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+  Learning Objectives  

By the end of the session, participants will be 
able to:  

 
• Explain how pain and opioid use are linked  

 
• Discuss a rational approach to assessing 

pain and risk for opioid aberrancy  
 

• Explain how  opioids can be appropriately 
used  to treat pain 
 

• Describe alternative pain management 
options including combination 
pharmacological and non pharmacological 
interventions  



+  Question 

What percentage of North Americans are 

currently experiencing pain which has 

gone on for more than 6 months? 

 

1. 2% 

2. 5% 

3. 10% 

4. 25% 



+  The Burden of Chronic Pain 

 Prevalence of chronic pain in the adult 
population may be 30% (Moulin et al 
2001)  

 18% of Canadian adults suffer from 
moderate to  severe chronic pain daily or 
most days of the week (Nanos Survey 
2007-2008) 

 Chronic pain is associated with an 
increase in the use of health services 
(Tarride, Gordon et al 2005) 

 Massive economic burden:  $635 billion 
per annum in US (US Institute of 
Medicine, 2011) 
 6x that of depression 

 Mostly due to decreased productivity, not 
absenteeism 

 

 



Acute Pain 
Generally sudden onset, certainly recent onset 

  Has an obvious identifiable cause 

 Injury 

 Disease 

 Iatrogenic (i.e., surgery) 

Usually is of short duration (less than 1 month) 

Part of normal “fight-or-flight” – alert to harm 

Has an intensity that is generally variable, and 
indicative of severity of the condition 

 Is accompanied by characteristic behavior, such as 
rubbing, moaning, crying, etc.  



Acute to Chronic 

Tissue 
Injury 

• Nociception 

Acute Pain 

• Peripheral 
sensitization 

Chronic 
pain 

• Central 
sensitization 

Chronic pain 
and disability 

• Impact on sleep, 
psychological and 
social functioning 

Time 

PREVENT AND TREAT CHRONIC PAIN 

 

Long-term opioid use often begins with treatment of 

acute pain.  

When opioids are used for acute pain: 

1. Prescribe the lowest effective dose of IR opioids 

2. Do not prescribe more than needed for 

expected duration of moderate to severe pain  

usually < 3 



Chronic Pain 
 Persistent (longer than 3-6 

months) 

 Usually the result of some 
chronic disease or condition 

 May have no obvious cause  

 Prolonged functional impairment 

 Physical 

 Psychological 

 May or may not be associated 
with characteristic behavior, 
such as insomnia, poor appetite, 
irritability, and even depression 

 Often more difficult to manage 
than acute pain  

 No functional relevance  may 
be considered a disease state 



+  Untreated Pain:  A Global Health 

Problem 

 
• Inadequately treated acute pain (following surgery or 

trauma)  25% burden of chronic pain 

• Reduced mobility 

• Impaired immunity 

• Reduced concentration 

• Anorexia 

• Sleep disturbances 

• Social isolation 

• Dependence on caregivers 

• Impaired relationships with friends and family 

• 4x risk of depression and anxiety 

 

• AT RISK: poor, elderly, mentally ill, children, women, 
racial/ethnic minorities 

 



+  Question 

What percentage of Ontario middle and high 

school students (Gr 7-12)  used opiates 

for non-medical purposes in the past 

year? 

 

1. 5% 

2. 7% 

3. 10% 

4. 12% 



OSDUHS 2015 

PAST YEAR USE – TOP 10  

Alcohol  45.8% (54.9 %) 

Cannabis  21.3%  (22.0 %) 

Binge Drinking 24.7 % (17.6%) 

Vape pens (e-cigarettes) 11.7%  

Opioid Pain Relievers (NM)  10% (14.0%, 17.8%)  

Cigarettes Tobacco 8.6 %  (8.7 %) 

OTC Cough/Cold Medication  6.4 %  

Solvents  2.8%  (5.6 % ) 

Hallucinogens other than LSD, PCP  5.4%  (3.8 %) 

