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Pain 

Pain is an unpleasant sensory 
and emotional experience that 
is associated with actual or 
potential tissue damage or 
described in such terms.
Pain is always subjective. 
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What is pain?



New Proposed Definition
(International Association for the Study of Pain)

Pain is a distressing experience associated with actual 
or potential tissue damage with sensory, emotional, 
cognitive, and social components

3



Duration Of Pain
• Acute pain-protective role, lasts less than 3 months, resolves as 

underlying tissue damage resolves
• Chronic pain-lasts longer than 3 months, persists after apparent cause 

of pain is resolved, distinct condition associated with pathologic 
changes in CNS

• Brain 2013-prospective MRI study/ Shape Shifting Pain/ acute pain 
activated certain brain regions/in those who went on to have chronic 
pain the brain regions activated changed to a different set of structures 
than those initially activated
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Hooten, Chronic pain and mental health disorders Mayo Clin Proc July 2016; 91:955-970
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Pain stimuli
• Dorsal horn of spinal
cord via peripheral
nociceptors

1st tier
Nociceptive
• Sensory encoding
• Pain localization
• Pain characteristics

2nd tier
Perceptive-attentional
• Cognitive modulation
• Attentional modulation
• Somatic reactions

3rd tier
Reappraisal-emotional
• Affected by emotional
context
• Individualized by
psychological factors
• Memory formation
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Is chronic pain common?
• 20% of outpatient visits are for chronic pain
• Over 100 Million people in US
• Pain related expenditures(direct costs and lost wages) is greater than 

those for Cancer, Heart disease and DM combined
• With current therapeutic options only get a 30% decrease in pain
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Chronic pain and Mental health 
disorders

• Bidirectional nature and overlap of these diagnoses
• Half of all opioids in US are given to pts with depression/anxiety dx
• High percentages in chronic pain patients of:

o Major depression
o Anxiety disorders
o History of sexual or physical violence
o Substance use disorders 
o 28-48% of Chronic pain pts have suicidal ideation 
o Sleep disturbances
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Psychiatric Medications in Treatment of 
Chronic Pain



Nociceptive Pain

• Related to damage of somatic or visceral tissue due to trauma or inflammation.
• Examples: arthritic pain

tendonitis
neck /back pain with structural pathology
inflammatory bowel disease
tumor related

• If prolonged can lead peripheral sensitization with increased sensitivity to noxious 
stimuli and increased firing rates.

FIRST LINE TREATMENT: Acetaminophen, corticosteroids, biologics, disease modifying 
agents, opioids if other pain control inadequate and daily round the clock, long term 
pain relief required.



Neuropathic Pain

• Related to damage of peripheral or central nervous system

Examples:

• post herpetic neuralgia
• diabetic peripheral neuropathy
• lumbar or cervical radiculopathy, stenosis
• chemotherapy induced, tumor related 
• post stroke pain
• MS pain    



Sensory Hypersensitivity

Pain without identifiable nerve or tissue  damage, thought to result  from     
persistent neuronal dysregulation. 

Examples:
» Fibromyalgia 
» IBS
» Tension headache
» Interstitial cystitis/pelvic pain
» Chronic fatigue 
» Neck back pain without identifiable pathology



For neuropathic pain or sensory hypersensitivity

CONSIDER:
Antiepileptics
Serotonin norepinephrine reuptake inhibitors (SNRI’s)
Tricyclic antidepressants (TCA’s)

- SNRI’s and TCA’s have analgesic properties separate and apart 
from antidepressant effects, so they are effective for pain in both depressed and  
non-depressed patients.

- NNT= 2-3 for 1 patient to achieve 50% pain relief



ANTIEPILEPTICS

Gabapentin: FDA approved for post-herpetic neuralgia; off label-used for fibromyalgia, diabetic     
neuropathy

Dose: 300 mg to 3600 mg a day in three divided doses.
May take up to two months or more for full effect

Side effects: sedation, dizziness, ataxia, weight gain, totally excreted by kidneys, helps with   
anxiety and sleep. Abuse potential and respiratory depression with opioids

Pregabalin: FDA approved for fibromyalgia, post-herpetic neuralgia, diabetic neuropathy. Designed to facilitate  
diffusion across blood brain barrier

Dose: Initial dose 150 mg a day. 
Shorter time  than gabapentin to titration to full dose (300-600 mg a day)    

Side effects: Same as above with gabapentin; also peripheral edema, blurred vision, abuse potential  
dose reduction needed with renal impairment
Schedule V controlled substance – may induce euphoria in some



ANTIEPILEPTICS (continued)

Carbamazepine or oxcarbazepine- first line for trigeminal neuralgia
Other anti-epileptics for pain-

- Anecdotal evidence and some randomized trials exist for: 
topiramate, lamotrigine, phenytoin, sodium valproate 
zonisamide, tiagabine and clonazepam.

