091008.html
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LEVEL

EXTRA
SENSITIVE

Movement
Motivation
Mindfulness
Behavioral
Activation
Meaning
Safe pain
f\/\f\/\l\/\/W\, NORMAL control
e Better Sleep

* Education

* Interdisciplinary
Approach!!!




Example

Video: https://www.dvcipm.org/clinical-resources/joint-pain-
education-project-jpep/pain-educational- 4
videos/#understandpain

Cheesy Stock Photo



https://www.hepb.org/blog/multidisciplinary-cancer-teams-what-are-they-and-what-do-they-do/
https://www.dvcipm.org/clinical-resources/joint-pain-education-project-jpep/pain-educational-videos/#understandpain
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Care Complexity

Single Clinician, FCM

Clinical Indicators Escalation Criteria De-Escalation Criteria
Pain Severity  Opioid Prescripfons PainSevertly  Opioid Erescriptons PSR ST,
Mood Disorders  Treatment Refraciory ReferraisVists  Treatmeni Refiaciory ML st
ReferralsVisils  Funclional Actilies ER Utifzation  Functional Actiities A
ER Ulifzation  Goneurrent Mecfcations SleepQually  SUBSIANGE USE AISGREET Clpiokdt Fresaffons
Slesp Qually HnEHanalACes

IBHC

Clinical Phamacist
Physical Therapist
Care Coordinator

o dination
(P

PCM

Tertiary Level:

Pain Management Clinic

Secondary Level:
PCM Medical Neighborhood

Primary Level:
Patient-Centered Medical Home

The goal of the Stepped Care
. — Model is to return patients to
e function and restore health

Acute Pain, No Comorbidity Patient Complexity Chronic Pain; Comorbidifies
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