Stimulants (NM)  2.1 %  (4.8 %) 

Salvia Divinorum 3.7 % 

(www.camh.net) 



Prescription Opioid Consumption 

Top 20 Countries (2006-2008) 

DDDs = ‘defined daily doses’ 
(INCB 2013) 

United States 42230

Canada 29880

Germany 20990

Denmark 17790

Belgium 17660

Switzerland 17250

Austria 14950

Iceland 11170

Spain 10830

Australia 10360

Ireland 9777

Norway 9646

Luxembourg 8732

Finland 8515

Netherlands 8358

Slovenia 8306

Gibraltar 8088

Sweden 7720

France 7496

New Zealand 7003
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+  

Sharp Increase in Opioid Prescriptions        Increase in Deaths 



+  Opioids in Ontario 

• Ontario is a leading province in opioid prescribing  and 

high dose opioid dispensing (Gomes, et al 2014). 

 

• Deaths related to prescription opioid use doubled in just 

 over 10 years in Ontario.  (Dhalla, et al., 2009). 

 

• There have been 5,000 deaths since 2000. 

 

• Opioid related mortality increased 463% between 2000-

 2013 (Office of the Chief Coroner, 2015). 

 

• In 2013 there were 625 deaths (1 death every 14 hours) 

 

• Opioid overdose is the third leading cause of accidental 

 death (more than double that of MVAs) 

 

• ICES study (Gomes, et al., 2014) data:  1 in every 8 deaths 

 in adults aged 25 to 34 was related to opioids.  
 



The Dilemma 

What to do when the drug is both a 

solution and a problem? 

The PRACTICE OF 
EITHER - OR 



A Few Causes of Chronic Non Cancer Pain 

 Low Back Pain 

 Headache 

 Trigeminal neuralgia 

 Post-herpetic neuralgia 

 Fibromyalgia 

 Post traumatic or post-
surgical pain 

 Post-herpetic neuralgia 

 Whiplash 

 Diabetic Neuropathy 

 

 Arthritis 

 Vulvodynia 

 Pudendal neuralgia 

 Carpal tunnel syndrome 

 Endometriosis 

 Irritable bowel 

 Inflammatory bowel 

 Interstitial  cystitis 

 Alcohol neuropathy 

 



The Five Pillars of Chronic Pain Management:  

A Rational and Interprofessional Approach 

Assess:  Symptoms and Risk 

Define the problem: where and 
what is it? 

Diagnose the kind of pain and 
treat it 

Other issues:  mood, anxiety, 
sleep, addiction, sex  

Personal management, self 
management 

 
Gordon A. Pain Manag. 2012 Jul;2(4):335-44.  



+  Pearls of Chronic Pain Management 

1. Many causes – thorough workup 
essential 
 

2. Total relief of pain seldom possible 
 

3. Improved function, quality of life, should 
be main goals 
 

4. Function includes work, ADLs at home, 
recreation, sleep, sex… 
 

5. The presence of or risk of substance 
use disorder in a patient does not 
preclude aggressive treatment of 
chronic pain 

 
 



+  Pillar 1: Assessment 

General history 

 

Neurological history 

 

Pain history 

 

Risk history 



Clinical Interview – Building Alliance 

 Pain management Step 1:  

Listen.  

- Mary Lynch, Clinical Pain 

Management, 2011. 

 There is the need of ill 

people to tell their stories 

in order to construct new 

maps and new perceptions 

of their relationship to the 

world. 

