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Does Chronic Pain Have You 
In a C.A.G.E.? 

…felt the need to Cut down on the number of 
chronic pain patients you see?

…been Annoyed by patients with chronic pain?

…felt Guilty for prescribing opioids to someone 
you shouldn’t have?

…needed a drink (Eye-opener) before seeing a 
patient with chronic pain?

Have you ever…



Personal Reflection on a 
Universal Experience

Think of a time when you had 
really bad pain

• What made it memorable?
• What was happening to you 

at that time?
Think of someone you know with 
a chronic pain problem 
Think of a patient with chronic 
pain who made you feel 
“C.A.G.E.d”



What We Will Cover Today
Patient 

Centered 
Strategies Behavioral 

Strategies



Where Does Chronic Pain 
Come From?

Chronic Pain is…

A “centrally mediated 
sensory experience”

Experienced as reality

Sometimes reversible



“Vision is all in your head!”“Pain is all in your head!”

https://serendip.brynmawr.edu





Human Nature Is Essentially….
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“Context”
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Patient-Centered Strategies



Patient-Centered Strategies

• Be aware of cognitive errors 
• Anchoring & Attribution errors
• Affective errors (transference/countertransference) 
• Doorknob Mindfulness



Patient-Centered Strategies
•Provider Self Care

•Doorknob Mindfulness



Patient-Centered Strategies
• Motivational Interviewing

• Brief Positive Psychology Interventions
• Strengths Based Practice (resiliency, capacity building)
• Positive B.A.T.H.E. Technique



Then: B.A.T.H.E.
• Background: What is going on in your life?

• Affect: How does that make you feel?

• Trouble: What about it troubles you most?

• Handling: How are you handling that?

• Empathy: That must be very difficult.

Stuart MR, Lieberman JA. The Fifteen Minute Hour: Therapeutic Talk in Primary Care



Now: Positive B.A.T.H.E.
• Background Best

What’s the best thing that’s happened since I saw you?
• Affect or Account

How did that make you feel/do you account for that?
• Trouble Thankfulness

For what are you most thankful?
• Handling Happen

How can you make things like that happen more often?
• Empathy and Empowerment

That sounds fantastic. I believe you can do that.



Brief Behavioral Strategies
• Chronic pain may never fully remit 

• Psychological interventions can improve:
• Pain suffering
• Emotional suffering
• Physical disability
• Quality of life



Brief Behavioral Strategies
• Attribution, Beliefs & Values

• Fear and Harm Avoidance

• Readiness to Change and Self Efficacy
• Trauma

• Therapy

• Psycho-education
• Coping



Attribution of Pain Onset Impacts 
Medical Treatment

• Attributing pain to accidental injury is more 
likely to result in intensive / invasive 
therapies
• nerve blocks, physical therapy, 

transcutaneous electrical nerve 
stimulation, and opioid medication. 

• Patients who reported pain after physical 
trauma were 5x more likely to be 
prescribed opioids even though they did 
not reveal greater physical findings. 



Attribution Impacts Beliefs
• Beliefs play a central role in chronic pain:

• Meaning of symptoms
• Ability to control pain
• Impact of pain on life
• Worry about the future

• Beliefs have been associated with:
• Psychological & physical functioning
• coping efforts
• behavioral responses
• response to treatment.



Patients' Attribution 
of Pain Onset

• Maladaptive 
reliance on the 
acute model of 
coping with 
chronic pain

Belief that 
activity might 

aggravate 
injury

Fear of 
engaging in 

rehabilitative 
efforts

Preoccupation 
with bodily 
symptoms 

Physical 
deconditioning

Exacerbated 
pain and 

maintained 
disability



Fear and Harm Avoidance 
“fear of pain and what we do about it is more disabling than the pain itself” 

• Pain-related anxiety and fear impacts the pain experience

• Avoidance of activity predicts chronic disability & work loss
• Stronger than biomedical components of pain, signs or pain severity

• Exposure-based conditioning addressing fear of movement can 
be effective for chronic back pain and fibromyalgia

• Reduced pain-related anxiety predicts improved function, 
distress, pain, activity. 

• Address pain-related anxiety and harm avoidance when 
treating chronic pain patients.

