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Learning Objectives

= Explain the relationship between chronic pain and different mental
health disorders.

= Describe mental health disorders are defined in the new
Diagnostic and Statistical Manual of Mental Disorders.

= Discuss the recommended treatments for these mental health
disorders.

= Discuss the prevalence rates of these new DSM-5 disorders
among chronic pain patients.
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Chronic Pain & the Opioid Epidemic

= The opioid epidemic reflects a serious unmet need for better recognition
and treatment of common mental health problems in patients with
chronic pain (Howe & Sullivan, 2014)
= Patients attending pain specialty clinics have:
— more difficult-to-treat pain conditions
— comorbid, psychiatric disorders
— use more outpatient services
— receive a greater number of opioid prescriptions (Arout Sofuoglu. & Rosenheck, 2017)
= Front-line practitioners may at times be faced with chronic pain patients
suffering from undiagnosed mental health disorders when tapering
opioid therapy
= These data support the inclusion of mental health care in the
specialized treatment of chronic pain
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Opioid Mortality & Mental Health

FY 2013 mortality among those prescribed opioids

0% of mortaky ot 30 MEDO o lower doses
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Role of Mental Health in Chronic Pain

3/25/19

= In most cultures, majority of mental health cases go unrecognized in
primary care settings (Balenger etal, 2001)
= About 60% of previously undetected depression cases could have been
recognized if the patients had been evaluated for the mental health
disorder (Katon, 1984)
= Numerous studies have documented strong association between
chronic pain & psychopathology (Dersch Polatin, & Gatchel, 2002)
— most often associated with depression, anxiety, somatoform, personality, &
substance use disorders
— Less is known about the relationship with schizophrenia spectrum/ psychotic,
sleep-wake, bipolar, neurocognitive, obsessive-compulsive, & dissociative
disorders
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Mental Health & Pain Relationship

= Individuals who suffer from pain and are diagnosed with a mental disorder have been found to
experience a worsening of psychiatric symptoms (Eiman etal. 2011)
= Healthcare professionals may fail to give complaints about physical health problems serious
consideration among patients with serious mental illness (RETHINK, 2013)
= Patients are less likely to recognize or monitor comorbid medical conditions compared to the
general population (Kiboure et al, 2006)
= They have increased likelihood of experiencing conditions that cause pain and lower
probability of receiving adequate care (0 Hertetal. 2011)
= Associated with:
— impaired recovery (4ier et 2151
~ greater functional incapacitation e atat. 2009
— lower quality of fife (@rsernar st . 2013
~ increased risk for suicide17 compared to individuals without pain et etsi. z00e)
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Chronic Pain & Psychopathology

Eishbainetal. 1 !
~ 283 chronic pain patients
~ Comprehensive Pain Center of the University of Miami School of Medicine
~ Extensive 3-day evaluation period
~ 2 hour detailed, semi-structured psychiatric interview based on DSM-III
= Statistical comparison between male and female patients with regards to the prevalence of
each diagnosis
— 156 males
- 127 females
~ No significant difference with regards to age or race
= Primary locations of pain:
~ low back 73%
~ neck pain 17%
~ other (abdominal, chest, etc.) 8%
— headache 2%
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Fishbain (1986) Study & DSM-III
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Diagnosis Males Females Total
Total Anxiety 588 | 663 | 625
Personality 623 55.1 59.0
Total Depression 499 638 56.2
Substance Use 204 79 149
Intermittent Explosive | 16.7 16 99
Dementia 51 110 78
Somatization | 06 | 79 | 39
Bipolar 0.6 24 15
Obsessive-Compusive 06 16 11
Psychosis 0 0 0
Sleep-wake [ n/a [ na [ n/a
Dissociative n/a nfa nfa

PAIN\\/ECSK

What Do We Know?

= Anxiety
— Earlier research listed prevalence between
16.5% and 28.8%; Newer studies suggest up
to 60% (Fishbain et al., 1998)

— Dependent on the methods used to assess
— DSM criteria used (lIl versus 5)
— Spectrum of disorders included

— panic disorder and generalized anxiety
disorder (GAD) are most common (Pemytienacre
etal., 2007)
— PTSD and OCD no longer under anxiety £
disorders in DSM-5
INWEeeK
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What Do We Know?

= Personality
—Rate ranges between 30% to 60% (Sansone & Sansone, 2012)

—51% met criteria for one personality disorder, and 30% for more
than one (Polatin et al. 1993)

—60% chronic met criteria for a personality disorder versus 21%
of acute low back pain (Kinney etal., 1993)

—Predate the onset of injury and complicate the course of a
pain syndrome (Elliot et al., 1996)

—Specifically met criteria for cluster C (dependent 10.6%; OCPD
24.5%) (Eliot et al., 1996)
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What Do We Know?