-Evidence for effectiveness not as robust as for gabapentin and 
pregabalin.

-Should be reserved for second line treatment for patients who do 
not respond to or cannot tolerate other medications.



ANTIDEPRESSANTS- SNRI’s

Venlafaxine - For acute and chronic neuropathic pain.  
- Use with caution in patients with cardiac disease( cardiac conduction abnormalities, hypertension 

have been reported.)
- Dose: 150-225mg (some recommend higher doses of 300-450 mg)
- Side effects: Nausea, dry mouth, fatigue, constipation, dizziness, discontinuation symptoms 

insomnia
Desvenlafaxine:
- Dose: 50-150 mg.
- Side effects: Similar to above
Duloxetine- Effective in treatment of painful diabetic neuropathy, fibromyalgia, stress urinary         
incontinence and more recently chronic low back pain and osteoarthritis.
- Dose: 60-120 mg.
- Side effects: Similar to above (venlafaxine)
Levomilnacipran-
- Dose: 40-120 mg
- Side effects: similar to above, BP and HR increase, urinary hesitancy
- Enantiomer of Milnacipran which is FDA approved for treatment of fibromyalgia(but not 

depression)



TRICYCLIC  ANTIDEPRESSANTS  (TCA’s)

No FDA indication for pain, but long history of use for chronic pain. Have 
independent analgesic properties in addition to antidepressant effects. 

Nortriptyline
Dose: 10-75 mg . Can check blood levels at higher doses
Side effects: Cardiac conduction problems; arrhythmias, QT prolongation, orthostasis, urinary retention, 
constipation, dry mouth, sedation, weight gain, delirium 

Amitriptyline
Dose:25-150 mg / parent compound of nortriptyline. Check blood levels at higher    

doses 
Side effects: Same as above

Note: Often used at night in small doses to help with sleep and pain





























Chronic pain, not chronic suffering:
Acceptance and Commitment Therapy (ACT)
SARA MARASCO, LMSW

ED DENEKE, MD



How does physical pathology relate to pain?

In almost every area of chronic pain, the 
relationship between degree of 
functioning/disability and amount of 
pain is weak (Dahl, et al. 2005).



What does predict functioning?
Willingness to experience pain

Willingness to act in a valued 
direction, even with pain

Understanding the difference 
between pain and suffering

“Psychological flexibility”



ACT: Acceptance and Commitment Therapy
Evidence is growing, supporting the 
effectiveness of ACT with a range of populations.

Strong support for chronic pain
◦ Significant improvement in depression and 

experience of pain intensity 
◦ Delivery: Therapist, self-help methods, in-person, 

electronic

Modest support for depression, mixed anxiety, 
OCD, and psychosis

Developed by Steven Hayes, PhD (1986)



Psychological 
Flexibility

Acceptance

Defusion

Self as ContextPresent Moment

Values-based 
Work

Committed 
Action



Chronic Pain- Laying the Foundation
Contact with the Present Moment
◦ In committed action, difficult thoughts and feelings will arise

Cognitive Defusion
◦ Learning to defuse from sticky thoughts around pain, such as 

“I don’t want to do this,” “this hurts,” or “what’s the point?”

Value-based Action
◦ Is the patient willing, in spite of pain, to live life according to 

their values?



Committed Action
A key goal of ACT

ACT: Strong roots in behaviorism
◦ Committed action: How we know it’s working

Can include any evidence-based 
intervention
◦ Behavioral activation, activity pacing



www.contextualscience.org

http://www.contextualscience.org/


Cognitive Behavioral Therapy (CBT)
Learn to live with it

Joshua Ablitz, LMSW 



The Brain in Pain

• Things that open the gate wide
 Too much or too little activity
 Negative mood
 Negative thoughts
 Pain medicine opens the gate 

sometimes

Things that close the gate
 Pacing of activity
 Positive mood
 Thinking positive
 Pain medicine closes the gate 

sometimes



Goal Setting

Important goal An action that would show I 
am working on the goal

Two possible costs Two possible benefits

 Pleasant activity scheduling
 SMART goals
 Problem solving

Goals for Living Worksheet



The Stress-Judging-Pain Connection
 The Stress-Pain Connection:
 Biological
 Emotional 
 Cognitive
 Behavioral 

 The Stress-Judging Connection
 Challenge
 Threat
 Loss

 Distress tolerance strategies



Identifying Automatic Thoughts
 Building awareness of automatic thoughts:
 Identify a stressful situation
 A thought or picture in your mind that happened around the time of your 

stressful situation, and rate how much you believe it (a little, medium, a lot, 
or completely). 
 A feeling, mood, or emotion related to that situation.
 Any physical sensations or body reactions.
 How did the situation affect your actions or behavior.
 How did this affect your pain level. 

