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Why are interactions with some pain patients
so “difficult”?



For some patients we run out of appropriate and
rational medical options







Overview

e Understand the causes of difficult interactions

e Advice for avoiding such interactions in the
future

e How can we avoid conflict over opioid
medications?



The only way avoid or get out of “difficult
interactions” is to do something differently




Conclusions

e The most important thing to do differently is
to stop blaming the patient

e Understand how our own efforts to help
exacerbate and perpetuate these interactions

e Learn new ways of thinking about chronic pain
and its treatment



Current Practice

Chronic pain is a very common problem

95% chronic pain treatment is done by PCP

Do well with 90% of patients with pain

The other 10 % are usually referred to as “pain
patients”



Useful Distinction

 “Simple” chronic pain responds to standard treatments
— Pt. is generally functional
— Interactions are mutually satisfying

e “Complex” chronic pain does not respond to standard
treatments

— Declining function over time in spite of progressively more
aggressive, expensive, and risky medical treatments

— Hx “enigmatic” presentations to multiple providers
— Mutually unpleasant interactions

— Perceived to be demanding, dissatisfied, and, often, drug-
seeking



Complex Pain

e Best viewed as a syndrome that occurs across
a wide variety of painful conditions

e Overwhelmed by pain and overwhelming the
system

e |atrogenesis is a significant problem for
complex pain patients



WHY DO DIFFICULT INTERACTIONS OCCUR?



Cycle of complex chronic pain
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The Cycle of Chronic Pain
Share a biomedical model

Urgent pain relief is the goal

Standard treatments tried
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Clinical decisions are rational
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Hopeful Phase: Cooperation

Patient Provider

Other Problems Other Problems




Biomedical Model: Pain as Symptom

Nociceptionz==) Pain =) Suffering

Disabillity

|dentify the cause --- Fix the pain ---- solve the problems



Biomedical Model: Pain as Symptom
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Disabillity

|dentify the cause --- Fix the pain ---- solve the problems



Cycle of complex chronic pain
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The Cycle of Chronic Pain
\Uoﬂ o Tests are negative

e Severe Chromc Pam

eStandard treatments are
R not working
N [_1

Trqatment
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Mutual Frustration . Rational

e Specialist treatments fail
o ‘Non Rational
I on, S Bl ° Patients are returned
EiE unchanged and more
frustrated




Hopeful Phase

Patient Provider

Other Problems Other Problems




Doubtful Phase: Conflict

Patient Provider

Other Problems Pain

\ Other Problem

The more we communicate doubt, the
more vigorously patients pursue validation
they have a “real” problem




Conflict: Increased demands for validating
tests that pain is “real”

LITTLE BIT FROM
YOURS, MRS. OLMSTAD,
BUT THEN, I'm

HAMPERED BY
77 TWENTY YEARS
: OFf MEDICAL
SCHOOL
EDUCATION.

© maoner e TAVES (217



Conflict: Increased demands for urgent
pain relief

Rare, Natural Formula Floods Painful Joints With Soothing Lubricant

Doctor’s New, Tiny “Super Pill” May Actually . .

Eliminate Agonizing
Joint Pain In Just Days

Amazing Compound Called The “Cure” For Arthritis

® Works FAST

s ® No Drug
0% Side Effects

® Safe & Natura

- “My joint pain is completely
& GONE! This is remarkable!

Proven sate and efodive in 1
dinical stedies. (See Page 6)




Cycle of complex chronic pain
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The Cycle of Chronic Pain

e Little to offer: more of
© Severe Chromcpam&% ‘ SElNE
Y eRepeat tests
eEscalate meds
Raﬁ',,,',a,'f;;iatme,,t e|mprobable diagnoses
=]/ eRefer to more specialists
= *Further escalate meds
eConsider unproven tx
S HEE e Returned to primary care
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Cycle of complex chronic pain
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Hopeless Phase: Provider

III

¢ Painis not “rea
- * Unmotivated
e Secondary gain
e Substance abuse

e Psychiatrically impaired

e Personality disordered
mk. el
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Hopeless Phase: Patient

|”

e My painis “rea

My disabling
* |ncompetent
chronic d!n&-"“ .
s ARG  Uncaring
 Withholding

than your
treatment because

of costs, fear of
regulators, etc.

imaginary rnFJII'Ilml
epertise




Mutual Rejection/Repetition

Provider: another crock

Pt: another quack

BLAME

THE SECRET TO SuccEis 5 KNOWNG WHO 10 BuausE rok Your Falluses,



Insanity: Doing the same thing and
expecting different results

“lilll( ...Differently

it's whatth ¢
when you don't know what to do



Conflicts develop because we doubt
each other rather than doubting our
assumptions about chronic pain and
Its treatment