= Depression
— Most research & theoretical interest among people with chronic pain (Persh et al. 2002)
— Ranges from 15% to 100% (82 ¢t al. 2003)
— Ranges from 5% to 10% (in primary care) 2" ¢t2l- 19%2) {5 859 (specialty clinics)-
creates linear i Increase in prevalence from community to inpatient medical
(Bair ot al., 2003
samples
— Less depression when condition is more defined than in medically
unexplained pain (M2 & Herskey. 1567)
&’aln symptoms,associated with 2-fold increased risk for coexisting depression

fGenk

— Multiple symptoms are 3 to 5 times more likely to be depressed (Vo Kerff et al. 1988)
— Association also strengthens severity of either condition (-am® etal. 2000)
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What Do We Know?

= Substance use
— Patients being treated for substance use report chronic, noncancer pain (Poter et al. 2008)
— Hx SUD occurs frequently among patients treated for chronic, noncancer pain (Fieming et al., 2007)
— 3% to 48% of chronic pain patients have a current substance use disorder (Morasco etal, 2011)

- Hlfsig;g prevalence (16% to 74%) trescoetal. 201 higher than general population (16.7%)

— 94% of chronic pain patients with lifetime SUDs experience onset before pain (Pofatin etal., 1993)

— Chronic pain patients ng more likely than other patient in primary care to have a current SUD;

not associated with unique risk for substance use disorder (8rown eta., 1936)
— Most commonly misused/abused substances were alcohol (current and lifetime) and
narcotics (current); did not consider marijuana and tobacco use (©ersh etal., 2002)

What Do We Know?

= Somatic Symptom Disorder
- Old somatoform disorders; Lifetime rates
Pgrable to community and primary care (Atinson

Qo

— Lifetime prevalence of somatoform was 34% and
6-month rate of 17%, but dropped to 12% and 5%
With DSM-IV (Grabe et al., 2003)

— 95% of patients with chronic low back pain in
intensive rehab setting had current SSD (Grabe et al.,
2003)

— Correlation between pain intensity and presence
of somatization and hypochondriasis (Polatin et al.,
1003)

— Frequency in chronic pain patients varies from 0%
to 53%,; Conversion 2% to 38% (Dworkin & Caligor, 1988)

INVVEeK




What We Know Less...

* Neurocognitive
— Prevalence rate of patients with dementia that are in pain from 20% to 50% (Tosetoelal, 2012)
~ 60-80% of individuals with NCD in care homes experience pain (Corettetal. 2012)
— Few studies in subtypes (e.g. dementia due to vascular, frontotemporal, and Lewy bodies)
~ Prevalence of some type of pain in Parkinson'’s disease ranges from 68-85% (Lee otal. 2006)
— TBl-associated disability, prevalence is about 52% among civilians (Nemieparampi 2008) andl 42% among
Veterans (Lewetal. 2000)
* Bipolar
— Prevalence of clinical pain is 29%; of migraine is about 14%; and of chronic pain is 24% (Stubes et al, 2014)
— Almost four pain complaints at any one time (Brgenrer etal, 2013); Musculoskeletal conditions (e.g.
lower back pain, arthritis, and hip problems) more prevalent (Kiooune et ., 2004)
~ Migraines most common (Ofizetal, 2010 and are 3x more likely to experience (Subbsetal, 2014)
— Lifetime prevalence of migraine is 40%, and 65% in bipolar-Il disorder (Low Gabaud du For, & Cenvantes, 2009)
~ Multifactorial etiology (vascular, cellular, molecular, neurochemical, genetic) in both (Meintyre etal, 2006)
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What We Know Less

* Obsessive-compulsive
~ Prevalence of OCD among treatment seeking patients is about 1.1% (Fshbainetal, 1986)
~ Prevalence of 12-month and lifetime is about 2% (knastereta., 2012)

~ Among low back pain patients, prevalence from 2.0% to 8.29% (Polinet . 1999) and lifetime of 13.4%
(Atkinson et al., 1991)

~ Prevalence among musculoskeletal pain patients was 0.0% (Asmundson etl,1996)
~ Lifetime prevalence in treatment seeking MS patients was 8.6% (<orsil & Feinstei, 2007)

= Schizophrenia spectrum
~ 38% reported pain (Oclapiaine et al.1978); similar to general population of similar age (6eAmeica etal, 2013)

~ Most common complaint is headaches (Torey. 1969); common sites are head, leg, and back pain (Waison.
Chandarana, & Merskey, 1981)

