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I	
  no	
  longer	
  accept	
  giEs,	
  lunches,	
  or	
  anything	
  “free”	
  
from	
  pharmaceuIcal	
  companies.	
  



Too	
  many	
  pills!	
  

• How	
  did	
  we	
  get	
  here?	
  
• Why	
  does	
  it	
  maOer?	
  
• What	
  are	
  we	
  doing	
  about	
  it?	
  



Opioid	
  ConsumpIon	
  in	
  US	
  

• We	
  are	
  4.6%	
  of	
  the	
  world's	
  
popula5on	
  and	
  	
  consume	
  80%	
  of	
  the	
  
world	
  supply	
  of	
  	
  opioids.	
  	
  



Palimed.org	
  



How	
  did	
  we	
  get	
  here?	
  



	
  
•  88%	
  of	
  medical	
  board	
  members	
  surveyed	
  in	
  1991	
  
believed	
  that	
  extended	
  opioid	
  prescribing	
  for	
  chronic	
  
non	
  cancer	
  pain	
  was	
  unlawful	
  and	
  unacceptable	
  
medical	
  prac5ce.	
  1	
  

•  1.	
  	
  Gilson	
  AM,	
  Joranson	
  DE.	
  Controlled	
  substances	
  and	
  pain	
  management:	
  changes	
  in	
  knowledge	
  and	
  aPtudes	
  of	
  state	
  medical	
  
regulators.	
  J	
  Pain	
  Symptom	
  Manage	
  2001;21(3):227–37.	
  

	
  

The  Recent  Past










We	
  were	
  told	
  that	
  we	
  
needed	
  to	
  be	
  more	
  

“compassionate”	
  in	
  the	
  
treatment	
  of	
  chronic	
  pain	
  



Influential Medical Leaders 
promoting opioid use 

Russell	
  Portenoy	
   ScoO	
  Fishman	
  



Influential Licensing agencies 



Pseudoscien5fic	
  Evidence…	
  	
  	
  	
  	
  

•  “Only	
  4	
  documented	
  cases	
  of	
  addic5on	
  among	
  	
  
11,882	
  pa5ents	
  treated	
  with	
  opioids.”	
  

•  Cited	
  over	
  690	
  5mes	
  (Google	
  scholar)	
  	
  
•  PORTER,	
  J.,	
  &	
  JICK,	
  H.	
  (1980).	
  	
  Addic5on	
  rare	
  in	
  
pa5ents	
  treated	
  with	
  narco5cs.	
  	
  New	
  England	
  
Journal	
  of	
  Medicine.	
  1980	
  Jan;	
  302	
  (2):123.	
  



Pseudoscien5fic	
  Evidence	
  



Changes in medical practice 

•  Providers	
  have	
  less	
  5me	
  
with	
  their	
  pa5ents	
  

•  They	
  are	
  more	
  reliant	
  on	
  
pharmaceu5cals	
  for	
  their	
  
treatments	
  

•  Influenced	
  by	
  insurance	
  
formularies	
  e.g.	
  methadone	
  

•  So	
  called	
  best	
  prac5ces	
  e.g.	
  
5th	
  vital	
  sign	
  



• Created	
  Oxycon5n	
  in	
  1996	
  
• Became	
  the	
  best	
  selling	
  opioid	
  in	
  2001	
  
• By	
  2010	
  it	
  was	
  making	
  $3.1	
  Billion	
  a	
  year	
  
for	
  the	
  company	
  

• The	
  Sackler	
  family	
  is	
  now	
  one	
  of	
  the	
  
richest	
  in	
  the	
  US	
  

	
  



Senate	
  Inves5ga5ons	
  2007	
  and	
  2012	
  	
  of	
  Purdue	
  
Pharma	
  

	
  

•  Fined	
  $600	
  million	
  for	
  misleading	
  the	
  public	
  
about	
  the	
  painkiller’s	
  risk	
  of	
  addic5on	
  2007	
  

•  Inves5ga5ng	
  financial	
  manipula5on	
  of	
  the	
  
Joint	
  Commission(JCAHO),	
  Federa5on	
  of	
  
State	
  Medical	
  Boards,	
  and	
  the	
  American	
  Pain	
  
Founda5on.	
  

