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Robin:
Today’s session is essentials of cognitive behavioral therapy for chronic pain management. I would like to introduce our presenter for today, Dr. John Otis. Dr. Otis is a clinical psychologist with the VA Boston Healthcare System and an associate professor of psychiatry and psychological and brain sciences at Boston University. He is currently director of pain research at VA Boston where he directs clinical and research programs in pain management. His areas of expertise are health psychology and the application of cognitive behavioral therapy to veterans with chronic pain and comorbid conditions. 

We will be holding questions for the end of the talk. At the end of the hour, there will be a feedback form to fill out immediately following today’s session. Please stick around for a minute or two to complete this short form, as it is critically important to help us provide you with great programming. 
Dr. Bob Curran, Director of the Prime Center will be on our call today. He will be around to take any questions related to policy at the end of our session. And now, I am going to turn this over to our present, Dr. Otis.

Dr. John Otis:
Thank you, Robin. Thanks for inviting me today. It is great to be here. It is great to have an opportunity to talk to everybody about CBT (Cognitive Behavioral Therapy) for pain management. To start with, I would like to get an idea of whom we have in the audience today. So I just want to advance. Here we go. Quick poll to find out who is attending today; psychologists, psychiatrists, social workers, nurses, physicians, physical therapists, occupational therapists, other students. It would be really great to know who we are talking with to just help me tailor the things I deliver to the audience today. So I appreciate you taking a second to see that, okay.
Robin:
And responses are coming in. We will give it just a few more moments before we show what people are sending in.

Dr. John Otis:
Okay. Can I go ahead and move on now?

Robin:
Nope, not quite yet. Okay. I am going to close it out and we will go through our results here. We are seeing 56 percent with psychologists, psychiatrists, or social workers.

Dr. John Otis:
Okay.

Robin:
Eighteen percent saying nurse or physician, two percent saying rehabilitation therapist or occupational therapist, four percent saying student, and nineteen percent saying other. Great, thank you everyone for sharing.

Dr. John Otis:
Great, thank you very much. That is very helpful. Okay. So why do we not move ahead then. Just an idea of things I am talking about today, I am going to start taking more of a historical look at pain management. Let us talk about the problem of chronic pain and how we are seeing it in the VA today. I am going to talk more in depth though about specific elements of CBT that we use. And one of the key elements of treatment and things that we know work really well. And if we have time at the end, I am going to talk about some research that we are doing on pain and comorbid conditions such as PTSD (post-traumatic stress disorder).
But to start with, I have always had an interest in the things that the people have – the pictures people have used in the past to depict pain and images of pain. Here are a few we have on our screen right now. And in the top corner, we see a person. This is more of an Egyptian type of a painting. And this person has a headache. And the physician has strapped a clay alligator to his patient’s head with some drawings on it. And there are some grains of rice in the alligator’s mouth and he is praying over him. 

The middle picture down below, the person also has a headache. Around his head is being put some honey and opium in a wrap. And that little picture right there is not actually a hatchet. That is a fan. And he is fanning his face. And in the other picture is actually some wine that was being manufactured for various purposes long ago.

Around the turn of the century, we had all types of pain relievers that were being manufactured in the states. All types of substances were part of that as well, alcohol, wine, mandrake, belladonna, and marijuana. In the corner, you see a small bottle of Bayer. And across the top of it, right there is written heroin, which was an ingredient in many of these kinds of things.

Some of the potions, again, had a pretty good amount of alcohol. There is Graves Pectoral Compound. Alcohol is 12 percent and there is dosing for – kids only get 10 drops of this. Shake well before using.
This is Hamlin’s Wizard Oil. They were pretty amazing the way they advertised their Wizard Oil. The Hamlin Wizard Oil Company would have bands that would travel the country trying to sell this stuff. And they would have parties and dances. And it was a really big deal a long time ago. This was touted the cure for rheumatism, sprains, bruises, lame back, frostbite, diarrhea, burns, and scalds. Contents were 50 to 70 percent alcohol, camphor, ammonia, chloroform, sassafras. 

You could use this on your cattle and your horses as well. So it was a multipurpose elixir. Here, in this picture right here, you have an elephant that is chugging a bottle of it. And all of the people are crying need for more.

Coca-Cola, around the turn of the century, actually contained (we have all heard this) cocaine and was often used for headaches. The advertisement was taken around the turn of the century for that, the Ideal Brain Tonic.

This is one of my wife’s favorite ones. It is the Mrs. Winslow’s Soothing Syrup, indispensable aid to mothers and childcare workers. It contained one grain of morphine per fluid ounce. It was the Benadryl of its time. After moms would give this to them and knock the kids out.