Exposure to Feared 
Situation Worry Effort to 

Escape/Avoid
Increased 

Pain
Exacerbation 

of Injury
Self Reported 

Disability



Self-Efficacy: A personal conviction 
that one can successfully perform 
required behaviors in a situation

• Determines degree of initiation, intensity & duration of effort 
despite obstacles 

• Impacts pain reports, depression, & perceived disability

• Mastery experiences gained through performance have the 
greatest impact on strengthening Self Efficacy 

• Corrective feedback in patients with fear / avoidance can 
successfully confront feared activity without the dire 
consequences 

• Exposure to feared activities without negative consequences can 
reduce fear and increase Self Efficacy –TEAM Approach to Care!



Clinical Outcomes
• Psychological treatments most effective when incorporated 

with other treatment modalities 
• CBT 

• prevents development of chronic disability 
• produces changes in pain experience, coping and behavioral 

expressions of pain

• ACT – values clarification, acceptance based, functional 
improvement focus

• Psychological treatments effective for:
• low back pain, FMS, noncardiac chest pain, arthritis, 

headaches, temporomandibular disorders , and whiplash-
associated disorders, etc.



What Works for Whom?
• Heterogeneous groups even w/identical medical diagnosis

Adaptive Copers Interpersonally Distressed Dysfunctional
• coping relatively well 

despite long-standing 
pain

• low levels of pain
• low functional limitations
• low emotional distress

• high degrees of pain 
• high affective distress 
• low levels of perceived 

support from significant 
others

• severe pain
• compromised life 

activities and 
enjoyment

• reduced sense of 
control

• high level of emotional 
distress



Readiness to Change
• Identify pretreatment beliefs to increase acceptance and  

adherence of self-management.

• Strong belief pain is “medical” requiring physical 
treatment
• Unlikely to accept self-management approach. 

• Acknowledgement that medical interventions are limited
• More willing to accept self-management treatment.

• Pain Stages of Change Questionnaire (PSOCQ)-
• Readiness to adopt a self-management approach  



Tools
• Elicit patient beliefs of cause: 

• PBAPI- Mystery, Self-blame, Pain Permanence and 
Pain Constancy

• Etiology & contributors to condition -
BioPsychoSocial Model

• Pain Stages of Change Questionnaire (PSOCQ)

• Values Clarification  (VDQ) 
• Create mastery experiences based in values



Tools
• Trauma 

• Creates physiological changes, occurs more with 
chronic pain. 

• ACES - higher ACE Score = risk of poor physical and 
mental health w/negative social consequences

• Healthy coping benefits physical and psychological 
health

• Trauma Informed Care
• Respect, permission, transparency, control, 

boundaries (traumainformedcareproject.org)



Tools
• The role of avoidance – Psycho-education 

• What activities are avoided? 
• What contributes to avoidance patterns?
• Discussing concerns is helpful when 

supportive and nonjudgmental 



Tools
• Coping Strategies 

• Wellness: sleep, nutrition, exercise, social 
support

• Activity pacing: Planned time-based activity 
w/breaks to ovoid over/under doing 

• Diaphragmatic Breathing, Pleasant Activity 
Scheduling, PMR, Guided Meditations (Stop, 
Breathe, Think app) 



Brief Behavioral Strategies
• Successfully treating chronic pain requires attention to:

• organic basis of symptoms and
• PsychoSocalSpiritual factors that impact the pain 

experience and related disability

• Trauma Informed Care/Practice 

• Assessment of Readiness for Change with Motivational 
Interviewing for Self Management Support 

• Attention to Patent Values

• Try out brief interventions to improve functioning



Population Health Strategies



Patient Practice

Structure

Burnout 
reduction

Safety

Quality

Empathy

Autonomy

Readiness to 
change

Trauma



Population Health Strategies
• Define your population

• Stratify your population

• Manage each strata
• Quality Improvement



Define your population
• Examples:

• “All adults with non-cancer pain lasting 
more than three months”

• “All patients on opioids for greater than 
three months who are not in either hospice 
or palliative care”



Stratify by Risk: 
Overdose

• High dose (e.g. >90-120mg)

• Sedating Medications (esp. benzos/hypnotics)

• Active vs. Prior Substance Abuse 
• Significant:

• Obesity 
• Psychiatric/Cognitive disease
• Lung/respiratory disease
• Liver disease



Stratify by Risk: 
Central Sensitization 

• Trauma, Psych, Substances, Coping, Beliefs, Values
• Adverse Childhood Experience Score (ACES)
• PHQ9, GAD7
• AUDIT-C, CAGE, DAST-10
• PBAPI, PSOCQ, VDQ