•  Dr.	
  Scoj	
  Fishman	
  (American	
  Pain	
  
Founda5on)	
  and	
  other	
  pain	
  experts	
  are	
  being	
  
inves5gated	
  



Why	
  does	
  it	
  majer?	
  

•  We	
  might	
  be	
  mistrea5ng	
  our	
  pa5ents	
  
•  We	
  might	
  be	
  making	
  things	
  worse	
  
•  We	
  might	
  be	
  contribu5ng	
  to	
  an	
  epidemic	
  of	
  
opioid	
  overdoses	
  and	
  long	
  term	
  morbidity	
  

•  We	
  might	
  get	
  in	
  trouble	
  with	
  our	
  licensing	
  
board.	
  



Our	
  current	
  paradigms	
  for	
  trea5ng	
  
chronic	
  pain	
  are	
  an5quated	
  

We’ve	
  been	
  looking	
  for	
  pain	
  in	
  all	
  the	
  
wrong	
  places	
  



Central	
  Sensi5za5on,	
  Central	
  
Amplifica5on,	
  “Brain	
  Pain”	
  

•  There	
  is	
  not	
  good	
  correla5on	
  between	
  	
  
	
  	
  	
  	
  	
  damage	
  in	
  the	
  periphery	
  (nocicep5on)	
  	
  
	
  	
  	
  	
  	
  and	
  the	
  degree	
  of	
  perceived	
  pain.	
  
•  We	
  iden5fy	
  pain	
  by	
  the	
  “source”	
  of	
  the	
  pain:	
  IBS,	
  
low	
  back	
  pain,	
  tension	
  headache,	
  pelvic	
  pain	
  
syndrome	
  

•  “Central”	
  versus	
  “peripheral”	
  might	
  make	
  more	
  
sense	
  

•  Fibromyalgia	
  Syndrome	
  is	
  the	
  paradigm	
  for	
  this	
  
phenomenon	
  



	
  	
  	
  	
  	
  	
  	
  “Brain	
  Pain”	
  	
  	
  	
  	
  	
  	
  	
  	
  
•  Amplifica5on	
  of	
  nerve	
  impulses	
  

– Pa5ents	
  perceive	
  pain	
  at	
  	
  
	
  	
  	
  lower	
  thresholds	
  than	
  	
  controls	
  
– They	
  produce	
  high	
  levels	
  of	
  endogenous	
  
endorphins.	
  Therefore	
  opioids	
  are	
  less	
  effec5ve.3	
  

•  Present	
  in	
  many	
  chronic	
  pain	
  states2	
  
•  Evidence	
  for	
  a	
  gene5c	
  component1	
  
1.	
  Best	
  Pract	
  Res	
  Clin	
  Rheumatol.	
  2015	
  Feb;29(1):20-­‐8.	
  doi:	
  10.1016/j.berh.2015.04.018.	
  Epub	
  2015	
  May	
  1.Update	
  on	
  the	
  geneIcs	
  of	
  the	
  
fibromyalgia	
  syndrome.	
  Ablin	
  JN1,	
  Buskila	
  D2.	
  
2..	
  Psychosom	
  Med.	
  2014	
  Jan;76(1):2-­‐11.	
  doi:	
  10.1097/PSY.0000000000000010.	
  Epub	
  2013	
  Dec	
  12.	
  Psychological	
  trauma	
  and	
  funcIonal	
  
somaIc	
  syndromes:	
  a	
  systemaIc	
  review	
  and	
  meta-­‐analysis.	
  Afari	
  N1,	
  Ahumada	
  SM,	
  Wright	
  LJ,	
  Mostoufi	
  S,	
  Golnari	
  G,	
  Reis	
  V,	
  Cuneo	
  JG.	
  