Now one of the things that you notice when you do look at the images of people in pain showing the past, look at the faces of these people. You see blood and agony. The lady in the corner here is being told by little devil creatures. A man is being sawed in half. The dental picture in the bottom, the man has his foot on his chin. All of these faces right here – pain is a very emotional experience except for the dentist who seems to be enjoying his work. 

Pain is an emotional experience. It is more than something that just happens to your knee, your back, or your foot. It affects your whole life. What is the true impact of pain? Pain affects everything. It affects the way you work. It affects the way you play. It affects everything you do. It affects your family.

So why is there a psychologist talking to you about pain? This is the reason. When you think about pain, you think about how pain affects the whole system, just not the person you are working with. But it affects the whole system, which they live. And so there are many ways in which you can intervene to help people who have pain, all right. 

What is pain? The official definition is experienced for three months or greater. But most of us, those of us who work with pain patients, we see them for 3 years or for 30 years, right. And pain is a common problem in the VA. 

A study was done at Westhaven VA years ago. And they found that half the patients who came through primary care had a pain complaint, very common problem. And this data stands up today. Half the patients who come there through primary care have a pain complaint. So you all know. You have seen it. You go into CPRS (Computerized Patient Record System) and it is one of those things that we see that has always been a problem is a pain condition, very common problem.

It is usually adaptive. You would not want to have no pain. That would be terrible not being able to sense pain. But for those people who have chronic pain, these are the people who you find who are more depressed, they are more disabled, they come back again, and again, and again to primary care to the services because they are just not satisfied.

So why do people develop chronic pain? One of the persons who first started talking about this was Henry Knowles Beecher. So Beecher was a physician at Massachusetts General Hospital. He always worked on the beaches of Anzio during World War II.
One of the things that he found is that his soldiers that were coming off the battlefield were complaining of less pain than people coming off the operating table when he was working a Massachusetts General. And then he began to ask himself what is happening. Why is this happening this way? 

So he asked the people. He asked the soldiers and he asked the people. And you can talk about this with your patients you see. And you can use it as an example. You can ask them what do you think they are thinking of. And your veterans are going to say well the soldier is thinking of their friends. They are thinking of I have to get back there and help them. Their minds were not on their pain. 

Whereas for the civilians, they are totally focused on what is going to happen to them. They are focused on that knee, the foot, or whatever it might be. And their attention, because it was focused on their pain, it made the experience of pain more intense. And it does not mean that pain is in your head. But what it does mean is that the way you think about something, the response to that pain certainly has an impact on how you experience pain. And that is true today.

That is why when I talk about pain with people, I do not have the spinney thing on my paper. But I take out a sheet of paper and I draw pain, disability, and a stress. And I talk about these three things and how they interact. And I will draw the little arrows, but that is about it. And what I say is that for people who have had pain for a long time, what happens is that they start to talk to themselves. And it is not the good stuff. They say to themselves things like I was going to be a carpenter; I was going to be a soldier. I cannot. I cannot hug my kids. I cannot hug my spouse. I am a failure. And what happens is you start talking to yourself in those ways, you become distressed.

What happens when you become distressed is that you pull back and you stop doing things that before were fun. And so you become even more disabled. You gain weight, muscle atrophy, and this feeds right back into pain. And this is why psychology is talking to you about pain.

Because when I talk about pain with people or do pain management, I hardly ever talk about pain. What I talk about is how do you talk to yourself differently and how do you get moving again? Get off the couch and start doing something, right. And in that way, I can get at pain. I do not focus on pain. I focus on the stress and disability, right. And we are going to talk about that a little bit.

What happens is, like I said, people start talking to themselves in different ways. They say my body has failed me. It is never going to end. The behavior is staying in bed all day taking more medication than prescribed. These are the things that I am trying to change; the way they think about themselves and the behaviors they choose to engage in.

Now there is a very large empty space for the use of CBT, Cognitive Behavioral Therapy for chronic pain. A few papers that are written down there as well, some more recent than others.

The things that we do in CBT are we encourage people to get active and to do things. And we do that by setting goals. It is not a passive therapy or a talk therapy. CBT is a very active and engaging therapy that requires the patients to be involved as well. We figure out how they are saying things to themselves. Are they saying things like my life is ruined, I cannot do anything, or those kinds of words? 

And we teach them to identify when they are talking to themselves in those ways. We teach them how to challenge those thoughts. Once they identify them to challenge them and change them. And then practice those skills because this is not something that just happens in the office. These are skills they learn and they take out into the real world.

Now there are a number of techniques that – this is something that I wrote a few years ago. It is a CBT for Chronic Pain Manual. And there are some key elements in here that I wanted to go over today. And some of these things are things you have probably all seen before; relaxation training, restructuring, time based pacing. 
These are things that make a lot of sense, right. This is not rocket science. This is something that we can all learn how to do that we can apply for our patients.

