Strategies for managing
persisting pain:
A case formulation approac

Michael NicholasPhD, MPsychol, MAPS, FFPMANZCA(Hon
Pain ManagemerRResearch Institute
University of Sydney
Royal North Shore Hospital




Plan for session

. Brief survey of problems being experienced with chronic
pain patients

Brief survey of partici
. Background concerns about the management of chronig
. Summary of current concepts of chronic pain and treat
. Discuss role of psychosocial contributors to chronic pai
. Implications for assessment and treatment/managemen

. Management strategies: how to achieverselhagement
alongside medical treatments

. When the patient is also depressed
. Prevention of disability early identification critical




1. Common problems for people with chronic pe

Poorly controlled pain

Disability (interference in daily life)

Distress (depression common; anger)

Sleep disturbance

Medi cation use/ mi sus eeffdct§n ot h
Treatment Oshoppingd (medical

Substance abuse (alcohaol; illicit drugs)

Confusion about pain (6why <ca
Family stress

Work stress (inflexible work, hostile insurers)

Feelings of i1 solation, poor
addict or malingerero, Onot

Y
b




3. Concerns rising abou

management of persisti
pain




Sydney Morning Heraldlune 8, 2009

Rise in addiction prompts call for painkiller polic
Julie Robotham, Medical Editor

Commenting on recently released report of prescriptio
opioids by RACP

NDOCTORS groups are urging |a
drugs are supplied and controlled, amid evidence of a surge |n
the number of people addictijed

Unfortunately, the focus was on addiction, it should have been o
management

If pain management was better understood and practised in the
community then addiction would be much less of a problem

It seems addiction is more interesting than pain management to t
media and politicians




Many recent reports/guidelines on opioids
chronic

OPIOID PRESCRIPTION
in CHRONIC PAIN CONDITIONS

GUIDELINES for SOUTH AUSTRALIAN GENERAL PRACTITIONERS (GPs

These guidelines were produced by Drug & Alcohol Services South Australia, the Flinders Medical Centre Pain
Management Unit, and the Royal Adchide Hospital Pain Management Unit with funding under the Ministerial

Council on Drug Strategy Cost Shared Funding Model
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[hese guidelines were noted by the Interpovernmental Committee on Drugs on 20 February 2008 and noted by

the Ministerial Council on Drug Strateey on 23 May 2008.

Prescription Opioi | Polic y

Improving management of chronic non-malignant pain and

prevention of problems associated with prescription opioid use

April 2009
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Guidelines for everything, but impact on practics
Recent Dutch study

Michael van den Berg et al. BMC Family Practice 2009, 1{

Found time required a
major impediment to
Implementation,

Figure 3 especi ally

Proportion adherence to guidelines per GP, after
correction for all variables.

But better if followup
care involved




Concerns about treatment of chronic pain

FAMILY MEDICINE AND THE HEALTH CARE SYSTEM
Overtreating Chronic Back Pain: Time to Back Off?

Richetred A, 1xeyvo, AMMID, MPPHL, Sobeeil K. Mirze, MID, MPPHL, Jreedith A Twerveer, PPHID), cenied
IBrook I Meervtire, MPI

Chronic buack p tis smmonyg the most ¢ non patient complainis. Its prevalence and ipact have
spawned a rapidly expanding range ol (esis d treat s, Some of these have become widely usoed for
indications that arce not well validated, leading to uncertainty about officacy and safery, increasing com
plication rates, el ‘Keting abusces. Recent studies document a 629%, increasce in Medicare expendi-
tures for epidural stevoid injections; o 4235 Cronase expenditures tor opioids for back pain: a 3079,
increase in the number of lnmbar magnetic resonance images among Medicare benehciaries: and o
220% increase in spinal tusion surgery rates. The limited stadies available suggest that these increases
have not been accompanicd by population-level improvemoents in patient outcomes or disability rates.