3.	
  mayo	
  Clin	
  Proc>	
  2011	
  Sep;	
  86(9):	
  907-­‐911	
  



	
  
“Brain	
  Pain”	
  =	
  central	
  pain	
  amplifica5on	
  



Are	
  we	
  trea5ng	
  emo5onal	
  pain	
  when	
  we	
  
think	
  we	
  are	
  trea5ng	
  body	
  pain?	
  	
  

•  Childhood	
  maltreatment,	
  par5cularly	
  sexual	
  abuse,	
  	
  strongly	
  predicts	
  
poor	
  psychiatric	
  and	
  physical	
  health	
  outcomes	
  in	
  adulthood.1	
  

•  Individuals	
  with	
  PTSD	
  are	
  more	
  likely	
  to	
  experience	
  severe	
  pain	
  and	
  to	
  
experience	
  substance	
  abuse1,2	
  

•  Severity	
  of	
  emo5onal	
  childhood	
  abuse	
  is	
  associated	
  with	
  decreased	
  
pain	
  tolerance.3,4	
  

•  FMS	
  is	
  associated	
  with	
  childhood	
  trauma	
  across	
  cultures4	
  

	
  
1.	
  Depression,	
  risky	
  behaviors,	
  “over-­‐u5liza5on	
  of	
  J	
  Clin	
  Psychiatry.	
  2004;65	
  Suppl	
  12:10-­‐5.	
  	
  RelaIonships	
  between	
  
childhood	
  maltreatment,	
  adult	
  health	
  and	
  psychiatric	
  outcomes,	
  and	
  medical	
  uIlizaIon.	
  Arnow	
  BA1.	
  
	
  Psychiatry.	
  2015;78(3):277-­‐87.	
  doi:	
  10.1080/00332747.2015.1069659.	
  
	
  	
  	
  2.	
  Rela5ons	
  Between	
  Pain,	
  PTSD	
  Symptoms,	
  and	
  Substance	
  Use	
  in	
  Veterans.	
  Gros	
  DF,	
  Szafranski	
  DD,	
  Brady	
  KT,	
  Back	
  SE.	
  
3..Neuropsychiatr	
  Dis	
  Treat.	
  2015	
  Aug	
  19;11:2109-­‐16.	
  doi:	
  10.2147/NDT.S87703.	
  eCollec5on	
  2015.	
  
2.Childhood	
  adversiIes	
  and	
  laboratory	
  pain	
  percepIon.	
  	
  Pieritz	
  K1,	
  Rief	
  W1,	
  Euteneuer	
  F1.	
  
4.	
  Clin	
  Exp	
  Rheumatol.	
  2015	
  Jan-­‐Feb;33(1	
  Suppl	
  88):S86-­‐92.	
  Epub	
  2015	
  Mar	
  18.	
  Self-­‐reported	
  childhood	
  maltreatment,	
  
lifelong	
  traumaIc	
  events	
  and	
  mental	
  disorders	
  in	
  fibromyalgia	
  syndrome:	
  a	
  comparison	
  of	
  US	
  and	
  German	
  
outpaIents.Häuser	
  W1,	
  Hoffmann	
  EM2,	
  Wolfe	
  F3,	
  Worthing	
  AB4,	
  Stahl	
  N5,	
  Rothenberg	
  R6,	
  Walij	
  B7.	
  