So as I am going through this, I want you to think about how you could use in whatever practice you are – in primary care or in a clinic some place. What are elements that you think you could use with your patients? So I am going to go through a few of those.

But first, I want to talk about we work with veterans mostly here. But kids have pains too. And it is tragic when it happens, but kids have pain. Kids’ pain is a little bit different than adults, a little more plastic, a little more amenable to the suggestions of parents. But there are some things that we can do. And those of you who have kids out there, as parents, to help kids with pain. There are techniques. And CBT does work with kids as well.

For kids who are undergoing painful procedures like debriding wounds and things like that, we teach them counting techniques. We teach them ways of distracting themselves and take them away to different places.

Relaxation techniques are helpful for kids. I teach them to throw away negative thoughts. On one case I worked on, I taught a kid to have a worry train that would come through. And she would visualize the train coming to the station. Then she would place her negative thoughts in that train and watch the train go away.

But the positive coping thoughts as well, like I can cope with pain when it comes my way. I am strong and brave. These are all great techniques that you can use for kids.

For some reason, older adults have been systematically left out of many trials of CBT and other kinds of trials as well. It seems like once you get past 65 years of age you do not exist in these trials. But this is not the case and should not be the case. And pain is part of growing older. And so we should be talking with people who have grown older and talking about pain.

For some people who are older, they think about pain that is something that is expected. Then it is just I got a few aches and pains and losing some teeth or whatever. And they do not complain about it. So it is important that we ask our patients that are older about pain. We find out if they are experiencing pain so we can help them deal with it.

I had experience myself when I was in graduate school. I worked as a physical therapy assistant. And I used to get people out of bed after they had their knees redone. I remember one example. I had this one person. He was about 75-years-old. And I got him out of bed. He had his knee redone. And then I contrasted that with an 18-year-old football player who blew out his knee. The football player, the 18-year-old kid got out of bed. And he was screaming and crying. And took the walker maybe two to three feet and turned around and got back in bed. 

The 75-year-old guy grabs the walker. Give me that walker he said. He walks to the door. He just grins, bears it, and turns around and comes back. And the difference was older adults have experience with pain. He knew what pain was and he was not about to be stopped by this pain. So there is a difference in younger and older adults in how they experience pain. That is partly a cognitive thing, their previous experience with pain.

Trials of CBT for older adults have actually shown that they can benefit just as much as other people. This is a small study we did in West Haven, Connecticut. And I was a therapist on this study. And we did a standard pain CBT protocol with people who were 65 years and older. My oldest patient there was 92.

You can see across the board, pain, disability, and depression. They all did really well. So I do not think that these kinds of things are limited to certain cohorts of veterans. CBT works well with all ages. So I encourage you to use it for all ages. Sometimes, you modify things depending on who you are with. But we always do that anyways.

So let us talk about some elements of CBT. The first thing I always run into is something like this. And you probably do as well. No excuse for pain, doctors has the means at hand to relieve the suffering of millions. Why are they not doing it, right?

The patients are coming in looking for the silver bullet. The one thing, the one procedure, the one medication that is going to make it all go away, right. And that is something that we have to overcome. That is something that we have to talk to them about because frankly, if patients have had pain for a long time, for six months or a year, they are probably not going to lose their pain. They probably just need to learn how to cope with that pain. There is no silver bullet out there basically. Patients need to be told that, move on, and learn techniques for moving on and managing their pain more effectively.

The first thing that has to happen is that as providers, we have to understand how CBT works. And we have to talk to our patients in ways that will help them to arrive at a decision to use CBT. Providers out there, those are who are prone to providers. Using motivational interviewing can be a really great tool for helping patients to arrive at a decision to try CBT. Because if they are not engaged, if they are not convinced that we have something to offer them, they are not going to do it. Those first few sessions are so important. 

We know that CBT works. But if you cannot get them in the door, if you cannot talk to them and them to get off the couch and come in, what use it, right. So for therapists out there, we need to read as much as we can. We need to be experts on this. So when we talk to our patients, we can tell them in our own words why it is important that we think that you should come see a psychologist or psychiatrist some and talk about pain.

The first thing you are going to get is what; you think my pain is in my head. You think I am crazy, right. This is what I do when I talk to somebody. I say Mr. Jones; pain affects all parts of your life, does it not? And if you give him time to talk for a second, he will say yes, and this, and that, and that.

So you say well we in the VA know that pain is more than just if something happens to your knee, back, or your foot. What we want to do is get a really good picture of how pain has affected your life. Get a good story on what is happening on your life. And from that, we can make the best program or best possible treatment of how to address your pain. The first step of that though is coming and talking with me. Let me get a good history, find out more about your pain, and we can go from there. 