— Present with bizarre sensory or tactile hallucinations difficult to distinguish from pain (Bar et L., 2002)
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What We Know Less

* Sleep-wake
~ Classic chicken and egg problem to determine direction of causation between pain and sleep
disturbance

— Both share common neurobiological systems, in particular central serotoninergic neurotransmission
(Foo & Vason, 2005)

~ 50-70% of chronic pain patients suffer from a sleep disturbance (Mo, Gioson, & Wade,1998); 899% seeking
treatment report at least one sleep complaint (McCracken & lerson, 2002)

— Sleep apnea, restless leg syndrome, and periodic limb movements in sleep are most common

— Sleep apnea is diagnosed in 17% of headache patients (Pave etal. 1997)

~ Peaple with chronic pain reported more chronic insomnia (48.6%) than without (17.2%) (/erel.

— Increased daytime pain is linked with poor subsequent nighttime sleep and poor sleep is associated
with more next day pain; evidence of a bidirectional relationship between pain and sleep (Raymondetal.
201)
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What We Know Less...

= Dissociative

— Headaches were most frequent somatic complaint
(more than B0%) (Sexe etal. 1894)

— Headaches, joint pain, back pain, pelvic pain, and
pain in the extremities, were more common than in
controls (Agargun et al. 1998)

— More dissociative experiences have higher pain
thresholds (McFadden & Woitalla, 1993)

— Different identities could “take over” at times of
more Severe pain (Saxe, Chawia, & van der Kolk, 2002)

— Difference in pain perception, location, and
estimates of secondary functional impairment
among different identifies (saxe. Chavia, & van der Kolk, 2002)

— Case of Phillip/Jasmine

INVVEeK
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We Know Nothing About “Taboos”

* Neurodevelopmental
~ Caregivers report 15% of their sample was experiencing pain for an average of 6 years
~ Significantly more females than males, although age, communication ability, and level of intellectual
disability were not found to be associated
- Pigsance ofAaia assqgiated with cerebral palsy, physical disabilty, and reports of challenging behavior

* Feeding/eating
- Odds of buiimia nervosa and binge eating disorder predicting musculoskeletal pain (1.6-2.8) and other
pain conditions (1.9-2.8) are generally comparable (Kesser
* Elimination
~ Most frequent problem in urologic practice is recurrent or chronic genital pain with no physical cause;
Very litle has been written and treatment is generally ineffective (<. zxo1
of with a high pai profile will develop pain-related gastro-intestinal
msomer Profila characierized by low coping fficacy and igh levels of nagaiive SHect, pein
catastrophizing, and functional disability Wekeretal, 2012)

LINSS

We Know Nothing About “Taboos”

* Sexual dysfunction
— 73% of respondents had pain-related difficulty with sexual activity; Few differences between men
and women (Amber et l, 2001)
— Several difficulties and in various combos, including arousal, positioning, performance, and
relationship issues
~ Predicted by psychological factors and pain duration (<wen, Raberts, & Swaim 2005)

* Gender dysphoria

— Chronic pain has negative impact on an individual’s gender identity (Deaux & LaFrance, 1998)

~ Men with chronic pain perceived as less masculine/more feminine; women as more masculine/less
feminine; and were more similar to each other than other men/women (Bemerdes & Lima, 2010)

— Transgender and/or gender nonbinary people witness an increase in pain especially in areas
of body that change as a result of cross-sex hormone treatment

— 30% MTF reported breast, and pain.22; 62% of FTM reported pain that
improved after testosterone administration (Alioisi et al. 2007)
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We Know Nothing About “Taboos”
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* Paraphilic
~ 29% of men with pain were not able to fantasize about a
sexually attractive person; erotic parts of a woman’s
body; erotic or romantic situations; caressing, touching,
undressing, o foreplay; andlor sexusl intercourse, oral
sex, touching to orgasm (Mongaetal,
= “Process” addictions
~ Such as gambling, internet/video game, food
shopping/spending, exercise, and sex addictions
- These behaviors activate the brain reward system witn
effects similar to those of substance use (APA 2013)
- Little has been documented regarding problematic
internet usage (Chvismore etal 2011)
~ Addiction recovery institutions began treating internet
addiotion after soreening for other process addictions
like gambling (Chismore e &, 2011
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APA (2013) New DSM-5

Cosio (2018) Study & DSM-5

= The purpose of the pilot study was to statistically compare chronic pain patients for the types
of DSM-5 disorders identified using emerging measures
— sample of 272 Veterans aged 18-89 years old (11% dropped)
— 57% AA; 89% male; and 37% were 55-64 years old
— November 1, 2013 to October 31, 2014 participated in the Pain Education School program
— mixed, idiopathic pain conditions (back, neck, extremity, head, and fibromyalgia)
— males and females did not differ significantly with regards to age or race

