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Introduction 

• More than any other medical condition, 
complex chronic pain challenges our ability to 
deliver truly integrated patient-centered care 

• Understand the problem and challenges 

• Identify opportunities and suggest solutions 



How can I help? 

• “Why am I seeing you? I have real pain. My 
pain is not in my head”.  

• “Of course I’m depressed. You would be too if 
you had my pain”. 

• “If they would just give me what I need I will 
be fine”. 

• “If someone doesn’t do something about my 
pain my life is not worth living”. 



How can You help? 

Change the patient’s experience of chronic pain 
by changing their experience of healthcare 



Overview  

• Key distinctions and definitions 

• Current models of pain care 

• Barriers to quality chronic pain care 

• Collaborative self-management 

• Key Roles for mental health providers 

 

 



Not all pain is the same 
 

Pain 



Key Distinctions 

Pain 

Acute 
palliative 

Cancer 
palliative 

Chronic 
Functional  



Not all “chronic pain patients” are the same 



Key Distinctions 

Chronic Pain 
 

Patients with Chronic Pain 
90% of patients 
Easily managed 

“Simple” chronic pain 

Chronic Pain Patients 
10% of patients 

Very difficult 
“Complex” chronic pain 



Useful Distinction 

• “Simple” chronic pain responds  to standard medical 
treatments 
– Pt. is generally functional 

– Interactions are mutually satisfying 

• Acknowledge problems other than pain and benefit 
from treatment for comorbidities like depression, 
PTSD, etc. 

• Benefit from pain-specific psychological treatments 
like CBT, biofeedback, or behavioral activation 

 



Useful Distinction 

• “Complex” chronic pain does not respond to 
standard medical 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 

 



Useful Distinction 

• “Complex” chronic pain patients simply refuse 
psychological treatments in spite of widespread 
psychosocial dysfunction 

 

• Minimal benefit from pain-specific treatments like 
coping skills training  

 

• We often refer to these people as “pain patients” 

 

 



Definition of Pain 

• An unpleasant sensory and 
emotional experience 
associated with actual or 
potential tissue damage, or 
described in terms of such 
damage 

- IASP Subcommittee 
on Taxonomy, 1979 

• A complex perception that 
is experienced as a whole 

• Questions about “real” pain 
are misinformed 

 

 

 



Chronic Pain Experience 

• 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 

• Complex chronic pain is not a symptom in 
need of corroborating evidence 

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

• Overwhelmed by pain and overwhelming the 
system 

 

 

 



Fundamental problem 

 

• Both patient and provider share a 
biomedical model that is inadequate to 
address the problem of complex chronic 
pain 

 

 

 
 

 

 

 

 

 



Routine screening for presence & intensity of  pain 

Comprehensive pain assessment 

Management of  common pain conditions 

Support from MH-PC Integration, OEF/OIF, &  

Post-Deployment Teams 

Expanded care management  

Opioid Renewal Clinics

Pain Medicine 

Rehabilitation Medicine 

Behavioral Pain Management  

Multidisciplinary Pain Clinics 

SUD Programs  

Mental Health Programs 

  

 

Advanced diagnostics & 

interventions 

CARF accredited pain 

rehabilitation 

 

STEP 
1 

STEP 
2 

STEP 
3 

VA Stepped Pain Care 

Complexity 

Treatment 
Refractory 

Comorbidities 

RISK RISK 



Current Model: Stepped Pain Care 

• Recognizes that the vast majority of pain care 
occurs in the primary care setting 

 

• Mental health professionals will have an 
increasingly important role to play in chronic 
pain management in every setting 

 

 



Current Model: Stepped Pain Care 

• Growing acceptance of a biopsychosocial 
model of pain care  
– Army Pain Management Task Force Report, 2010 

• Pain medicine should be managed by integrated care teams which 
employ a biopsychosocial model of care.  

• Growing recognition of the importance of self-
management  

• Decreasing reliance on medications and 
interventions 

 

 



Barriers to quality pain care 

• Conceptual 

• Structural 

• Professional 

 



Biomedical model: problematic beliefs 

• Dualism: “mind” and “body" are separate 

• Pain is a symptom of an underlying condition 

        that can be objectively identified 

• Pain is the primary problem 

• Medical solutions are possible 

• Provider is the expert responsible for fixing 
the problem 

• Patient is a helpless victim of a disease or 
injury 

 







Traditional System Structure  

Soma 

 Mental Health Services        :        Medical Services 

Psyche 



Traditional System Structure  

• Patients get referred to mental health because 
because the PCP has run out of rational 
medical options or is in conflict with the 
patient 

• Mental health providers can’t help patients 
who view all of their life problems as being 
caused by pain 

 

 



Traditional System Structure  

Soma Psyche 

Complex Pain Patients 
caught in the middle of 
this traditional system. 

 Mental Health Services        :        Medical Services 



Mental Health Integration 

• Big step in the right direction but 
multidisciplinary care is NOT necessarily 
integrated care 

• As long as complex pain patients believe that 
medical solutions are possible or perceive that 
the validity of their complaints is in doubt they 
will vigorously pursue medical treatment and 
reject psychosocial/self-management options 

 



Mental Health Integration 

• Integration requires the entire team to share a 
conceptual model and to deliver the same 
message in all clinical encounters 

• Chronic pain can not be considered the 
responsibility of the medical provider while 
mental health only addresses co-morbid 
conditions 



PTSD 

N=232 

68.2%  2.9% 
16.5% 

42.1% 

 6.8% 

5.3%  

 10.3% 

 12.6% 

TBI 

 N=227 

66.8% 

Chronic Pain  

N=277 

81.5% 

Prevalence of Chronic Pain, PTSD and TBI in a sample of 

340 OEF/OIF veterans 

Lew et al., (2009). Prevalence of Chronic Pain, Posttraumatic Stress Disorder and Post-concussive Symptoms in OEF/OIF Veterans: The 
Polytrauma Clinical Triad. Journal of Rehabilitation Research and Development, 46, 697-702. 