	
  



Meta-­‐Analysis	
  of	
  23	
  studies:	
  	
  JAMA1	
  
•  There	
  was	
  a	
  significant	
  associa5on	
  between	
  a	
  history	
  of	
  
sexual	
  abuse	
  and:	
  
– Func5onal	
  GI	
  disorders	
  
–  	
  nonspecific	
  chronic	
  pain	
  
– psychogenic	
  seizures	
  
– chronic	
  pelvic	
  pain	
  
– Fibromyalgia,	
  associated	
  specifically	
  with	
  rape	
  

•  CONCLUSION:	
  	
  Evidence	
  suggests	
  a	
  history	
  of	
  sexual	
  abuse	
  
is	
  associated	
  with	
  life5me	
  diagnosis	
  of	
  mul5ple	
  soma5c	
  
disorders.	
  
1.	
  JAMA.	
  2009	
  Aug	
  5;302(5):550-­‐61.	
  doi:	
  10.1001/jama.2009.1091.	
  Sexual	
  abuse	
  and	
  lifeIme	
  diagnosis	
  
of	
  somaIc	
  disorders:	
  a	
  systemaIc	
  review	
  and	
  meta-­‐analysis.	
  	
  	
  	
  	
  Paras	
  ML1,	
  Murad	
  MH,	
  Chen	
  LP,	
  
Goranson	
  EN,	
  Sajler	
  AL,	
  Colbenson	
  KM,	
  Elamin	
  MB,	
  Seime	
  RJ,	
  Prokop	
  LJ,	
  Zirakzadeh	
  A.	
  







Dose	
  Escala5on	
  with	
  Opioid	
  Use	
  

Withdrawal	
  &	
  
Increased	
  Pain	
  

Tolerance	
  
Opioid	
  
Induced	
  

Hyperalgesia	
  



Opioid	
  Overdose	
  Risk	
  (fatal	
  &	
  non-­‐f:atal)	
  by	
  Average	
  
Daily	
  Dose	
  of	
  Medically	
  Prescribed	
  Opioids	
  

As	
  the	
  dose	
  increases,	
  so	
  does	
  mortality	
  
Mortality	
  risk	
  compared	
  to	
  Morphine	
  Equivalent	
  Dose	
  (MED)1	
  

0
1
2
3
4
5
6
7
8
9

10

Non-user 1-19 mg. 20-49 mg. 50-99 mg. 100+ mg.

9-­‐fold	
  
increase	
  
in	
  risk	
  
rela5ve	
  

to	
  low-­‐dose	
  
pa5ents	
  

1.	
  	
  Dunn	
  et	
  al.,	
  Annals	
  Int	
  Med,	
  2010	
  
2.	
  	
  Pain	
  Med.	
  2015	
  Sep	
  1.	
  doi:	
  10.1111/pme.12907.	
  [Epub	
  ahead	
  of	
  print]	
  Cohort	
  Study	
  of	
  the	
  Impact	
  of	
  High-­‐dose	
  Opioid	
  
Analgesics	
  on	
  Overdose	
  Mortality.Dasgupta	
  N	
  	
  et	
  al.	
  

Combining	
  Opioids	
  plus	
  Benzodiazepines	
  increases	
  
the	
  mortality	
  10	
  fold	
  





Overdose	
  deaths	
  in	
  US	
  compared	
  to	
  motor	
  
vehicle	
  accidents	
  







4	
  out	
  of	
  	
  5	
  recent	
  heroin	
  users	
  started	
  
with	
  prescrip5on	
  opioids	
  





Community	
  “book	
  club”	
  

October	
  21st	
  6-­‐8	
  PM	
  Carpenter	
  Room,	
  3	
  Rivers	
  Hospital	
  



The	
  paradigm	
  shiE	
  

	
  



Thank	
  You	
  
	
  

•   “When I was in medical school, one thing 
I was told, was completely wrong. The one 
thing I was told was, if you give opiates to 
a patient who’s in pain, they will not get 
addicted. Completely wrong. Completely 
wrong. But a generation of doctors, a 
generation of us grew up being trained 
that these drugs aren’t risky. In fact, they 
are risky.”










•  Dr.	
  Thomas	
  Frieden,	
  Centers	
  for	
  Disease	
  Control	
  
and	
  Preven5on.	
  	