— only 1.5% of cases reported no domains; 18.5% had endorsed 1-6 domains; 80%
endorsed 7-12 domains

= These measures are being used as potentially useful tools to enhance clinical decision-
making

= In addition, the current study serves as a replication of previous studies using the most recent
version of the APA's Diagnostic and Statistical Manual of Mental Disorders (DSM-5)
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Measures

As part of introduction of program, all participants completed a pre-education
assessment:
= World Health Organization Disability Assessment Schedule (WHODAS 2.0)
— 36 item, self-administered measure
— Assesses disability in adults across six domains (cognition, mobility, self-care,
getting along, life activities, and social participation)
— Each item asks the individual to rate how much difficulty they had in specific
areas of functioning during the past 30 days

= DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure-Adult (CCSM-A)
— 23 item, self-administered measure
— Assesses 12 psychiatric domains (depression, anger, mania, anxiety, somatic
gymptqm_s, psychosis, sleep problems, memory, repetitive behaviors,
issociation, personality, and substance use)
— Each item inquires about how much (or how often) the individual has been
bothered by the specific symptom during the past two weeks
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Cross-Cutting Symptom Measure-Adult
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Cross-Cutting Symptom Measure-Adult
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Results Comparison
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Cosio (2018) Study & DSM-5
Summary
= Individuals had mild-moderate difficulty in specific areas of functioning during the

past 30 days
— Latinos reported si nificantIX more disability (M=105.78) then Caucasians (M=97.62),
African Amencans%M=86.2 ), and other races (M=35.33); F(3,268)=4.19, p<0.01
. Wilnelssed more mania, memory, and repetitive thoughts and behaviors in this
sample
— May be due to dimensional vs. categorical measurement of DSM-5
— May be because of a high rate of false positive answers on the measure--perhaps may
war){l to use the lowest l%reshold pos permaps may
— The differential diagnosis of bipolar disorder includes other conditions that may have
manic-like symptoms, including organic mood disorders such as endocrine or metabolic
conditions, drug intoxications, and tumors
— Does the patient truly has memory loss or another cognitive problem? Some degree of
memory Igss with ag\l(ng, medicatrizns, and depress%’r%J P d
— The differential diagnosis of OCD includes depression, phobic disorders, anorexia
nervosa, cluster ¢ personality, and schizophrenia
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Summary
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= DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure-Adult (CCSM-
A) may serve as a good measure to use to screen chronic pain patients for
mental health concerns
— CCSM-A fails to measure PTSD, which is prevalent in the Veteran population
— The differential diagnosis of PTSD includes anxiety disorders, phobias, and OCD
— CCSM-A fails to measure “taboo”, or polarizing disorders
= CCSM-A may function better in helping to identify the negative prediction of
symptoms
— Represent symptoms commonly seen in clinical practices, regardless of a client’s
subsequent diagnosis
— Assessments could help providers:
« document all of a client's symptoms
+ aid in developing more precise treatment plans
* monitor treatment progress

M even if the do not

Examples of Interventions
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(APA Division 12, 2016)

CBT Manualized Treatment

* Managing Chronic Pain: A Cognitive-Behavioral
Therapy Approach (Treatments That Work) by
John Otis
* Sessions are as follows:
Manaain 1. Education on Chronic Pain
anaging 2. Theories of Pain and Diaphragmatic Breathing
Chronic Pain 3. Progressive Muscle Relaxation and Visual
Imagery

A Cogaitve-Behavioal Therapy pproach

4. Automatic Thoughts and Pain
5. Cognitive Restructuring

6. Stress Management

7. Time-based Pacing

8. Pleasant Activity Scheduling

9. Anger Management

10. Sleep Hygiene

11. Relapse Prevention and Flare-Up Planning

12. Feedback and Termination

1



Cognitive-Behavioral Therapy Model
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COGNITIVE RESTRUCTURING
ANGER MANAGEMENT

THOUGHTS

PROBLEM-SOLVING

RELAXATION
PHYSICAL

BEHAVIORS
o »

[PLEASANT ACTIVITY SCHEDULING NUTRITION _EXERCISE
‘TIME-BASED PACING SLEEP HYGIENE
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ACT Manualized Treatments

ck to LOOK INSIDE! 1o LOOK INSIDE!
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Acceptance & Commitment Model
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For More Information:
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= Check out website:

WWW, \

= Follow me on Twitter:
@DrDavidCosio

= Like me on Facebook:
david Cosio ph.d. abpp

DAVID COSI0. . s
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