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Plan for session

1. Brief survey of problems being experienced with chronic 
pain patients

2. Brief survey of participantsô beliefs about chronic back pain

3. Background concerns about the management of chronic pain

4. Summary of current concepts of chronic pain and treatments

5. Discuss role of psychosocial contributors to chronic pain

6. Implications for assessment and treatment/management

7. Management strategies: how to achieve self-management   
alongside medical treatments

8. When the patient is also depressed

9. Prevention of disability ïearly identification critical



1. Common problems for people with chronic pain

Å Poorly controlled pain 

Å Disability (interference in daily life)

Å Distress (depression common; anger)

Å Sleep disturbance

Å Medication use/misuse (ónot helping enoughô, side-effects)

Å Treatment óshoppingô (medical/allied/complementary/internet)

Å Substance abuse (alcohol; illicit drugs)

Å Confusion about pain (ówhy canôt someone fix it?ô)

Å Family stress

Å Work stress (inflexible work, hostile insurers)

Å Feelings of isolation, poorly understood by others (ótreated like a drug 
addict or malingererô, ónot believedô)



3. Concerns rising about 

management of persisting 

pain



Sydney Morning HeraldJune 8, 2009 

Rise in addiction prompts call for painkiller policy
(Julie Robotham, Medical Editor)

Commenting on recently released report of prescription of 
opioids by RACP

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

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

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

ñDOCTORS groups are urging a radical rethink of how opioid 

drugs are supplied and controlled, amid evidence of a surge in 

the number of people addicted to prescription painkillers.ò



Many recent reports/guidelines on opioids for 

chronic pain



Guidelines for everything, but impact on practice?

Recent Dutch study

Michael van den Berg et al. BMC Family Practice 2009, 10:74

Found time required a 

major impediment to 

implementation, 

especially if óonce off.ô

But better if follow-up 

care involved



Concerns about treatment of chronic pain 



Deyo et al. notedésince the mid-1990ôs

ÅA 629% increase in (US) Medicare expenditures 

for epidural steroid injections; 

ÅA 423% increase in expenditures for opioids for 

back pain; 

ÅA 220% increase in spinal fusion surgery rates. 

ÅYet, no good evidence of general improvements in 

patient outcomes or disability rates.

Basically, mostly symptom-focused treatments



A fuller account of these arguments 

can be found in

Using Opioids With Persisting Noncancer 

Pain: A Biopsychosocial Perspective

Michael K. Nicholas, PhD, Allan R. Molloy, MBBS, 

FFPMANZCA, and Charles Brooker, MBBS, 

FFPMANZCA

Clin J Pain 2006;22:137ï146



In other words, we have a problem

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

ÅThe general response of our health systems has been 
more investigations and symptom-based treatments

ÅThe reality is that these are often of limited value in 
most cases ïno real curative treatments

ÅKey reasons, in my view ïthe wrong conceptual 
model, inadequate assessment, and interventions that 
donôt really address the problem(s)



4. Summary of current 

understanding of chronic pain 

and treatment options



ñTraditionalò Bio-medical model of pain

Pain
Nociception

or 

neuropathy

Impact on activity, mood



Treatment implications?

Pain-free
Nociception

or 

neuropathy

Normal activity & mood restored

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



This model worksé

Å(Usually) in acute pain states

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

ÅBut not always: Compensation status is 
associated with poor outcome after surgery 
(Meta-analysis by Harris et al.. JAMA, April 6, 2005; 293: 1644-52).

Å(Temporarily) in some chronic cervical and low 
back pain cases (mainly when double-blind 
controlled MBB trials achieve 100% pain relief) 

ÅBut for the rest? On average about 30% reduction in pain. 
[See Turk DC. Clinical effectiveness and cost-effectiveness of treatments for patients with chronic 
pain. Clin J Pain2002; 18: 355-65)]



Chronic pain: a disease entity or chronic 

illness?

Siddall PJ, Cousins M J. Persistent pain as a disease entity: Implications for 
clinical management. Anesth Analg. 2004; 99 (2): 510-20.

