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LEARNING OBJECTIVES

• Understand what the opioid epidemic has taught us about medication-only approaches to 

complex bio-social problems

• Understand the concept of coordinated care as it relates to the treatment of common 

maladies, including pain

• Describe barriers to coordinated care and potential ways to overcome these barriers



THE PAIN PENDULUM: WHERE ARE WE NOW?

1Gourlay, D.L. et al. Universal precautions in pain medicine: A rational approach to the treatment of chronic pain. Pain Medicine. 2005; 6(2): 107-112.



OPIOID PRESCRIBING AND THE 
HEALTHCARE SYSTEM

• What has increased opioid prescribing exposed 

in our healthcare system? 

• Where does our healthcare system fail?

• Chronicity

• Conditions with major 

motivational/psychiatric component

• CARE COORDINATION: Communication 

among professionals

• Ongoing risk assessment

• Conditions that intersect badly with 

socioeconomic status

• Stigmatization



COLLATERAL DAMAGE FROM THE OPIOID DEBATE

Are we now pitting pharmacologic and other 

medical interventions against one another 

instead of striving for integration?



WHAT IS COORDINATED CARE? 

• Need to create a definition of 

coordinated care

• A highly individualized and well-

orchestrated combination of therapies to 

address the person’s pain and associated 

difficulties to allow them to realize the 

Goal of Pain Therapy



GOAL OF PAIN THERAPY 

The goal of pain therapy is not the simple reduction of a pain score but to help the person live a full, 

meaningful, and rewarding life not overly inhibited by their pain and related complications 

• Requires addressing motivational and psychological issues 



MANY COMMON MALADIES INCLUDE SIGNIFICANT 
MOTIVATIONAL, PSYCHIATRIC, AND LIFESTYLE COMPONENTS 

• Four examples

• HTN

• GERD

• Depression

• Pain 



HOW MUCH OF A ROLE CAN MEDICATION 
ALONE PLAY IN REACHING THE GOAL? 

• Depends on what the barriers are to achieving the goal 

of therapy 

• The intensity of the HTN, GERD, Depression, Pain 

• Primary psychological and motivational issues 

• Secondary psychological and motivational issues 

• Lifestyle

• How much impact does the medication have?

• What is the typical level of efficacy?

• What is the person able to do with the typical amount of 

improvement 



OVER-RELIANCE ON MEDICATION TO 
ADDRESS COMPLEX CONDITIONS 

• Medication only approaches tend to fill the void in our health care system when we look to 

medications to do the work 

• After time and extended to the entirety of the population, results vary on a spectrum from 

bewilderment to disaster 

• But which patients are the likely participants in clinical trials?

• Motivational level?

• Adherence level?

• What are the cousins of adherence to medications 

with regard to behavioral and lifestyle change?



HYPERTENSION (HTN)

• One study looked at results on 4 arms1

• Active drug, adherent 

• Placebo, adherent 

• Active drug, non-adherent

• Placebo, non-adherent 

• Which group above did best? Active drug adherent

• Which group above did second best? Placebo adherent 

• Placebo effect or are adherent to placebo patients making the necessary 

changes because they are motivated?

• Stop smoking, lose weight, exercise, decrease sodium, etc.

• Do patients do better in the context of coordinated care?

• Vast international experience suggests the benefits of coordinated programs to 

better long-term outcomes 

• Multiple examples from US, Korea, and India to name a few 

1 Hameed MA, Dasgupta I. Medication adherence and treatment-resistant hypertension: a review. Drugs Context.8:212560. 2019 



GASTROESOPHAGEAL REFLUX DISEASE (GERD)

• Behavior and lifestyle crucial1

• Eat less

• Eat less fat

• Drink less alcohol

• Drink less coffee 

• Eat earlier 

• Kitchen closed at 7:30pm 

• What would coordinated care look like?

• Dietician/nutritionist 

• Psychologist/lifestyle coach

• Personal trainer/physical therapist 

1 Koufman, Jamie A. “The Dangers of Eating Late at Night.” The New York Times. 25 Oct. 2014. Web. 16 Aug. 2019.



DEPRESSION 

• Mired in debates about what is better, meds or therapy

• Even the best responders to antidepressants with regard to the symptoms of 

their index episode have been noted to not be more functional at 6 months1

• What is truly needed is a coordinated approach

• Imagine the deleterious impact on one’s life of 6-12 months of depression 

• Unraveling of life and lifestyle

• Daunting when one first starts to respond 

• Suicidality sometimes peaks in those partially responsive 

1 Penn E, Tracy DK. The drugs don’t work? Antidepressants and the current and future pharmacological management of depression. Ther Adv Psychopharmacol. 2(5):179-88. 2012.



MEDICATION ONLY APPROACH ALSO AFFECTS 
THE CARE USED IN MAKING THE DIAGNOSIS 

• One study found that though the 

diagnosis of depression requires the 

presence of 5/8 symptoms for 2 weeks, 

most primary care patients on 

antidepressants had 1 documented 

symptom (e.g., sad mood manifest 

during the visit)1. 