Fundamental problem

e Both pt. and provider share a biomedical
model that is inadequate to address the
complexities of complex chronic pain



Biomedical model: problematic beliefs

Pain is the primary problem

Pain is a symptom of an underlying condition
that can be objectively identified

Medical solutions are possible

Provider is the expert responsible for fixing
the problem

Pt. is a helpless victim of a disease or injury



latrogenic Escalation

e |atrogenic escalation occurs because:

1) Both pt. and providers share:
e A primary focus on urgent pain relief

e A belief that a medical solution via opioids is
possible

2) Providers experience significant personal and
professional pressures to “help” by urgently reducing
pain

3) Opioids are an “easy solution” when confronted with
overwhelming suffering or difficult/ demanding
patients



latrogenic Escalation
e |atrogenic escalation occurs because:

e Escalation ultimately fails because complex
pain is complicated by a host of psychological
and social problems that are often
unaddressed



Breaking the cycle

i Breaking the Cycle

Severe
Chronic Pain

. First, change the wa
we offer solutions.

{ 3. Redefine help and harm.

4. Recognize simple medical

solutions do not exist. | . Rational

Mutual ‘:f.i]
“ Treatment

Frustration |

Non Rational
Treatment

e[S
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latrogenesis
Rational Treatment

of pam It nerw

over and over aga X :

want to maintain hope and provide rational
treatments that are safe, effective and evidence-
based.

Reconceptualize the
problem

Redefine helping

Redefine methods,
goals

Transfer hope from
medical solutions to
self-management
efforts



HOW CAN WE AVOID DIFFICULT
INTERACTIONS IN THE FUTURE?



Clinical interactions as “dance”

£ . % = ° Two partners working

VeA

cooperatively as a unit
In response to music.

* e One partner leads, the
other follows.

 Music: beliefs about
pain and its treatment




Difficult Interactions

You may be doing it wrong



Difficult Interactions

e |nteractions are
“difficult” when we lose
control

* Focus on medical
solutions with goal of
urgent pain relief

e Leader: decisions are
based on pt reports of
effectiveness, side
effects, etc.

-3
,'-_‘il




Take the lead

e Put down the
burden of being the
“expert” responsible
for urgent pain relief

 Medical solutions do
not exist for complex
chronic pain




e Chronic pain is best understood as a process that
evolves over time

 The chronic pain experience results from the entire
progression of the patient’s illness, the sociocultural
context in which it occurs, and the interactions
between health care professionals and patients

— Osterweis, M, Kleinman, A, Mechanic, D. Pain and disability: clinical,

behavioral and public policy perspectives. Washington, DC: National
Academy Press, 1987



Complex chronic pain is not “curable”

Patients who are
overwhelmed by
complex chronic pain
are always overwhelmed
by life problems
independently of pain



Recommendation

* Provide care within the context of a biopsychosocial
model of chronic pain

— Literature clearly supports the notion that chronic
pain is a complex human experience that can only

be understood in the entire context of the person’s
life

— Pain Experience = Nociception X Suffering X
Disability



Biomedical Model: Pain as Symptom

Nociceptionz==) Pain =) Suffering

Disabillity

|dentify the cause --- Fix the pain ---- solve the problems



Biopsychosocial Model: Pain as Experience

g
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Biopsychosocial Model: Pain as Experience

Pain
Nociception j>

Disability



Biopsychosocial Model: Pain as Experience
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Biopsychosocial Model: Pain as Experience

g

Pain Suffering

Disability
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_hronic Pain

| Comparing Models of Pain Management

A biopsychosocial approach rewrites rules and expectations about treatment.?

Biomedical Biopsychosocial

Mind and body relationship Body and mind separate  Holistic - "Total Person”
Pain defined as... Symptom Complex problem
Assessment goal... Identify cause Identify effects

Diagnostic strategy... High technology Comprehensive psychosocial

WCUI’E Restoring :
ime span... Short term - pain relief Long term - reactivation

Provider role... Expert Teacher/coach
Pati le... Passive/helpless Active/responsibl
More appropriate for... Acute pain ronic pain
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hronic Pain

Comparing Models of Pain Management

* The biopsychosocial model subsumes the biomedical model.

