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Those who do not feel pain seldom

think It Is felt.

Samuel Johnson
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Qualifications
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What | Can Do
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It’s All In How You Think, How you
Feel and What You Do
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Agenda

What is cognitive behavioural therapy (CBT)
Nuts and Bolts of Treatment

Learning some basic skills
— Basic relaxation

— Basic acupressure

— ?self hypnosis

Outcome
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|JASP Definition of Pain

An unpleasant sensory and emotional
experience associated with actual or potential

tissue damage, or described in terms of such
damage.
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Anatomy of Pain
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The Spinothalamic Tract
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Pain Mood Connection
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Pain Mood Connection (Limbic Structures)
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Functional Neuroanatomy of Pain

Nociceptive Input

l

Nociceptive Sensations

l

Autonomic arousal

Perceived Intrusions or Threat

l

Immediate Pain
Unpleasantness

Second Order Appraisal

—— Secondary Pain Affect
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Components of Pain

Sensory Discriminative component

Intensity, location, ?quality
The sensory component of pain

Affective motivational

Limbic involvement
The affective component of pain

Cognitive -evaluative

What thoughts are associated with experience of pai
The appraisal of pain -determining its meaning
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Pain Management

Typically treatment falls into 2 groups

— Those treatments that focus on the sensory
discriminative aspect of pain
— Surgery
— Intervention
— Pharmacotherapy

Those that focus on the affective-motivational and the
cognitive-motivational aspects of pain

— Pharmacotherapy

— Psychotherapy

— Multidisciplinary pain programs
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Reduce Pain When Possible

A good physical assessment as well as |
psychiatric/psychological assessment are required

Based on assessment, determine what physical
treatments can lead to pain reduction

— Disease management

— Surgery

— Medication management
— Intervention

— Other modalities
acupu ncture
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Management of CNCP

Management is the last option of treatment when
sensory discriminative types of treatment have

failed.

As an adjunct to sensory discriminative types of
treatment treat comorbid mood disorders
— Presence of a mood disorder has a negative impact on
spinal surgery.
— Treating the mood disorder has a positive impact on
pain perception and function.
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Begin with Behaviour

Classical Conditioning is a form of associative lea rning
that was first demonstrated by Ivan Paviov.

Present a neutral stimulus (does not elicit any
behavioural response) along with a stimulus of some
significance that elicits a reflex  behaviour .

If the neutral stimulus and the stimulus of some
significance are repeatedly paired, eventually the two
stimuli become associated and the organism begins t 0
produce a behavioral response to the neutral stimul us.
This is the Conditioned Response (CR).
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Conditioning and Types of
Consequences

Dr. Jeff Ennis -September 2008




Operant Conditioning

Classical conditioning forms an association between
two stimuli.

Operant conditioning forms an association between a
behavior and a conseqguence.

Operant conditioning is distinguished from classica I
conditioning In that operant conditioning deals wit h
the modification of "voluntary behavior" or operant
behavior rather than reflex behaviour .

‘Operant behavior "operates” on the environment and
IS maintained by its consequences
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Cognitive Behavioural Therapy (CBT)

CBT incorporates principles associated with operant _
conditioning, information processing and learning t heories.

A basic assumption of CBT is the recognition thatt  hereis a
reciprocal relationship between a patient ’s cognitive processes,
affect, physiology, and behaviour .

CBT emphasizes the importance of changing cognition s, affect
and behaviors as a way of reducing symptoms and imp roving the
functioning of the affected person.

The therapist and the client are active participant s in the ther apy.
The treatment is not driven by an exploration of pa st events.
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CBT

It is based on the assumption that people believe they
cannot function because of their pain and they are helpless
to Improve their situation. They become depressed and
they avoid activity.

— It is much more than Hurt vs Harm

Treatment goals focus on:
— Examining thoughts (cognitions) and challenging ‘faulty’ thinking
Learning alternative behavioural responses (eg relaxation)
Altering negative affect

dealing with ‘helplessness’

Develop new skills (behaviours) to respond to one’s circumstances
In @ more adaptive way.

Can J Psych.2008;53(4):213-223
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CBT In Brief

A person behaves in a particular way because of what they
think and how they feel.

A person feels a particular way, because of how they think
and behave.

A person thinks in a particular way because of how they
feel and behave.