 -Frank A, The Wounded 

Storyteller, 1995 

 

 



Pillar 1: Risk Assessment 
 “Universal Precautions” history (Gourlay et al, 2005) 

 Current and previous pain treatment 

 Aberrant drug-related behaviours 

 Personal history of problematic drug/alcohol use 

 Family history of problematic drug/alcohol use 

 Affective disorders 

 Childhood abuse 

 Significant Personality Disorder 

 PTSD 

 Problematic chronic medical condition in last 12 months 

 Involvement of multiple body regions 

 Low Function ( 2SD < below norm eg SF-12) 

 Poor coping (low pain self-efficacy) 

 Lack of social support 

 Urinary drug screen and identification 

 Identify the individuals with the greatest risk of aberrant 
behaviour NOT to stigmatize, but to improve care 

 

 

 

 



Risk Assessment:  Screening Tools 

ORT demonstrated high sensitivity and specificity 
for detecting individuals presenting to a pain clinic 
at risk for developing aberrant behaviors around 
use of opioids (Webster, 2005) 

BUT, none of the screening tools can be 
recommended with confidence, because samples 
were small and unrepresentative (Turk, 2008) 

A personal history of abuse of illicit drugs or alcohol 
remains the strongest predictor of opioid misuse 
and abuse 

Turk DC, et  al. Clinical Journal of Pain 2008 Jul;24(6):497-508. 

Webster LR, Webster RM. Pain Med. 2005;6:432-442. 



Opioid Risk Tool 

Administration 

•On initial visit 

•Prior to prescribing 

 

Scoring 

• 0 – 3 low risk 

• 4 – 7 moderate risk 

• 8+ HIGH RISK 
 

 

 

 

 

Webster et al.  Pain Med 2005; 6: 432 

ORT demonstrated high sensitivity and specificity for detecting 

individuals presenting to a pain clinic at risk for developing 

aberrant behaviors around use of opioids 

 

A personal history of abuse of illicit drugs or alcohol remains the 

strongest predictor of opioid misuse and abuse 

 



Pillar 1:  Risk Screening  CAGE-AID 

1. Do you drink alcohol?  

2. Have you ever experimented 

with drugs? 

Cut down 

Annoyed 

Guilty 

Eye-opener 

 

 

 

 

 



Aberrant Drug Related Behaviours 

  
 Selling medications / RX Forgery 

 “Street” sourcing 

 Crushing / Snorting / Injecting 

 Multiple dose-escalations or other non-compliance 
with therapy despite discussions 

 Multiple episodes of prescription loss or theft 

 Double doctoring 

 Functional deterioration seemingly related to drug use 

 Repeated resistance to change in therapy despite 
clear evidence of therapeutic failure or adverse effect   

 

 



Aberrant Drug Related Behaviours 

  
 Aggressive requests for 

dose increases 

 Stockpiling during periods 

of reduced symptoms 

 Requesting specific 

medications 

 Unsanctioned dose 

escalation or other non-

adherence on occasion 

 Unapproved use of the 

medication to treat 

another symptom 

 Reporting mood or 

cognitive effect not 

intended by the clinician 

 Catastrophizing and 

rumination about return of 

severe symptoms with 

change in therapy 

 

 

 

 
Portenoy RK, Payne R. Acute and chronic pain. In 

Lowinson JH, Ruiz P, Millman RB (eds): 

Comprehensive Textbook of Substance Abuse, 4t 

Edition. Baltimore: LWW; 2011. p651 



Chronic Pain and Substance Use 

Disorders 

Prevalence of Opioid addiction in CNCP patients 
receiving opioids? 

 
 Opioid addiction 3.3% in CNCP patients  
 Aberrant drug related behaviors 11.5% 
 Urine drug screen (UDS) with illicit drugs present 14.5% 
 UDS with non-prescribed opioids present 20.4% 
 Based on review of 67 studies (Fishbain 2008) – many 

limitations 
 
 No breakdown of the clinics studied or dates of study (opioid dependence 

increasing) 

 Dx of addiction depends on clinician’s judgement  

 ADRBs and positive UDSs are only proxy measures of addiction 

Fishbain DA et al. Pain Medicine 2008 May;9(4):444-59. 



Addiction 

 “A primary, chronic, neurobiological disease, with 

genetic, psychosocial, and environmental factors 

influencing its development and manifestations.  