Professional  Barriers 

• Pain Specialty Care 

– The vast majority of pain specialists are trained in 
a biomedical model that emphasizes high tech 
interventions and high dose medications 

– Complex patients are returned to primary care 
either unchanged or on medication regimens that 
are untenable 

 



Professional  Barriers 

• Addiction Treatment Programs 

– Many patients who misuse opioids simply refuse 
to go to treatment 

– If they do go, they may not qualify for treatment 
according to current definitions of addiction 

• Prescription medication misuse/abuse is a 
“new” problem that will represent a growing 
challenge to PACT teams in the near future 

 



Collaborative self-management 

• VISN 20 Provider Training: 

– http://vaww.cp.visn20.med.gov 

• TMS Course 16328: 

– Complex Chronic Pain: Collaborative Care 

• TMS Course 16351: 

– Veteran-centered Integrated Pain Care 

 



Collaborative self-management 

• 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 

 

• Not a grim alternative to failed medical 
treatments 

 



Collaborative self-management 

• Supporting the patient as a person while challenging 
the belief that pain is the primary problem and that 
medical solutions  are possible 

 

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

 

• Long-term rehabilitation is the goal 

 

 



Collaborative self-management 

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

 



Collaborative self-management 



Key Roles for Mental Health Providers 

• Complex pain patients feel “trapped in the 
helping system” 

– Their sense of being rejected is usually very real 

• Begin to repair the relationship with the 
health care system 

– Acknowledge their frustration with medical care  

– Challenge their decision to “do the same thing 
over and over while expecting different results” 

 

 



Key Roles for Mental Health Providers 

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

– Pain can’t be treated separately of the problems 
“caused” by pain 

• Encourage acknowledgement of problems 
other than pain 

– Metaphor of “erosion” 

 

 



Key Roles for Mental Health Providers 

• Overwhelming pain is not the primary 
problem for our most “difficult” patients, it is 
a self-defeating, short-term solution for other 
life problems 
– “secondary gain” is primarily thought of as access to 

compensation or drugs. It is for a very small minority 
of patient. 

– For most patients pain primarily serves to protect self-
esteem, moderate family dynamics, or is deeply 
embedded in a history of childhood trauma 

 

 



Key Roles for Mental Health Providers 

• Help the team better understand the patient by 
always asking, “What problems other than pain 
are contributing to suffering and disability?” 

 



Key Roles for Mental Health Providers 

• Complex pain patients are often hopeless and 
perceive themselves to be helpless 

• Teach your patient that “pain may be 
inevitable but suffering and disability are 
optional” 

– Avoid undue focus on grieving and loss 

– Pain may prevent a patient from dancing but they 
should never stop listening to music 

 



Key Roles for Mental Health Providers 

• Be careful when using words like “acceptance” 
and “coping” 

– The technical terms may have positive meanings 
in our theories but these words convey passivity 
and defeat to patients 

– Teach  your patient that they don’t have to accept 
pain but they do need to learn to expect it and be 
prepared to respond in helpful not hurtful ways 



Key Roles for Mental Health Providers 

• Medical interactions are often difficult and 
primary care providers need assistance with 
managing stressful interactions 

• Consider joint meetings with mental health to 
help clarify communications, maintain limits, 
or improve assessment 



Co-disciplinary care 

• VAPSHCS model since 1988 

• Patients see a medical provider and a mental 
health provider at the same time 

• Originally started as a method of dealing with 
difficult situations 

• Better success when we worked together 

 



Co-disciplinary care 

• Efficient: one interview, no need to meet 
separately to discuss case 

• Effective: legitimizes role of psychologist and 
expands scope of inquiry 

– Give ‘em what they want and slip ‘em what they 
need 

• Used in other centers: Fernandes et al. Fed 
Pract. 2012: 29 (7). 15-17 



Key Roles for Mental Health Providers 

• You don’t need to become a pain expert but 
you do need to acquire pain expertise 

• Psychological factors can modulate the 
perception of pain, modify the experience of 
pain but it is extremely rare that are they the 
“cause” of pain. 

 



VISN 20 Pain Management 

• Solutions lie in 
improving chronic pain 
management in the 
primary care setting 
 

• Provider and patient 
education are essential 
foundations of 
improved care 



VISN 20 Web-based training 

• Significant investment 
in provider and patient 
education 

• Provider education 
module 2008 

• Patient Education 
module 2014 



Fundamental Problem 

• In traditional relationships, clinical decisions are 
made by patients and providers who share a medical 
model of pain that is inadequate to address the 
complexities of the problem 

 

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

 

 



VISN 20 Hypothesis 

• Patients and providers who share a 
biopsychosocial model of pain will be more 
likely to form collaborative treatment 
relationships that result in lasting 
improvements in patient functioning  

 







Facilitate a Truce 

• Pain is the not the 
“enemy” 

• Goal is not to “kill” the 
pain 

• Goal is to help the patient 
stop fighting a war they 
cannot win and live a full 
and productive life…even 
if they hurt. 

 