  



	
  
Shi{s	
  are	
  Driven	
  by	
  Change	
  Agents	
  

	
  	
  
	
  
	
  

•  Laura	
  Heesacker,	
  MSW,	
  LCSW	
  
•  Behavioral	
  Health	
  Innova5on	
  

Specialist	
  
•  Heesackerl@careoregon.org	
  

•  Jackson	
  Care	
  Connect	
  October	
  14,	
  
2015	
  



	
  
	
  

Help!	
  

“This	
  is	
  out	
  of	
  
control…

something	
  needs	
  
to	
  change!”	
  

	
  
2007-­‐FQHC	
  Request	
  for	
  help	
  



Problem	
  

	
  Chronic	
  Opioid	
  Therapy	
  is	
  not	
  as	
  safe	
  
or	
  effecIve	
  as	
  we	
  once	
  believed.	
  

+	
  
It	
  is	
  highly	
  challenging	
  to	
  do	
  something	
  

different	
  for	
  both	
  providers	
  and	
  
pa5ents	
  



It’s	
  a	
  Parallel	
  Process	
  

•  It’s	
  hard	
  to	
  do	
  
something	
  different!	
  



Warning	
  
It	
  is	
  temp5ng	
  to	
  build	
  a	
  program	
  to	
  manage	
  

the	
  “opioid	
  epidemic”	
  



Fire	
  the	
  Molecule	
  Not	
  the	
  Pa5ent!	
  

It	
  is	
  possible	
  to	
  
make	
  changes	
  
without	
  firing	
  

pa5ents	
  	
  

This	
  is	
  not	
  a	
  s5ng	
  opera5on!	
  



Considera5ons	
  to	
  help	
  the	
  	
  
“Shi{	
  Happen”	
  

1.  Understand	
  the	
  Shi{	
  from	
  Acute	
  to	
  
	
  Chronic	
  Pain	
  

2.  Redefine	
  Chronic	
  Pain	
  
3.  Be	
  Grounded	
  in	
  Values	
  
4.  Blind	
  Spots	
  and	
  Triggers 
5.  Reframe	
  Resistance	
  	
  
6.  Some	
  are	
  More	
  Vulnerable	
  to	
  the	
  Risk	
  
7.  What	
  you	
  Believe	
  Majers!	
  



Tissue	
  input	
  

Thoughts	
  	
  

EmoIons	
  

Acute	
  Pain	
  

Tissue	
  input	
  

Thoughts	
  

EmoIons	
  

Chronic	
  Pain	
  

#1-­‐Acute	
  to	
  Chronic	
  



Most	
  of	
  us	
  know	
  that…	
  

Emo5ons	
  play	
  a	
  big	
  part	
  in	
  
Living	
  with	
  Complex	
  Chronic	
  

Pain	
  



It’s	
  a	
  Parallel	
  Process	
  

•  It’s	
  highly	
  emo5onal!	
  



But	
  Guess	
  What…	
  

EMOTIONS	
  play	
  a	
  big	
  part	
  in	
  
TreaIng	
  Complex	
  Chronic	
  Pain	
  



#2.	
  Redefining	
  Chronic	
  Pain	
  

A new way to think of Chronic Pain 
 

Pain  
+ 

the unwillingness to have it.  
 



A	
  Treatment	
  Model	
  
 

Improved willingness to have the  
experience of pain  

+  
More frequent engagement in valued 

activity over the longer term 
Should	
  =	
  

Improved	
  Mood	
  and	
  Func5oning	
  	
  
Progress	
  

	
  



*Am	
  J	
  Emerg	
  Med	
  2004,	
  July	
  22(4)	
  286-­‐8	
  



We	
  started	
  asking…	
  
	
  
How	
  much	
  relief	
  are	
  you	
  expecIng	
  from	
  your	
  
pain	
  medicaIons?	
  