We suggest a noeed I t better understanding of the basic science pain moechanisms, more rig
il independent trials of many (reatmoents, o stronger regulatory stance toward approval and post
Keting surveill: 1 w drugs and devices for chre <
ic back ps A0 Am Board Fiun Mod 2009:22:62

wd 2 chronic disease odel for m

Pain complaings are a leading reason tor medical little since 1990.7 In recent National Tealth Inter
visits.! T'he most common pain complaints are view Surveys, approximately o quarter of US adules
musculoskeletal, and back pain is the me corm reported  back pain during the past 3 months,
mon of these, T'he prevalence and impact bacl broadly consistent with previous surveys.”

pain have led to an expanding array of teses and I'here are important implications of expanded
treatments, including injections, surgical proce testing and treatment tor back pain. Innovation has
dures, implancable devices, and medications. often outrpaced clinical science, leaving uncertaincy
IKach is valuable for some patients, but use may about the efficacy and safery of many common
be expanding beyvond scientfically validated in treatments. Complications and even deaths rolaved
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tient advocacy, marketing, and the media certaintios, manulfacturers agoressively pPromaoe

More tests and treatments do not simply reflect new drugs and devices. IHHowever, trust in the sci
a greaver incidence of back pain. T he proportaon of ence supportng these § ducts is eroded by reve
office visits attributed to back pain has changed lations of misleading advertising,” allegations of

kickbacks ta physici s and moajor investunents by

surgeons in the products they are investigating.'”
Ihis article + axxarnally pecr’ revidwed W -
Salbrrmiteed ) PO0K; rovisced 23 July 2008; accopred 29 .
July 2008 SIONS AN pranary care related o imoaging, medica-
Fovrr the 2 nt of Medicine Oregon Healeh and
Science Universiny, srtland (RALD) and the Deparuncenes of
pacdics (SKM, BIAM) and Psychintry A1), Univorsicy was not tao conduct systematc reviews of cach of
Vashingrton, Scattle - these or to provide o treatment guide, but to sum
Fonding: Supported in part by granms # SPAGO-ARAH003 3
ARGRB979 from the Natanal Institure of Arthrivis, marize data on recent ends, highlight certain
souloskoloral and Skin 1Dis .
onflicr of mmrerest IT'he re awoh program of Des. Doyo
Mirza hax benctited from a gitt to the Universicy of

focus here on common management deci-

tion, and referral for injections or surgery. Our goal

visks, provide conclusions from systematic reviews
on officacy, and comment on practce patterns
ishingron from Svnches, surgical device muanutfacrurer.
not recoived any . i al « . Fre
SOUECL M Marun |

thin source, Dre. ‘Turner ha v conflices 1o declare Imaging for Low Back Pain

o Vprarse o wrrethrin 2 . Deyvo, MDD, MP ¥
S gibonding wasker: Righard % Py MD MPILEsins - Depite guidelines recommending  parsimanious

Pordand, OR 9723193098 (Fi-mail: deyor@e u) imaging, use of lumbar moagnetic resonance imoag
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Deyo et al . n oelt9e9d0oé

A A 629% increase in (US) Medicare expenditure
for epidural steroid injections;

A A 423% increase in expenditures for opioids fo

back pain;
A A 220% increase in spinal fusion surgery rates

Basically, mostly symptorbcused treatments

A Yet, no good evidence of general improvement
patient outcomes or disabillity rates.




A fuller account of these argume
can be found In

Using Opioids With Persisting Noncance

Pain: A Biopsychosocial Perspective

Michael K. Nicholas, PhD, Allan R. Molloy, MBBS,
FFPMANZCA, and Charles Brooker, MBBS,
FFPMANZCA

Clin J Pain 2006;22:137146




In other words, we have a problem

A Chronic (or persisting) pain is recognised as quite
common (about 1 in 5 in population)

A The general response of our health systems has b
more investigations and symptdmased treatments

A The reality is that these are often of limited value |
most cases no real curative treatments

A Key reasons, in my vieivthe wrong conceptual
model, inadequate assessment, and interventions
donot really address t




4. Summary of current

understanding of chronic pal
and treatment options




ANTr adi t tmedical model Bfipain

Nociception
or
neuropathy

!

Impact on activity, mooc




Treatment implications?

Pain-free

Normal activity & mood restore

e.g. Bogduk N. Management of chronic low back pain. Med J Aust 2004; 180 (2): 79-83




Thi s model

A (Usually) in acute pain states

A (Usually) in some chronic pain cases with
orthopaedic procedures (eg. hip replacements)

A But not alwaysCompensation status is
associated with poor outcome after surgery

(Meta-analysis by Harris et al.. JAMA, April 6, 2005; 293: 1644-52).

A (Temporarily) in some chronic cervical and low
back pain cases (mainly when doublend
controlled MBB trials achieve 100% pain relief)

A But for the rest®n average about 30% reduction in pi

[SeeTurk DC. Clinical effectiveness and castectiveness of treatments for patients with chronic
pain.Clin J Pain2002; 18: 3555)]




Chronic pain: a disease entity or chronic
liIness?