Stratify by Risk: 
Central Sensitization 

•Opioid naïve:
• ORT, SOAPP

•Opioid non-naïve: 
• COMM - aberrancy
• DIRE - appropriateness



DIRE:
Suitability for long term opioid therapy

• Diagnosis 
• Benign vs. advanced condition 
• Minimal findings vs. severe pain with objective findings 

• Intractability 
• Few therapies tried vs. fully engaged 
• Takes passive role vs. participates in spectrum of therapies

• Risk
• Psychological, Chemical Health, Reliability, Social Support

• Efficacy
• Poor function/minimal relief despite moderate/high doses 
• Good improvement in pain and function and quality of life 

with stable doses over time. 



!

High

Medium

Low

800mg, PTSD, substance abuse, 
OSA, BZD use, DIRE+, ACES++, 
High PBAPI

100mg, DIRE+, PHQ9++, 
high PBAPI

50mg, DIRE-,GAD+, 
PBAPI+/-

30mg, 
DIRE -
PBAPI-



Manage By Risk:
Address Modifiable Risk Factors
• Psychiatric illness

• Physical/“medical” illness

• Complex Pharmacology, Addiction, Substance 
Abuse
• Poly-pharmacy/sedatives/tobacco
• Weaning, Suboxone

• Other Social Determinants
• Housing, safety, food security, etc.



Manage By Risk:
Opioid Naïve
• Avoid opioids if possible for chronic pain, esp. if 

high risk, minimize duration for acute pain
• “You break it you bought it”
• Consider any initiation to be a BRIEF trial.  

Sensitization starts in as little as 5 days  
• Informed consent, patient/provider 

agreement
• Focus on functional outcomes (4A’s, BPI)



Manage By Risk:
Chronic Opioids

• Frequency/Intensity based on risk
• Assessments incl. U Tox & PDMP
• Refill & provider visit frequency
• Comprehensive reassessment & care plan review
• Prophylactic naloxone prescription & training



Manage By Risk:
Chronic Opioids

• Referrals – based on risk
• Mandatory Ancillary care
• Addiction treatment
• Transfer of pain management

• Risk-group specific note templates



Manage By Risk
Low Medium High Extreme

Refills 3 months 1 month 2 weeks 1 week

PDMP 6 months 3 months 2 weeks 1 week

Provider Visit 6 months 3 months 1 month 2 weeks

U Tox 12 months 3 months 2 weeks 1 week

Comprehensive
Review 12 months 6 months 3 months 1 month



Team Based Strategies
• Assessments

• Pre/inter-visit assessment
• In-room pre-provider assessment

• Promote self efficacy
• Motivational interviewing
• Self Management Support

• Group visits
• Peer support groups (e.g. COAW)



Team Based Strategies
• Psycho-education, Therapy

• Refill visits for low risk patients (RN, Pharmacy)

• Social Work and Care Management interventions
• Data-driven quality improvement

• Process outcomes
• Clinical outcomes



Group Activity:
“Choice Cuts”

Two specific strategies for: 
• Reducing provider and 

staff burn out 
• Increasing patient-

centeredness
• Behavioral approaches

Three specific population-
based strategies 
Name a meaningful outcome 
for each
Harness the entire practice 
team to implement these 
strategies 



Discussion



Take-home
• Chronic pain is a centrally mediated sensory 

experience that is real to those who experience it

• It is influenced by many factors including opioids, 
genetics, epigenetics, trauma, beliefs, values and 
psycho-social context



Take-home
• Patient-Centered Strategies

• Empathy, therapeutic relationships
• Doorknob mindfulness
• Positive psychology (Positive BATHE)

• Behavioral Strategies
• Assess attribution, beliefs, values
• Minimize fear and avoidance, 
• Promote stages of change based self efficacy
• Therapy, psycho-education, coping techniques
• Trauma informed care



Take-home
• Population based strategies

• Define, stratify & manage your population by risk 
• Structured assessments

• Minimize opioid initiation

• Leverage the entire team
• Assessments
• MI/SMS
• Refills
• Behavioral and Social Determinants interventions
• QI



www.cufamilymedicine.org\chronicpain

http://www.cufamilymedicine.org/chronicpain


Thank you
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