Rate	
  from	
  0	
  –	
  100%	
  	
  	
  
80-­‐90%	
  
	
  
How	
  much	
  relief	
  are	
  you	
  actually	
  
experiencing	
  from	
  your	
  pain	
  medicaIons?	
  	
  	
  
Rate	
  from	
  0	
  –	
  100%	
  	
  	
  
30-­‐40%	
  



CHRONIC PAIN TREATMENT  
“COMPARING” EFFECTIVENESS 

Opioids:           ≤ 30%  
Tricyclics/SNRIs:       30% 
Anticonvulsants:       30% 
Acupuncture:         ≥ 10+% 
Cannabis:         ?10-30%  
CBT/Mindfulness:       ≥ 30-50% 
Graded Exercise Therapy:    variable  
Sleep restoration:       ≥ 40% 
Hypnosis, Manipulations, Yoga:   “+ effect”  

 

Extrapolated averages of reduction in Pain Intensity 

Turk, D. et al. Lancet 2011; Davies KA, et al. Rheum. 2008; 
Kroenke K. et al. Gen Hosp Psych. 2009; Morley S Pain 2011; 
Moore R, et al. Cochrane 2012; Elkins G, et al. Int J Clin Exp 
Hypnosis 2007. 



It’s	
  a	
  Parallel	
  Process	
  

•  Do	
  you	
  truly	
  believe	
  
the	
  science	
  behind	
  
the	
  shi{?	
  



#3.	
  Be	
  Grounded	
  in	
  Values	
  



A	
  Treatment	
  Model	
  
 

Improved willingness to have the  
experience of pain  

+  
More frequent engagement in valued 

activity over the longer term 
Should	
  =	
  

Improved	
  Mood	
  and	
  Func5oning	
  	
  
Progress	
  

	
  



We	
  started	
  asking…	
  
(we	
  were	
  relentless!)	
  

What	
  is	
  important	
  and	
  meaningful	
  in	
  your	
  life?	
  
	
  

	
  
What	
  small	
  step	
  will	
  you	
  commit	
  to	
  today,	
  to	
  
move	
  closer	
  to	
  what	
  is	
  important	
  and	
  
meaningful	
  in	
  your	
  life?	
  	
  	
  
	
  	
  



It’s	
  a	
  Parallel	
  Process	
  

•  GePng	
  Clear	
  about	
  
Values	
  helps	
  
providers/clinics/	
  
communi5es	
  too!	
  



Shi{	
  from	
  external	
  to	
  internal	
  	
  
Values	
  

External=value	
  belongs	
  to	
  someone	
  else	
  (clinic,	
  
CCO,	
  Medical	
  Board)	
  
Internal=value	
  belongs	
  to	
  you:	
  
To	
  Do	
  No	
  Harm	
  
Prac5ce	
  Best	
  Prac5ce	
  Compassionate	
  Care	
  
To	
  Align	
  with	
  your	
  Colleagues,	
  State,	
  etc.	
  
	
  

The	
  shi{	
  from	
  the	
  Difficult	
  to	
  the	
  Safety	
  
Conversa5on	
  

	
  
	
  
	
  
	
  
	
  
	
  	
  



#4.	
  Blind	
  Spots	
  and	
  Triggers	
  



This	
  shi{	
  triggers	
  our	
  pa5ents	
  



Pain	
  is	
  Pain	
  is	
  Pain-­‐	
  
It’s	
  All	
  Legi5mate!	
  