Thinking, feeling and behaviour are intimately intertwined.
By changing one of these variables, the others are
affected.
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The Nuts and Bolts

Change the cognition (thinking)
Education/new information
Cognitive restructuring
|dentify the patient ’s schema
Self monitoring

Change the affect
— Medication management (severe mood disorder MUST be treated with

medication-this is a standard of practice)
— psychotherapy

Change the behaviour
— Behavioural Experiments
Activation (exercise, socializing, hobbies)

— Relaxation Skills (do not send patients home with a CD and assume they
know how to ‘relax’
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Operant Conditioning and CBT

Antecedent | Behaviour Consequen
(belief) ce

Examine the system
for reinforcers of the
‘sick role’/iliness
behaviours/pain
behaviours. Use and
ABC chart.
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The Four Steps of CBT

1 Education

2 Skill Acquisition
(3 Activation)

4 Generalization
5 Maintenance

Can J Psych.2008;53(4):213-223
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Education

Provide new information about pain and pain management.
The hypothesis is that with new information, patients will
change their thinking and therefore affect/behaviour.

— The concept of ‘hurt versus harm’ is an oversimplification of a
complex problem and most patients do not buy it. The usual
response to this is ‘how would you know’'.

— Topics include:
The physiology of pain and chronic pain
Medication management
Sleep
Managing medications
Human sexuality
productivity
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Skills

Relaxation training Is the most common skill
Tai Chi

Acupressure

Self Monitoring and analysis-this is critical
Self Hypnosis

Remember relaxation skills are important because
they provide the patient with an alternative
response to pain that is more functional.
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Skills

Help patients develop skills to identify their
cognitions (thoughts and beliefs -ABC charting)

Help them recognize the relationship between
cognition/ behaviour /affect/consequence.

Help them develop self -monitoring skills

Help patients examine their cognitions/develop
alternative thoughts and responses
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Skills

Self monitoring Is a significant and most
difficult skill for patients to develop in Goal
attainment scaling. Often, It is their
cognitions that are the barriers to goal
attainment.
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Physical Activation

Fithess

— Fitness can reduce deconditioning and pain from |
weakened muscles. There is no evidence that fithess Is
a method of pain reduction

— Fitness is a behavioural experiment.

Activity Sessions
— Cooking

— Hardware Store
— Aquatherapy

— Tai Chi

— Painting
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Physical Activation

Pacing skills are an integral part of physical activation.
Pacing does not mean doing less
Pacing does not mean stopping when you have pain

Pacing is learning to make the time spent on an activity not
contingent on pain (changing the consequences of pain)

— Break up an activity into time dependent, do-able components with
planned breaks.
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Physical Activation

Gives patients the opportunity to identify limitations to activity other
than pain and develop solutions to these limitations

Physical activity can be viewed as behavioural experiments
Physical activity provides an opportunity to practice pacing

The activity should be easily available and can be tailored to a specific
patients capacity

Physical activity is gradually increased in a planned way while
examining cognition, affect and consequences.
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Generalize

Goal Attainment Scaling is used to bring together the
elements of CBT in a manageable format. Patients learn to
do this in their own environment(s)

Goal Barriersto | Helpersto | Solutions to | Evaluation
Attainment | Attainment | Barriers
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Specific
Measurable
Attainable
Realistic

Timely/time oriented

Goals are action based

Solutions to barriers are action based.

— Using an ice-pack to treat pain does not count as a
goal/solution. This is a passive solution.
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Goal Attainment Scaling

In the area of “What Gets in the Way of Goal
Attainment ", there are physical barriers,
emotional barriers, cognitive barriers, and
systemic barriers that need to be identified.

Patients need to develop a plan for dealing
with barriers to goal attainment over and above
pain reduction.

To reach goals, patients must do homework.
— Treatment continues outside of the clinic.
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Maintenance

Goal Attainment Skills combine all aspects
of CBT

Relapse prevention
— ldentifying what can go wrong
— Developing solutions before the event occurs
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Format for CBT and Pain Management

Individual one -to-one therapy
— limited evidence

Individualized therapy with functional
component and behaviour therapist input

Group

— Can vary in how the black box is
operationalized and length of treatment

— The IASP outlines specific criteria for a
multidisciplinary pain management program
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Desirable Characteristics for Pain Treatment Facilities
Task Force on Guidelines for Desirable Characteristics for Pain Treatment Facilities

IASP believes that patients throughout the world would benefit from the establishment of a set of desirable characteristics for pain treatment facilities. The principles set forth in
this document can serve as a guideline for both health practitioners and those governmental or professional organizations involved in the establishment of standards for this type
of health care delivery.

This Task Force has not addressed the issues of pain management in the postoperative or post-trauma setting. Such treatment programs may occur within a pain treatment
facility, but they are not required for the assessment and treatment of patients with chronic pain.

Definition of Terms

The following terms will be briefly defined in this section; a more complete description of the characteristics of each type of facility appears in subsequent portions of this report.

1. Pain treatment facility:

A generic term used to describe all forms of pain treatment facilities without regard to personnel involved or types of patients served. Pain unit is a synonym for pain treatment
facility.