• Renders response less likely

1 Theobald DE, Kasper M, Nick-Kresl CA, Rader M, Passik SD. Documentation of the indicators of antidepressant treatment and response in an HMO primary care population. J Managed Care Pharm. 6:494-8. 2000.



PAIN

The ultimate cross section of the bio, psycho and social
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PAIN 

• Dennis Turk’s literature review1:

• Nothing works in the unmotivated patient 

• Everything works in the motivated patient

1 Turk DC, Wilson HD, Cahana A. Treatment of chronic non-cancer pain. Pain, 377 (9784), p2226-2235. 25 Jun. 2011. DOI: https://doi.org/10.1016/S0140-6736(11)60402-9



PAIN: HOW MUCH RELIEF DOES THE AVERAGE 
PERSON GET FROM MEDICAL INTERVENTIONS? 

• Non opioids 

• Opioids 

• Anesthetic Interventions 

• Psychological approaches 



PAIN: HOW MANY PEOPLE DO YOU HAVE TO 
TREAT TO GET AN EFFECT?

• There is a need for serial drug trials in most patients 

• What do we communicate to people while they are 

enduring them? 

• Do we instill passivity while they wait for an effect?

▪Most non-opioids

▪Opioids

▪ Interventions 

▪Psychological therapies 



MEDICAL INTERVENTIONS FOR PAIN 

• If pain intensity is typically decreased by 50% or less

• What does it take to have the patient take that to the bank?

• Can care be coordinated enough within the confines of our 

healthcare system so as to maximize benefits and contain 

risks?



THE NEED FOR COORDINATED CARE IN PHARMACOLOGIC 
PAIN MANAGEMENT INCREASES WITH OPIOIDS

• Many have suggested 3 levels of care

• Usual care

• Chemical coping and the middle ground1,2,3,4,5

• The patient with high level of addiction risk that 

requires opioids6,7,8

• Each level requires increasing degrees of 

monitoring and psychological/addiction related 

intervention

1 Savage SR, Kirsh KL, Passik SD. Challenges in Using Opioids to Treat Pain in Persons with Substance Use Disorders. Addiction Science & Clinical Practice. 4-25. June 2008. 

2 Passik SD, Kirsh KL. The Interface Between Pain and Drug Abuse and the Evolution of Strategies to Optimize Pain management while Minimizing Drug Abuse. Exper Clin Psychopharmacology.16 (5): 400-404. 2008.

3 Gourlay DL, Heit HA, Almahrezi A. Universal precautions in pain medicine: a rational approach to the treatment of chronic pain. Pain Med. 2006(2):107-12. 2005.

4 Passik SD, Kirsh KL. Chemical Coping: The Clinical Middle Ground. In Smith HS, Passik SD. Pain and Chemical Dependency. Oxford University Press. New York, 299-302. 2008.

5 Bruera E, Moyano J, Seifert L, et al. The frequency of alcoholism among patients with pain due to terminal cancer. JPSM; 10(8): 599. 1995

6 Wiedemer NL, Harden PS, Arndt IO, Gallagher RM. The opioid renewal clinic: a primary care, managed approach to opioid therapy in chronic pain patients at risk for substance abuse. Pain Med. 8(7): 573-84. 2007. 

7 Jamison RN, Ross EL, Michna E, Chen LQ, Holcomb C, Wasan AD. Substance misuse treatment for high-risk chronic pain patients on opioid therapy: a randomized trial,” Pain. 150(3): 390–400, 2010.

8 Bethea AR, Acosta MC, Haller DL. Patient versus therapist alliance: Whose perception matters? J. Subs. Abuse Treat. 35(2):174-183, 2008.



BARRIERS TO COORDINATED CARE

• The limitations of the medical model 

• Coverage

• Time 

• Shortage of mental health and related professionals 

trained in working with the medically ill 

• Irrelevance of typical psych training of non-psychiatric 

physicians to the task of motivating the unmotivated 

medically ill person

• Unconscious messages we send our patients 



DO WE COMMUNICATE UNCONSCIOUS MOTIVATIONS TO 
PEOPLE WITH PAIN?  THE CASE OF KINESIOPHOBIA. 

• Kinesiophobia: the fear of movement 

• Common in people with chronic pain 

• Related to bad outcomes

• Is kinesiophobia contagious?

• A study of the health care professionals’ personal level of 

kinesiophobia was found to be highly correlated with the 

patients’ levels1

• Are clinicians’ motivations, fears, hopes, expectations 

about other lifestyle, behavioral and psychological 

changes unconsciously communicated to patients? 

1 Lakke SE, Soer R, Krijnen WP, van der Schans CP, Reneman MF, Geertzen JHB. Influence of Physical Therapists' Kinesiophobic Beliefs on Lifting Capacity in Healthy Adults. Phys Ther. 95(9): 1224-1233. 2015. 



CAN WE OVERCOME THE BARRIERS TO 
COORDINATED CARE?

• Truly embrace the biopsychosocial model 

• Build time, expertise, and inclination into the system 

• Put accurate diagnosis at the start of care 

• Put motivation at the center of care

• Do not pit medical and non-medical interventions 

against one another 

• Combine them artfully

• Be aware of our unconscious biases 