3iopsychosocial
model |

Psychological

Biomedical .
model 4

B Audio text

Although it's useful to compare models, it's important to understand the biopsychosocial
model subsumes the biomedical model. All rational and appropriate medical treatments are
offered but in a context that recognizes the complexity of the chronic pain experience




Collaborative self-management

e Full range of medical interventions are employed but in a context
that emphasizes the far greater importance of the efforts the
patient makes in his or her own long term rehabilitation

* Not effort to convince pt that their pain is “caused” by
psychosocial factors

e Not a grim alternative to failed medical treatments



Collaborative self-management

e Supporting the patient as a person while challenging
the belief that pain is the primary problem and that
opioids are the only solution

 Urgent and absolute pain relief is not the primary focus
of treatment

e Long-term rehabilitation is the goal



Collaborative self-management

e Goal is to shift the locus of hopefulness
from medical treatments to your patient's
own rehabilitation efforts.

 Deemphasizing urgent pain relief and
focusing on self-management does not
absolve you from all responsibilities. [t
creates new ones.



Collaborative self-management

e Opioid treatment is provided in a context in which we
help patients:

— Acknowledge and identify problems other than pain.

— Separate urgent pain relief from suffering and
disability.

— Understand how normal reactions make problems
worse.

— Engage in self-management efforts to address these
UES



Collaborative self-management

o S— VISH 20 NMORTHWEST HEALTH NETWORK
Chronic Pair

VEMA Model cdick on each for more information

Validation

Much of our struggle with patients relates to
our communication of doubt.

Education

The basis of effective, long-term care is a
shared understanding of chronic pain. [ref xx]

Motivation[more>]

Patients vary in their willingness to engage in
self-management.

Activation

The primary clinical focus is on changing the
way patients react to pain




Pain is the primary problem

All other problems

D



Self-management perspective

Pain
Drugs/alcohol _
A . Recreational
Emotional
Problems
Financial/Vocational
Family

Problems



Self-management perspective

Pain

Drugs/alcohol _
‘ A Recreational

Emotional
Problems

Financial/\ocational

Family
Problems
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“Balanced” approach

ANGCE

e All guidelines share a

common goal

Promote pain relief and
prevent medication
abuse

Recognize opioids are a
useful clinical tool and a
significant societal
problem



“Balanced” approach

 Not that easy to do

 Provide some practical
suggestions




Communication Basics

What the Nazis Stole  White House Money-grubbing  How to Gut Your Taxes

IhL means lt |1 and
to relieve the sulfering of millions
ol Americans. Why
aren’t they doing it?

Ask what they believe
What is the problem?

What should be done?

What do you want me
to do?

What are you willing to
do?




Communication Basics

T soid you had  What you say may not

gcuTe gngiNa.

be what is heard
— Avoid jargon

— Ask pt. to repeat what
you said

 Make sure your
actions are consistent
with your words

— Escalation, referrals




Avoid “hot” phrases

There’s nothing wrong with you.
You shouldn’t have this much pain.

Accept your pain.

You’ll have to live with the pain.

Nothing can be done.

“degenerative”




Avoid “hot” phrases

There’s nothing wrong with you. We can’t measure pain with tests.
You shouldn’t have this much pain.

Accept your pain.

You’ll have to live with the pain.

Nothing can be done.

“degenerative”




Avoid “hot” phrases

There’s nothing wrong with you. We can’t measure pain with tests.

You shouldn’t have this much pain. Stress “turns up the volume” of
everyone’s pain.
Accept your pain.

You’ll have to live with the pain.

Nothing can be done.

“degenerative”



Avoid “hot” phrases

There’s nothing wrong with you.

You shouldn’t have this much pain.

Accept your pain.

You’ll have to live with the pain.
Nothing can be done.

“degenerative”

We can’t measure pain with tests.

Stress “turns up the volume” of
everyone’s pain.

Expect pain to be a small part of your life
and it won’t be a large part.




Avoid “hot” phrases

There’s nothing wrong with you.

You shouldn’t have this much pain.

Accept your pain.

You’ll have to live with the pain.

Nothing can be done.

“degenerative”

We can’t measure pain with tests.

Stress “turns up the volume” of
everyone’s pain.

Expect pain to be a small part of your life
and it won’t be a large part.

| want to help you live better with pain.




Avoid “hot” phrases

There’s nothing wrong with you. We can’t measure pain with tests.

You shouldn’t have this much pain. Stress “turns up the volume” of
everyone’s pain.

Accept your pain. Expect pain to be a small part of your life
and it won’t be a large part.

You’ll have to live with the pain. | want to help you live better with pain.

Nothing can be done. “No medical solutions” does not mean no
solutions.

“degenerative”




Avoid “hot” phrases

There’s nothing wrong with you.

You shouldn’t have this much pain.

Accept your pain.