Siddall PJ, Cousins M J. Persistent pain as a disease entity: Implications
clinical management. Anesth Analg. 2004; 99 (2):-200

Tracey |, Bushnell MC. How neuroimaging studies have challenged us tc
rethink: is chronic pain a disease?, Journal of Pain, 2009; 10(1190.13
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If so, what might that suggest for treatments that prima
focus on shorterm relief of symptoms?




Current evidencbdased treatments fo
chronic pain

Practice Guidelines for Chronic Pain Management

An Updated Report by the American Society of Anesthesiologists Task Force on
Chronic Pain Management and the American Society of Regional Anesthesia and
Pain MedicineAnesthesiology 2010; 112:8133.

The purposes of these Guidelines are to

(1) Opti mi z eapaiafreenstate may nat e lattai@gble
(2) Enhance functional abilities, physical & psychological wellbeing;
(3) Enhance the quality of life of patients; and

(4) Minimize adverse outcomes.




Key recommendation

In all cases, recommendations for use of individual modalities are
with the expectation that they will be used as part of the multimoda
multidisciplinary management of patients with chronic pain

Bottom line:
Treating chronic pain with a single modality is not recommended




Krames E.S
J Pain Symptom Manage; 1996: 333 - 352
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Al nstead of waiting
or for all treatment options to be tried (anc

failed)

A We identified the factors contributing to th
pati ent 0s present.

A And targeted them?




Kramgl¥ E.S
J Pa@ Symptom Manage; 1996%

Suggests thatailureoofgarlier
treatments is indi on for next in line.



5. Contributing factors tc

chronic pain



Why do some people develop
chronic pain, but not others?

A Many proposed mechanismgenetic
preparedness, personality, secondary ge

A But none adequate alone
AWhat 6s the availab




Diagrams of nervous system often seem
to explain pain very clearly

The periphery... the n erve... and the cord.




Pictures of posture and muscles ca

SEE

m quite clear too

lumbar
multifidus

gluteus
medius
gluteus
maximus
hip
adductor

hamstrings

REAR

'S erector

spinae
y quadratus

lumborum
gluteus
minimus

Note: This very
rough diagram
only shows the
location of these
muscles, not
the normal
layering.



But do they tell the whole story?

The periphery... | the nerve... . and the cord.

Who is this person? (education/culture/work status/compensation?)
What are his beliefs about his pain?

What is his mood state?

How is he responding to his pain?

How are other people responding to him at work?
What does he expect from treatment?




Recent evidence: Sydney primary care

A Inception cohort study of 973 patients presenting to pr
with LBP < 2 weeks duration

A Follow up at 6 weeks, 3 months, and 12 months (< 3%

A Sampled three dimensions of recovery: return to work,
Interference with function due to pain, and pain status

Henschke et al. BMJ (2008
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Adverse psychosocial prognostic factors .
(Yellow flags)

A Older age

A More intense pain

A Longer duration of low back pain
A More days of reduced activity

A Patient reports feeling depressed
A Patient believes pain is likely to persist
A Compensable low back pain

Henschke et al. (200




6 yellow flags

5 yellow flags

4 yellow flags
3 yellow flags
2 yellow flags
1 yellow flags
0 yellow flags

Cumulative probability of
remaining unrecovered

Henschke et al. (2008



Psychological factors influence the
experience and impact of pain

For example:

A Caragee et al. (2005): In LBP patients with both
structural and psychosocial risk factasrious
disablility was best predicted by baseline
psychosocial variables.

A Structural variables on both MRI and discograp
at baseline hado associationwith disability or

future medical car@rhe spine Journal 5 (2005)135)




Prognostic factors for lonterm disability after
injury (Mallen et al, Br J Gen Pract 2007)

APain severity AlLonger duration
AAnxiety and/or depressiorffAMultiple sites
AHigher somatic APrevious episodes

perceptions/distress ALow social support

AHigher disability
AGreater movement
restriction




AMA Will This Patient Develop Persistent Disabling Low Back
Pain?

Roger Chou: Paul Shekelle
Online article and related content
current as of April 6, 2010. JAMA. 2010:303{13):1295-1302 (dol: 10.1001/jama.2010.344)

http://jama.ama-assn.org/cgi/content/full/303/13/1285

Conclusion The most helpful components for predicting persistent disabling low back
pain were maladaptive pain coping behaviors, nonorganic signs, functional impair-
ment, general health status, and presence of psychiatric comorbidities.