 It is characterized by behaviors that include one 

or more of the following: 

 Control impaired over drug use 

 Compulsive use 

 Continued use despite harm 

 Cravings” 

American Society of Addiction Medicine. Public Policy Statement: Definition 

of Addiction. 2011. http://www.asam.org/DefinitionofAddiction-

LongVersion.html 

 



DSM-V DIAGNOSTIC CRITERIA FOR 

SUBSTANCE USE DISORDER (2013       

Tolerance* 

Withdrawal* 

More use than intended 

Craving for the substance 

Unsuccessful efforts to cut down 

Spends excessive time in 

acquisition 

Activities given up because of 

use 

Uses despite negative effects 

Failure to fulfill major role 

obligations 

Recurrent use in hazardous 

situations 

Continued use despite 

consistent social or 

interpersonal problems 

*not counted if prescribed by a 

physician 



Chronic Pain and Substance Use 

Disorders 

How does untreated pain lead to a 
substance use disorder? 



Anatomy  

of 

Addiction 

Volkow ND et al. N Engl J Med 2016;374:363-371 

Nucleus accumbens 

• Cognitive processing 

of aversion, 

motivation, pleasure, 

reward, and 

reinforcement 

learning, impulsivity 

 

Dorsal striatum – 

encoding of habits and 

routines 

 

Amygdala – emotions, 

stress, desires 

 

Hippocampus – memory 

 

Prefrontal cortex – self-

regulation; attribution of 

salience = relative value 

 



Stages 

of  

Addiction 

Volkow ND et al. N Engl J Med 2016;374:363-371 

1. Binge and 

Intoxication 

 

2. Withdrawal and 

Negative Effects 

 

3. Preoccupation 

and Anticipation 
 

 



Volkow ND et al. N Engl J Med 2016;374:363-371 

1. Binge and 

Intoxication 

 
• Drug-induced 

activation of the 

brain’s reward regions 

(in blue) 

 

• Enhanced by 

conditioned cues in 

areas of increased 

sensitization (in 

green)  

 

• Repeated reward 

become associated 

with cues/associations 

 

• People/Places/Things 

 

• NO SATIETY BRAKE 

Stages 

of  

Addiction 



Volkow ND et al. N Engl J Med 2016;374:363-371 

2. Withdrawal and 

Negative Effects 

 
• Activation of brain 

regions involved in 

emotions (in pink) 

results in negative 

mood and enhanced 

sensitivity to stress 

 

• Less dopamine 

release 

 

• Less reward 

 

• Neglect of normally 

pleasurable pursuits 

 

• DEEPLY INGRAINED 

CHANGES – don’t 

reverse 

immediately…DETOX 

NOT ENOUGH 

 

Stages 

of  

Addiction 



Stages 

of  

Addiction 

Volkow ND et al. N Engl J Med 2016;374:363-371 

2. Withdrawal and 

Negative Effects 

 
• ANTI-REWARD 

SYSTEM 

• Increased reactivity to 

stress 

 

• Negative emotions 

 

• DYSPHORIA 

 

• Take drug to avoid 

feeling dysphoric (vs. 

getting high) 

 

• AMYGDALA – CRF, 

DYNORPHIN 

 



Stages 

of  

Addiction 

Volkow ND et al. N Engl J Med 2016;374:363-371 

3. Preoccupation 

and Anticipation 

 
• OFC… Less DA = 

Impaired exec 

processes 

• Self-regulation 

• Decision making 

• Flexibility in 

selection and 

initiation of action 

• Attribution of 

salience 

• Monitoring of 

error 

 

•  Inability to balance 

strong desire for the 

drug with the will to 

abstain  

 

• Relapse and 

reinitiates the cycle of 

addiction 

 

 



+  Addiction treatment 

The neurobiology of addiction is pointing the way to 
potential methods of disrupting the neurocircuitry with both 
pharmaceutical and behavioral tools. 

 

Altering the reward and emotional circuits may prevent and 
treat the problem. 