You’ll have to live with the pain.

Nothing can be done.

“degenerative”

We can’t measure pain with tests.

Stress “turns up the volume” of
everyone’s pain.

Expect pain to be a small part of your life
and it won’t be a large part.

| want to help you live better with pain.

“No medical solutions” does not mean no
solutions.

Getting older and these are normal
changes.




Written Policies

e Clear communication from
initial visit
* Allows consistency and

fairness over time and
across pts.

e Requires an examination of
your own model of pain,
beliefs about methods, goals
and responsibilities

e Guides own behavior in
difficult situations




Written Policies

e UDAS

e Early refills/ lost medications
e Self-escalation

* Exacerbations

 Types of medications

* Dose limitations
 Breakthrough medications




Relieve pain but do no harm

Wi VA B¢ GRONMIIB, <HBY ALLE GOBEN <N
NE LI K\MYN GETVIGEN MO, DAT K B42€ 46D NAMR

WMT GAERD AT GAYK TE WABRBREN ALS
NN MANNELIKE  DOFSTAMMELINGEN Té
G ALS YN BROLO®S, K 2WeeR DA KUMST €N A

Js<He KIS T€ Geven, ALS HET AAN MY
WORBT, 20N BALOMNG, OF OVEREMOMST,
RSO DIC B €60 GEIWOREN HEFT <N AANY

wf NAOR MYN VRMOGEN €N MYN

BIECHE KEMNTS VOOR HET wel.2YN VAN b€

N SCHABE T€ BROKENEN OF OMREHT
JGR MEMAND €N DOBAYK MEAKAMENT
S MEN MY BAT VRAAGT, € HEM O
DL ACBKAMGNT T¢ NOSMEN. QUENEENS 2wk K Geén
e VROVW 64N VRVCHTAFSRYVEND MIpbdL T¢ Gévéh. K
EPPILLETEN N KVNST REY €N OMBOLET T€ BEWAREN
K 2WER, DAT K, WANNGER MEN BT VAN MY VERLANGT, HT
R AMN YN MCRDREN 2L OVRLATEN. [ 2wéek, BAT K
ALE HVREN VITSLVITEN VOOR W4L €N W€ VAN bé mesev
DE RINNENGAAN, K 2AL M¢ VR VAN OPZETTAYK OMREHT
VDEH. K 204k GEEH SEXVELE HANBELINGEN T VERRIHTEN,
BY. VROVWEN, NOCK BY MANACH, MOCH BY VRYEN, NOKH BY
BVRENDE D€ BEHANDELIMG HOOR OF 2, 00K
¢ WADR 20N BAANAAING HEET
TBENS HET LEVEN VAN BIE MENS, B
SGN INTEONDEL, K 20 ROV 2WYGEN
<N HET4 VOOR ALTYA (AN HOVAGH, BC €€b BK K 28"

r ‘vwr <N DK MET 20 OVERTRGDEN, WL K ALS BEGEADR

SN BYS MY LS -%V ALS LEIING BY MYN KVNST, 2084
€. M L RKNT €N GResPCTeRS  WOR

K A& € TOH OVRTREED €N MET 2L MAKOMER,

I AAN MET HET TEGENbEd. GESTRIFT MG WGPM‘P(

Safety is primary concern
Initiate opioids in a “trial”
— Functional benefits justify
continued prescription
Some people are “non-
responders”
Aberrant behaviors require
intervention: CAP program
— Frequent UDAS, ATC, 1-2 wk
refills
Psychosocial instability

requires mental health care



Relieve pain but do no harm

e Pts. do not have a right to
BORCH VAN FRPORATS opioids. They have a right to

T ﬁryz\z’( {Qg?%b‘? b€ (rﬁgféﬁ"«k <N BY b€ ACSKVLANP €N BY OOd Ca re a n d a ro riate
(b A b€ GELONBHEID), €N BY AL GOLEN €N
GOMNNRNBIE KIMYN GETVIEN NOCH, BAT K L62¢ <65 NAMR 8 pprop
BSTC 7 Wl <4 QORSEE T VEWLEH MYK MecsTe - o
UEAY QL KVHST G4GRD T, GANK T¢ WRBREH A3 treatment
N QUDRS. N N MANNULKE  DFSTAMMLINGEN T<
4N ALS' Ww ﬁi@’$ K 2wek be2€ KyNsT €V AL

ML) KQ\WIS Ok T€ G&EN, ALS HET AAN MY A 1 1
43 Rl ae i ¢ In some cases, withdrawing or
WV EAGRI BIE D€ €€D GEZWOREN HEGFT €N AAN