 Think  Feel Act model
 Examples of negative thinking
 Examples of common emotions



Examining our Thoughts and Creating New Ones
 Examining automatic thoughts
 Negative automatic thought
 How much do you believe the thought (a little, medium, a lot or completely)
 How does that thought affect your pain level
 Red flag words
 Evidence that supports the thought
 Evidence that does not support the thought

 Creating new thoughts
 Alternative thought
 How much do I believe my new thought 
 How much do I believe the old thought
 How does the new thought affect your pain level

 Coping Self Statements
• “I am not my pain”
• “When I am in pain there is lots I can do instead of sitting in my chair.”



Deeper Beliefs Stressful situation

Completely True? 

Completely True? 

Automatically I think

Completely true?

How do my deeper 
beliefs seem to work 
against me

How do my deeper 
beliefs seem to work 
for me

Alternative or new belief

Core Beliefs

Should Beliefs

Automatic 
Thoughts
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Physician – Pharmacist 
Collaborative for Safe Opioid 

Prescribing
Pooja Lagisetty, MD, MSc

12/7/2018



vBackground

• Clinical Pharmacists are often embedded in primary care 
team to assist with medication management for chronic 
diseases: diabetes, hypertension, and hyperlipidemia

• Potential to expand scope of practice to help manage 
patients with chronic pain and opioid use disorders



vProgram Objective

• Pilot feasibility and acceptability trial to evaluate 
pharmacist collaborative in 2 Michigan Medicine Clinics 
(East Ann Arbor and Domino Farms)

• January 2018 - October 2018

• Funded by BCBSM



vProgram Objective

• Do clinics/physicians find this acceptable and/or helpful?

• Are patients willing to engage and do they find the 
pharmacist consultations beneficial?

• Gather preliminary efficacy measures (e.g. opioid doses, 
knowledge on buprenorphine/naloxone, PDMP checks, 
urine drug screens) 



vIntervention

• Pharmacist with pain/OUD experience

• Minimum of 1 in-person consultation

• Option for telephone or in-person follow-up for 4 months 



vPreliminary Findings

• Saw 47 patients out of 182 eligible (pain + opioids), 55% 
female, baseline OME= 36 OME (5-240)



vPatient Feedback

Talking was good to help through understanding of medications.

Terrific. Very professional. In depth discussions were helpful to answer 
some questions.

I found that the Pharmacists’ recommendations were the most helpful to me. 
Informing me of medication that could be beneficial alternatives to my previous 
medications. More coordination with my Primary and Neurologist. Neither of them 
even knew this program existed when I spoke to them about it.”

It helped me get my pain under control and it's getting everything around and stuff. 
The medications I guess my doctor can't prescribe because he's not that kind of a 
doctor so maybe that could be tweaked a bit.



vProvider Feedback

What they want more of: 
• Very specific dosing recommendations so they don’t have to look 

things up

I think one advantage is the pharmacist is the expert in drugs and 
medication side effects and the whole being able to explain the 
pain pattern and help patients respond to long term narcotics… 
and I'm not sure that much education is given out at the other 
places.



vPharmacist Feedback

I think once word got out that we were seeing patients, then 
more patients seemed to come through. I think that now, it’s a 
matter of… refining. And I think the next step would be either 
expanding it to other available clinics or building in a structure 
which for certain patients, a part of their care would be – it would 
be required to see me before going to their primary for a refill or 
for their next visit. I think that we have seen a good number of 
patients, but I think that there are many patients that decline the 
study that also need help – and it’s a tough population to get in.



vEfficacy

• Trend toward improvement in COMM pain misuse scales, 
mental functioning on the SF-12

• More people reported knowing about buprenorphine, and 
believing it could also be used for pain 

• Pain scores and physical functioning scores stayed the 
same 

• Average OME went from 36->29 (p=0.23)



vNext Steps

• Modify intervention (enhanced protocols, more provider 
training, behavioral support?, telephone consultations) 

• Apply for larger efficacy trial 

• Looking for collaborators, partners. 

Questions?



• St. Joseph Mercy Pain Institute (Ann Arbor)
• Michigan Medicine – Rehabilitation 

Psychology and Neuropsychology 
(Ann Arbor)

• Ross Halpern PhD and Associates (Ypsilanti)
• Pain Recovery Solutions (Ypsilanti)
• Prizm Pain Management Clinic 

(Canton + Belleville)
• Howard Schubiner MD (Southfield)

Chronic Pain Resources
in Southeast Michigan
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