 

Abstinence based treatment 

Medical ‘detox’ 

Counseling and group support 

 

Doesn’t work as well as methadone or buprenorphine 
maintenance 

 

But can work for younger patients with a short history of 
addiction and strong social support  
  



+  
Pillar 2: Define the Underlying Problem 

• General, MSK and neurological exam 

• Investigation 

Neurophysiological testing: EMG/NCT and possibly evoked 

response 

Quantitative sensory testing 

Pain scales including BPI and DN4 

Neuroimaging 

 

• Where is the lesion and what is the lesion? 

 

• Applies to neurological conditions and non-

neurological conditions 

 

• Treating underlying disease sometimes helps 

reduce pain 

 



+  
Pillar 3: Diagnose Pain  and Treat  

Rationally   

Nociceptive vs Neuropathic 

 

Cancer vs Non-Cancer 

 

Acute vs Chronic 

 

Mild, Moderate and Severe  



Pillar 3: Diagnosis: Nociceptive vs. Neuropathic 

Nicholson BD (2003) 

Comerci G (2014) 

Pain 

Nociceptive  
Normal stimulation of nociceptors 

Thermal, chemical, mechanical 

Neuropathic  
Abnormal nervous system activation 

Somatic Visceral Central Peripheral 

Existential  
Pain that occurs upon questioning and doubting the 
value of one’s ongoing existence as a living, sentient 

being 



 

4 Steps of Pain 
 

1. Transduction 

2. Transmission 

3. Modulation 

4. Perception 

 
Role of inflammation 

Common source of added 

noxious stimulus secondary to 

the release of prostaglandins 

and other substances 



+  

Opioids Reduce Pain by Inhibiting Transmission 



+  Clinical Significance of the Basic 

Science of Pain 

Not all pains are the same 

 

Not all patients have the same pain 

sensitivities 

 

Not all patients have the same pain relief 

from opioids or other analgesics 

 

Not all patients have the same side effects 

of opioids and other pain relievers 

 

Pasternak, 2001 



+  Treating Chronic Pain:  The 3 Ps 

• Physical 

 

• Psychological 

 

• Pharmaceutical 



+  
Non-pharmacologic therapy 

 Self-Management 

 Chiropractic 

 Massage therapy 

 Cognitive and Behavioural Therapy (CBT) 

 Meditation 

 Mindfulness techniques 

 Exercise 

 Physical therapy 

 Interventional approaches: nerve 

stimulation or block 

 Acupuncture 

 Botox 

 ETC… 



+  
Appropriate pharmacotherapy  for pain 

NSAIDs 

Opioids 

Adjuvant 

Cannabinoids 

Topicals 



Pharmacologic Steps in Neuropathic Pain 

TCA      Gabapentin /  Pregabalin        SNRI 

Tramadol             Opioid Analgesics 

Cannabinoids 

Fourth Line Agents ** 

** eg SSRIs, methadone, lamotrigine, topiramate, valproic acid 

*** Do not add SNRI to TCA  

Add additional 

agents 

sequentially if 

partial but 

inadequate pain 

relief*** 

Moulin DE et al. Pain Res Manag. 2014  



A Canadian Approach to Opioids 

 NOUGG – with 
representation from all MRAs 
in Canada 

 Treatment of pain 

 Evidence-based 

 Collaborative 

 Autonomy 

 Clinician and Patient Input 

 Practice Improvement 

 Implementation 

 Practice Resources 



+  Overview of NOUGG Guidelines 

1. Deciding to initiate opioid therapy 

 

2. Conducting an opioid trial 

 

3. Monitoring long-term opioid 

therapy 

 

4. Opioids in specific populations 

 

5. Managing opioid misuse and 

addiction in CNCP patients 

 

 



Five actions that should always be done when prescribing opioids for 

CNCP: 

  

1. Start with a comprehensive assessment to ensure opioids are a 

reasonable choice and to identify risk/benefit balance for the patient. 

 

2. Set effectiveness goals with the patient and inform patient of their 

role in safe use and monitoring effectiveness. 