AT AREA IR withholding opioids is ethically

CAAND SCHALE T¢ BERORKENEN OF OMCCHT
AK QJERIMCMAND €cN BOLALYK MEBKAMENT ma ndated
NN, 2AFSTAKS MM MY BAT VRAAGT, €N HEM 00K
- INBKAMENT T€ NOCMEN. €VENCENS 2wk KGN
VROVW. €€ VRVCHTAFSRYVEND MIBBEL T€ GévéN. K
GTEN €N KVNST REN €N OMBGLT T€ BEWAREN
MG DAT K WANNGGR MEN DT VAN MY VERLANGT, HGT
DAN MYN MERBREN 28L OVARLATEN. [ 2wék. BAT K
HYIZEN VITSVITEND VOOR WEL €N WEE VAN BE LYDENBEN
O BINNSNGAMN) K 28 A6 V&R VDN OPRCTTAIK OMRECHT
QVDEH, K W4k GEEN SEXVELE HANBELING €N TE VARRIGHTEN,
BY vkomrg NOCK BY MANNEH, HOCH BY VRYEH, NOCH BY
AVEN: “WAT K GEBVRENAC B¢ BEHANBLING HOOR OF 2€, 00K
BVITEN  5¢  RVMIC WAMR 20' N BOANAAING HEGT .
PLAATSGEVONAEN, TBENS HET LEVEN VAN B MENS, BAAROP®
KON K M6 MIET BROGEH  INTEGENDEA, K 2B ROVER 2WYG4N
B <N HERE VOOR ALTYA. GGHdM HOVDEN. 5626 ¢€b K K 2
" HOVAEN <N B K MT 20 OVRTRESH, WL K ALS BEGAL.4D
I BRBBH BYS MY LEVKN RN ALS LABING BY YN KVAST, 2080
FAROR LS M CRKENT €N GREPETERD  WORBT.
C WANNER K D€ B TOH OVRTRECD €N NIKT 2L NAKOMEH,
- AN “WET HET TEo4Nbeq, GESTRIFT MAG WORBEAL




Avoid “opioid sophistication”

Tﬁﬁﬁﬁﬂm«i
GS

“It hias time-released pain-killers, 501',‘011'“
never have another headache.’

Prescribing practices are
powerful communications
about methods, goals,
responsibilities

Implies that pain is the
primary problem, opioids are
the answer, and you have the
power

Endless search for the “right”
dose or combination of drugs
— Titrate to effect
— Opioid rotation
— Pseudoaddiction



Culture of “Cure”

VAT 2194

“Ask your doctor if taking a pill to solve all
your problems is right for you.”
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e Educate early:

Shift from a curative model to
rehab model

* Focus on long-term goals

Realistic expectations re. short
and long-term outcomes of
opioids

* “take the edge off”: 30% reduction
Develop long-term plan

e Exacerbation is not a reason to
change the plan: “ebb/flow”

Acknowledge different medical
opinions/strategies

e Explain your rationale, policies, etc.



Never Argue

e Pushing hard for a decision to self-manage
pain will almost always result in patients
arguing against change



"l can't because of pain”

e "pain must be relieved first" : responsible for
much of the iatrogenic cycle.

e Your patient likely can exercise, manage
medications responsibly, etc. but
won't engage in more adaptive behaviors.



"l can't because of pain."

 Explore the reasons why a patient decides to avoid
change.

e The goal is to create discrepancy between
contradictory statements of long-term goals and the
continuation of maladaptive behaviors.

* Help your patients understand how their decisions
have short-term benefits but long-term costs.



"Yes...but"

e |nstead of direct confrontation, it's useful to "roll
with resistance."

* You will encounter less resistance to change by
acknowledging that self-management is difficult and
by emphasizing autonomy and responsibility.



 You don't need to change the treatment plan
because your patient is refusing. It's their
right to remain the same. Inform them of the
likely consequences of their choices.

e Your job is not to “fix” the pain. Your job is to
help the patient make adaptive choices.



Facilitate a Truce

BUSH S GONZALES GAMELE NIV

Newsweek ° s thenotthe
l(enemyll

THE NEW WAR nHPAIN Goal is not to “kill” the
pain

Goal is to assist pt. in
returning to a full,
satisfying, productive
life....even if they hurt.



Helpful Interactions

 Maintain focus on treatment goals other
than immediate pain relief

 Maintain focus on patient responsibility for

own well-being and the consequences of their
choices

e Opioids: Safety ALWAYS trumps urgent pain relief



* Opioids are so often a big
part of the problem because
they are never a big part of
the real, long-term solution
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