Tracey I, Bushnell MC. How neuroimaging studies have challenged us to 
rethink: is chronic pain a disease?, Journal of Pain, 2009; 10(11):113-20. 

ñimaging studies have shown that chronic pain is associated with functional, structural, 
and chemical changes in the brain, thus putting it into the realm of a disease state.ò

If so, what might that suggest for treatments that primarily 
focus on short-term relief of symptoms?



Current evidence-based treatments for 

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 Medicine. Anesthesiology 2010; 112:810 ï33.

The purposes of these Guidelines are to 

(1) Optimize pain control é.a pain-free state may not be attainable;

(2) Enhance functional abilities, physical & psychological wellbeing; 

(3) Enhance the quality of life of patients; and 

(4) Minimize adverse outcomes.



Bottom line:

Treating chronic pain with a single modality is not recommended

Key recommendation

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



Traditional ñPain Treatment Ladderò

Physical Therapy

(TENS)

Implantable Therapy

(Intrathecal Pump)

Implantable Therapy

(Spinal Cord Stimulator)

Long Term Oral 

Narcotics

Meditation and 

Relaxation

Behavioural Programs

Cognitive & Behavioural 

Therapies

Nerve Blocks

Neuro Ablation

NSAIDôs

(& over the counter drugs)

Krames E.S

J Pain Symptom Manage; 1996: 333 - 352

Basic rule: ñfailureò of earlier 

treatment leads to 

consideration of next in ladder



What if..

ÅInstead of waiting for pain to be ócontrolledô 

or for all treatment options to be tried (and 

failed)

ÅWe identified the factors contributing to the 

patientôs presenting problems 

ÅAnd targeted them? 



Traditional ñPain Treatment Ladderò

Physical Therapy

(TENS)

Implantable Therapy

(Intrathecal Pump)

Implantable Therapy

(Spinal Cord Stim)

Long Term Oral 

Narcotics

Meditation and 

Relaxation

Behavioural Programs

Cognitive & 

Behavioural Therapies

Nerve Blocks

Neuro Ablation

NSAIDôs

(& OTC drugs)

Krames E.S

J Pain Symptom Manage; 1996: 333 - 352

Suggests that ñfailureòof earlier 

treatments is indication for next in line.



5. Contributing factors to 

chronic pain



Why do some people develop 

chronic pain, but not others?

ÅMany proposed mechanisms ïgenetic 

preparedness, personality, secondary gain

ÅBut none adequate alone

ÅWhatôs the available evidence? 



Diagrams of nervous system often seem 

to explain pain very clearly



Pictures of posture and muscles can 

seem quite clear too



But do they tell the whole story?

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 study

ÅInception cohort study of 973 patients presenting to primary care 

with LBP < 2 weeks duration

ÅFollow up at 6 weeks, 3 months, and 12 months (< 3% dropout)

ÅSampled 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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Three pictures of recovery from LBP

Normal work status No disability Pain-free



Adverse psychosocial prognostic factors

(Yellow flags)

ÅOlder age

ÅMore intense pain

ÅLonger duration of low back pain

ÅMore days of reduced activity

ÅPatient reports feeling depressed

ÅPatient believes pain is likely to persist 

ÅCompensable low back pain
Henschke et al. (2008)
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Psychological factors influence the 

experience and impact of pain

For example:

ÅCaragee et al. (2005): In LBP patients with both 

structural and psychosocial risk factors, serious 

disability was best predicted by baseline 

psychosocial variables.

ÅStructural variables on both MRI and discography  

at baseline had no associationwith disability or 

future medical care.(The Spine Journal 5 (2005) 24ï35)



Prognostic factors for long-term disability after 

injury (Mallen et al, Br J Gen Pract 2007)

ÅPain severity

ÅAnxiety and/or depression

ÅHigher somatic 

perceptions/distress

ÅAdverse coping strategies

ÅHigher disability

ÅGreater movement 

restriction

ÅLonger duration

ÅMultiple sites

ÅPrevious episodes

ÅLow social support

ÅOlder age