	
  The	
  Research:	
  
•  Childhood	
  maltreatment,	
  par5cularly	
  sexual	
  abuse,	
  	
  strongly	
  

predicts	
  poor	
  psychiatric	
  and	
  physical	
  health	
  outcomes	
  in	
  
adulthood.1	
  

•  Individuals	
  with	
  PTSD	
  are	
  more	
  likely	
  to	
  experience	
  severe	
  
pain	
  and	
  to	
  experience	
  substance	
  abuse1,2	
  

•  Severity	
  of	
  emo5onal	
  childhood	
  abuse	
  is	
  associated	
  with	
  
decreased	
  pain	
  tolerance.3,4	
  

•  FMS	
  is	
  associated	
  with	
  childhood	
  trauma	
  across	
  cultures4	
  



Meta-­‐Analysis	
  of	
  23	
  studies:	
  	
  JAMA1	
  

•  There	
  was	
  a	
  significant	
  associa5on	
  between	
  a	
  history	
  
of	
  sexual	
  abuse	
  and:	
  
– Func5onal	
  GI	
  disorders	
  
–  	
  nonspecific	
  chronic	
  pain	
  
– psychogenic	
  seizures	
  
– chronic	
  pelvic	
  pain	
  
– Fibromyalgia,	
  associated	
  specifically	
  with	
  rape	
  

•  CONCLUSION:	
  	
  Evidence	
  suggests	
  a	
  history	
  of	
  sexual	
  
abuse	
  is	
  associated	
  with	
  life5me	
  diagnosis	
  of	
  
mul5ple	
  soma5c	
  disorders.	
  



Establishing	
  a	
  Founda5on	
  of	
  Safety	
  
and	
  Valida5on	
  

•  “You	
  are	
  safe”	
  
•  “I	
  will	
  stay	
  by	
  your	
  side	
  as	
  we	
  make	
  changes”	
  
•  “Which	
  Rx	
  do	
  you	
  want	
  to	
  tackle	
  first?”	
  
•  “I	
  am	
  watching	
  out	
  for	
  your	
  safety”	
  
•  “Your	
  safety	
  is	
  important	
  to	
  me”	
  
•  “I	
  believe	
  that	
  you	
  are	
  in	
  pain”	
  
	
  



It’s	
  a	
  Parallel	
  Process	
  

•  We	
  all	
  have	
  blind	
  
spots	
  and	
  triggers!	
  



Blind	
  Spots	
  

•  Which	
  pa5ents	
  trigger	
  
you?	
  (If	
  you	
  don’t	
  know	
  
ask	
  your	
  staff!)	
  

•  With	
  whom	
  are	
  you	
  
more	
  lenient	
  or	
  ready	
  
to	
  cut	
  off	
  or	
  “fire”	
  	
  
abruptly?	
  

•  Are	
  you	
  prescribing	
  
for	
  SLS	
  (Sad	
  Life	
  
Syndrome)?	
  



“Are	
  you	
  threatening	
  me?”	
  

Nego5a5ons:	
  
– First	
  Line-­‐“I	
  won’t	
  be	
  able	
  to	
  work”	
  
– Second	
  Line-­‐”You	
  promised	
  you	
  
wouldn’t	
  (reduce,	
  remove,	
  etc.)	
  my	
  
medica5ons!”	
  

– Desperate	
  Threats-­‐”I	
  will	
  have	
  to	
  get	
  my	
  
medica5ons	
  from	
  the	
  streets,	
  is	
  that	
  
what	
  you	
  want?”	
  

	
  



	
  	
  5.	
  Reframe	
  Resistance	
  



What	
  we	
  know	
  about	
  Resistance?	
  

•  Resistance	
  occurs	
  when	
  we	
  
mistakenly	
  assume	
  that	
  a	
  person	
  
is	
  ready	
  to	
  change	
  

•  People	
  usually	
  have	
  good	
  
reasons	
  for	
  avoiding	
  change	
  

•  Change	
  can	
  feel	
  fearful	
  



•  Ambivalence	
  and	
  Fear	
  can	
  look	
  
like	
  Resistance	
  

•  Ambivalence	
  is	
  feeling	
  two	
  
different	
  ways	
  about	
  the	
  same	
  
thing	
  

•  	
  “I	
  want	
  this	
  change	
  and	
  I	
  don’t	
  
want	
  this	
  change”	
  	
  



It’s	
  a	
  Parallel	
  Process	
  

•  Ambivalence	
  shows	
  
up	
  in	
  everyone!	
  