2. Multidisciplinary pain center:

An organization of health care professionals and basic scientists which includes research, teaching and patient care related to acute and chronic pain. This is the largest and
most complex of the pain treatment facilities and ideally would exist as a component of a medical school or teaching hospital. Clinical programs must be supervised by an
appropriately trained and licensed clinical director; a wide array of health care specialists is required, such as physicians, psychologists, nurses, physical therapists, occupational
therapists, vocational counselors, social workers and other specialized health care providers.

The disciplines of health care providers required is a function of the varieties of patients seen and the health care resources of the community. The members of the treatment
team must communicate with each other on a regular basis, both about specific patients and about overall development. Health care services in a multidisciplinary pain clinic
must be integrated and based upon multidisciplinary assessment and management of the patient. Inpatient and outpatient programs are offered in such a facility.

3. Multidisciplinary pain clinic:

A health care delivery facility staffed by physicians of different specialties and other non-physician health care providers who specialize in the diagnosis and management of
patients with chronic pain. This type of facility differs from a Multidisciplinary Pain Center only because it does not include research and teaching activities in its regular
programs. A Multidisciplinary pain clinic may have diagnostic and treatment facilities which are outpatient, inpatient or both.

4. Pain clinic:

A health care delivery facility focusing upon the diagnosis and management of patients with chronic pain. A pain clinic may specialize in specific diagnoses or in pains related to
a specific region of the body. A pain clinic may be large or small but it should never be a label for an isolated solo practitioner. A single physician functioning within a complex
health care institution which offers appropriate consultative and therapeutic services could qualify as a pain clinic, if chronic pain patients were suitably assessed and managed.
The absence of interdisciplinary assessment and management distinguishes this type of facility from a multidisciplinary pain center or clinic. Pain clinics can, and should be
encouraged to, carry out research, but it is not a required characteristic of this type of facility.

5. Modality-oriented clinic:

This is a health care facility which offers a specific type of treatment and does not provide comprehensive assessment or management. Examples include nerve block clinic,
transcutaneous nerve stimulation clinic, acupuncture clinic, biofeedback clinic, etc. Such a facility may have one or more health care providers with different professional training;
because of its limited treatment options and the lack of an integrated, comprehensive approach, it does not qualify for the term, multidisciplinary.

Desirable Characteristics of Multidisciplinary Pain Centers

A multidisciplinary pain center (MPC) should have on its staff a variety of health care providers capable of assessing and treating physical, psychosocial, medical, vocational and
saocial aspects of chronic pain. These can include physicians, nurses, psychologists, physical therapists, occupational therapists, vocational counselors, social workers and any
other type of health care professional who can make a contribution to patient diagnosis or treatment.

At least three medical specialties should be represented on the staff of a multidisciplinary pain center. If one of the physicians is not a psychiatrist, physicians from two specialties
and a clinical psychologist are the minimum required. A multidisciplinary pain center must be able to assess and treat both the physical and the psychosocial aspects of a
patient's complaints. The need for other types of health care providers should be determined on the basis of the population served by the MPC.
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Does it Work?

van Tulder M, Ostelo R, et. al.. Behavioral Treatment for Chronic Low Ba ck Pain: A’ S ystematic
Review Within the Framework of the Cochrane Back Re  view Group. Spine. 2001;26(3):270-
281.(Cochrane Collaboration Review)

Can J Psych.2008;53(4):213 -223

Karjalainen K, Malmivaara A, van Tulder M, et. al.. Multidisciplinary  Biopsychosocial
Rehabilitation for Neck and Shoulder Pain Among Wor  king Age Adul ts: A Systematic Review
Within the Framework of the Cochrane Collaboration Back Review G roup. Spine.
2001;26(2):174-181.(Cochrane Collaboration Review)

— Less effective than for back pain

McCracken L, Turk D. Behavioral and Cognitive  -Behavioral Treatment for Chronic Pain:
Outcome, Predictors of Outcome, and Treatment Proce  ss.Spine .2002;27(22):2564-2573.

— Patient acceptance of situation and readiness to ch  ange impacts outcome

Guzman J, Esmail R, et. al.. Multidisciplinary Rehabilitation for Ch  ronic Low Ba ck Pain:
Systemic Review. British Medical Journal . 2001; 322(26):1511-1516

— Programs that use over 100 hours of treatment have a better outc ome than those below
100 hours.

Schonstein E, Kenny D, Keating J, et. al..Physical Conditioning Programs for Workers With
Back and Neck Pain. Spine. 2003.28(19):E391-E395.

— Conditioning program reduces absenteeism if include s cognitive b ehavioural component.
Can J Psych.2008;53(4):213-223
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The Web

A revised copy of this presentation can be
found at:

http://www.eastendpalinprogram.com

My boats can be found at:
http://www.ennisandsons.com
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