 

3. Initiate with a low dose, increase gradually and track daily dose in 

morphine equivalents – use ‘watchful dose’, 200mg meq as a flag to 

re-assess.  

 

4. Watch for any emerging risks/complications to prevent unwanted 

outcomes including misuse and addiction. 

 

5. Stop opioid therapy if it is not effective or risks outweigh benefits. 
 

2010 Canadian Opioid Guideline – Key Messages 

Canadian Opioid Guideline - Key Messages by Andrea D. Furlan MD PhD is licensed under a Creative Commons Attribution-

NonCommercial-NoDerivs 3.0 Unported License -  (andrea.furlan@uhn.ca)  

http://www.iwh.on.ca/researchers/andrea-furlan
http://creativecommons.org/licenses/by-nc-nd/3.0/
http://creativecommons.org/licenses/by-nc-nd/3.0/
http://creativecommons.org/licenses/by-nc-nd/3.0/
http://creativecommons.org/licenses/by-nc-nd/3.0/
http://creativecommons.org/licenses/by-nc-nd/3.0/
mailto:andrea.furlan@uhn.ca


NOUGG Guidelines  

CLUSTER 1: Deciding to Initiate 



 “Before initiating opioid therapy, consider the evidence related 
to effectiveness in patients with chronic non-cancer pain.” 

Opioid Efficacy – NOUGG Recommendation # 4 



+  
Opioid Efficacy – NOUGG Review 

 

The updated systematic review of opioids 
for CNCP included 62 randomized trials 

 

Opioids were compared to placebos in 47 
randomized trials 

 

The effect size for improvement in pain was 
medium (0.58 95% confidence interval [CI]: 
0.48 to 0.67, extracted from 47 RCTs) 

 

For functional outcomes, the effect size 
was small (0.34 95% CI: 0.25 to 0.43, 
extracted from 31 RCTs)  



NOUGG Guidelines  

CLUSTER 2: Conducting and Opioid 

Trial 



Opioid Dose & Opioid-Related Deaths 

in Ontario 

Gomes T, Mamdani MM, Dhalla IA, Paterson JM, Juurlink DN. Opioid dose and drug-related mortality in 

patients with nonmalignant pain. Arch Intern Med. 2011 Apr 11;171(7):686-91 

Controlled for previous drug use (SSRI, other psychotropics, BZDs, CNS 

depressants, methadone), number of meds used in the past 6 months, duration of 

OpiRx, number of physicians prescribing opioids, number of pharmacies 

dispensing opioids, presence of any long-acting opioid dispensed in the exposure 

window 



Risk of Developing an Opioid Use 

Disorder and Opioid Dose / Duration 

Using data from HealthCore in the US, the investigators looked at all 
individuals aged 18 and over with a new episode of chronic non-
cancer pain (CNCP) and no prior opioid use or opioid use disorder 
(n=568,640) 

They followed these individuals and examined the association 
between opioid days supply (none, acute, chronic), average daily 
dose (none, low dose, medium dose, and high dose), and new 
diagnosis of opioid use disorder. 

There were 497 (0.1%) new diagnoses of opioid use disorder in the 
following 18 months. 

 

 

 

Acute use = 1 to 90 days 

Chronic use > 90 days 
 

Low dose = 1-36 MEQ  

Medium dose = 36 to 120 MEQ 

High dose = 120 MEQ 
 



Edlund et al. Clin J Pain. 2014 Jul;30(7):557-64.  

Risk of Developing an Opioid Use 

Disorder and Opioid Dose / Duration 
 Low-dose, acute (16% of the cases)     OR 3.03 

 Low-dose, chronic        OR 14.92 

 

 Med dose, acute (15%)       OR 2.80 

 Med dose, chronic        OR 28.69 

 

 High dose, acute         OR 3.10 

 High dose, chronic (0.1%)      OR 122.45 

 



NOUGG Guidelines  

CLUSTER 5: Managing Opioid Misuse and 

Addiction 

For patients with chronic non-cancer pain who are addicted 

to opioids, three treatment options should be considered: 

 
1. Methadone or buprenorphine treatment (Grade A) 

2. Structured opioid therapy (Grade B), or 

3. Abstinence-based treatment (Grade C) 
 

Consultation or shared care, where available, can assist in 

selecting and implementing the best treatment option 

(Grade C) 



Back to the beginning… 

 How to treat chronic pain in patients with substance use disorder? 