You	
  know	
  you’re	
  really	
  in	
  trouble	
  when	
  you’ve	
  had	
  the	
  wool	
  
pulled	
  over	
  your	
  eyes	
  AND	
  the	
  rug	
  pulled	
  out	
  from	
  under	
  your	
  

feet!”	
  	
  
Linda	
  Pondexter	
  



“Porter	
  and	
  Jick	
  is	
  amazing	
  
for	
  the	
  absence	
  of	
  
informaIon	
  in	
  it,”	
  Katz	
  
said.	
  “{But}	
  that	
  
paragraph	
  gives	
  you	
  relief	
  
from	
  your	
  inner	
  conflict.	
  	
  
It’s	
  like	
  drinking	
  from	
  the	
  
breast.	
  	
  All	
  of	
  the	
  sudden	
  
the	
  comfort	
  washes	
  over	
  
you”	
  
Interview	
  with	
  Nathaniel	
  Katz,	
  Pain	
  Specialist	
  
Boston	
  



#6.	
  Some	
  are	
  more	
  vulnerable	
  to	
  the	
  risk	
  
(The	
  Risk	
  Belongs	
  to	
  the	
  Drug)	
  



Do	
  the	
  benefits	
  of	
  opioid	
  
treatment	
  outweigh	
  the	
  
untoward	
  effects	
  and	
  risks	
  for	
  
this	
  paIent	
  (or	
  society)?	
  

RATHER…	
  

The	
  Risk-­‐Benefit	
  Framework	
  

•  Is	
  the	
  paIent	
  good	
  or	
  bad?	
  	
  
•  Does	
  the	
  paIent	
  deserve	
  
opioids?	
  	
  

•  Should	
  this	
  paIent	
  be	
  
punished	
  or	
  rewarded?	
  	
  

•  Should	
  I	
  trust	
  the	
  paIent?	
  	
  

NOT…	
  

Nicolaidis	
  C.	
  Pain	
  Med.	
  2011	
  Jun;12(6):890-­‐7.	
  

	
  
Judge	
  the	
  opioid	
  treatment	
  –	
  	
  

NOT	
  the	
  paIent	
  
	
  



Buckets	
  of	
  Vulnerability	
  

“Brain	
  Pain”	
  
Central	
  

Sensi5za5on	
  
Syndrome	
  

Addic5on/
Trauma/Mental	
  

Health	
  
Challenges	
  

Secondary	
  
Gain/Diversion	
  



•  Treatment	
  needs	
  
to	
  be	
  about	
  

Safety,	
  best	
  fit,	
  
and	
  best	
  pracIce	
  

guidelines	
  



It’s	
  a	
  Parallel	
  Process	
  

•  Pa5ents	
  aren’t	
  the	
  
only	
  one	
  who	
  are	
  

vulnerable!	
  



Buckets	
  of	
  Vulnerability	
  

The	
  highly	
  
compassionate	
  

The	
  Isolated	
  The	
  Conflict	
  
Avoidant	
  



	
  
#7.	
  What	
  you	
  Believe	
  Majers!	
  

	
  



When	
  you	
  change	
  
the	
  way	
  you	
  look	
  

at	
  things…	
  
	
  the	
  things	
  you	
  
look	
  at	
  change.	
  	
  

	
  
The	
  Late	
  Dr.	
  Wayne	
  Dyer	
  

	
  
	
  
	
  
	
  
	
  
	
  



It’s	
  a	
  Parallel	
  Process	
  

•  We	
  are	
  all	
  in	
  this	
  
together,	
  moving	
  down	
  
this	
  very	
  bumpy	
  road	
  
AND	
  there	
  is	
  light…	
  