 Current guidelines: 1) methadone; 2) buprenorphine; 3) no opioids 

 Methadone…properties, risks 

 Need evidence-based guidelines to manage more effectively 
pain in patients with opioid dependence 

 Blondell et al (2010) : treatment with steady doses of bup/nal 
for 6 months resulted in superior treatment retention vs detox 
with abstinence  

  POORLY MANAGED PAIN IN OPIOID DEPENDENT     
PATIENTS INCREASED RISK OF RELAPSE 

 

Neumann AM et al. J Addict Dis. 2013 



Pillar 5: Personal Responsibility and Self-

Management  
 Who’s working harder? 

 Lack of buy-in and self management is likely a key component of the 

‘refractory’ patient 

 Proactive management of realistic expectations 

 Need to educate patient and family about pain management 

techniques 

 Therapeutic alliance is key 

 Clinicians need to practice (not just talk about) interprofessional 

model 

 Lack of prompt recovery  we tend to repeatedly apply medical model – 

more consults, tests, drugs 

 Other modalities – psychological and otherwise – are left out  

 



Pain as a Motivational Disorder 

 A daily reminder of derailment 

 Traumatic 

 Robs assertiveness 

 A neurological signal to cease and 

desist 

 Multifactorial – multiple concurrent 

disorders 

 Overwhelming 

 Isolating 



Chronic Pain, Etc… 
 Pain 

 Mood 

 Sleep 

 Substances 

 And then some…. 
 Chronic renal disease 

 Liver disease 

 Iatrogenic  

 

 



+  
Pain Comorbidites - Epidemiology 

More than 50% of patients referred to a multidisciplinary 

pain clinic suffered depression or anxiety associated also 

with disability, poor psychological and social well-being 

and poor health-related quality of life (Becker et al, 1997; 

Wasser Clinic 2013) 

 

Mood and anxiety disorders are 2 – 7 x more prevalent in 

populations of chronic pain and migraine patients in 

primary, specialty and tertiary care samples (Tunks et al 

2008) 

 

Co-morbidities multiply functional compromise and QOL 

restrictions with pain (NB:  OUTCOMES)  

 

Chronic neuropathic pain  increased risk of suicide 

(Fishbain 1999; Bruns et al 2003)  NB: SUICIDE RISK 

ASSSESSMENT 

 

 

 

 

 

 



Talking to Patients about Pain 

Hurt NOT harm 

 Most people believe that 

pain indicated actual or 

potential damage to body 

 Not true in chronic pain 

 Engaging in activity levels 

based on pain  

dysfunctional activity rest 

cycle 

 AND pain is in control 

 

 

 If pain is a CNS 

phenomenon, teach 

patients that it can be 

created, increased or 

decreased by higher level 

brain function 

 Teach pain-independent 

behaviors… 

 Walk for tolerable amount 

of time 

 Gradually increase time 

regardless of pain 

 Allows patients to gradually 

increase control of 

behaviors 



Pillar 5: Pain Recovery 

 Reimagining pain from uncontrollable to manageable 

 Fostering optimism and combating despair 

 Promotion of patient feelings of success, self-control and 
efficacy 

 Patients attribute success to their own role 

 Education in specific skills: pacing, relaxation, problem-
solving 

 Emphasis on active patient participation and 
responsibility 

 



Thank You! Andrew.Smith@camh.ca 



Questions and Answers 
 

             

 

Please type in the chat pod! 

 

 

 

Questions? 

 

Please type them into the chat pod! 