If you put it that way, rather than saying, I am a psychologist or I am a psychiatrist, I want to talk to you about your pain. It is much more acceptable, right. Because really, that is what we are trying to do, we are taking more of a biopsychosocial approach to the management of pain. But your part is to get a good pain history from the start. I think that makes sense. And people understand that.

So relaxation training, I usually start with relaxation training when I work with people. The reason is that it is a very concrete skill. It is an easy skill to learn. And yet, it can be so effective for some people – so effective. How often do we really stop, breathe, and just relax? To me, it does not really matter how you do it. It is the stopping part.
So often in our lives, we are always going and doing things. We have high pause our ears. We hear stuff in the radio when we drive in our car. We never stop to just listen to nothing or just think and notice your own thoughts. So I ask people do this sometimes. It can be kind of uncomfortable. It can also be powerful.
The study I talked about earlier with the older adults, I had one patient one time that had this tremendous neuropathic pain that was shooting down his leg. And I was teaching him how to do the breathing techniques. And just simple thoughts about breathing. And I had them go home and practice that. And he just ran with it. He did it every day. He had his homework plastered on his wall in his apartment. If he would go to dinner with people, he had the whole table breathing. And he came back to the me the next week. He said John, of all the things you taught me, breathing was the most effective thing, right. And it really took away a huge portion of his pain. And so breathing can be a very powerful thing.
The one thing is you have to be careful who you use it with sometimes. So I had a patient one time when I was an intern. And we were doing a visual imagery, which he described a very relaxing scene to me. And what I did was I took all the details of the time, place, colors, snow, and things like that and I talk it back to him while he is relaxing to try to establish a good sense of deep relaxation. And I am telling him about this beautiful hill. And he is sitting on a hill. It is a blue sky. Clouds are rolling by. It is a beautiful day. And I am looking down at my notes and I look up. There are tears rolling down the guys eyes.

I stopped. I said look. What is happening here? He said to me, John, it was working really well. But then the shelves just started coming down. Unknowingly, this was a gentleman who had PTSD and was able to hold it together all these years. But bringing him to a very relaxed state, I brought down some of his defenses. And he was reexperiencing being shelled in Vietnam. It is important to think about who you do these kinds of things with.

I had a very similar experience working with one of those, the population with older adults. This one lady was relaxing place was by a pool in Miami. Being by the pool, feeling the sun on her face, but her husband had passed away. And so she is imaging being with him too. So it brings up emotions. But it is interesting because we do not often let ourselves think about things because we always keep our minds occupied. The only time we do not is when we go to sleep. And that is when we sometimes get thoughts rushing in.

But having said that, it is a very effective technique to use. And ten minutes a day can make a world of difference. So that is why I always start using relaxation training.

Another technique that I find very helpful is called cognitive restructuring. And what cognitive restructuring essentially is, is teaching people to recognize when they are talking to themselves in bad ways, when they are saying things to themselves that are really not adaptive. And learning how to change those thoughts.

We all have thoughts that we have that helps makes sense to the world. And sometimes they are right on. Sometimes they are accurate. Sometimes they are fantastic. And you can just move on. But sometimes, the thoughts that we have are not so adaptive. Sometimes, the thoughts that we have are based on biases and things that we have heard from most people. But they still color our world. And they make us do or say things that are not that adaptive.
For example, I have a lot of patients who come back from Iraq and Afghanistan. And over there, you do not drive by an abandoned car on the road. You drive on the other side of the road if you need to. Over there, recognizing that is a warning sign. It was a good thing. In Boston, that is not so adaptive, right. Some things are adaptive in one situation and are not adaptive in others. And they need to try to change the way they think about things, right.
So what we are trying to do with pain is teach people to identify the types of errors in thinking that they make, right. And then learn to challenge those things, to ask themselves does this make sense. Does this thought I am having make sense right now because if you have a thought that does not make sense, you need to keep it. 

And by the way, I use this technique of restructuring thoughts for kids who are 12 years old, for people who are 80 – 90 years old. The only requirement is that you would be able to stop and think about your own thoughts. You would just stop for a second and just be a detective. You know who Columbo is. He was a detective. He used to sit back and say well what about – and so you try to be defensive. You stop and you think about your own thoughts and ask why am I thinking that. Does that make sense?

It is easy to tell somebody do not think that way. But it is more helpful if you actually give them a structure. I had a changed thought, right. In this forum right here I have in front of you, it is a restructuring form. I use this for all types of things, not just pain, but anxiety, depression, PTSD, and in the same form for older adults or for young kids. Young kids, it would have a lot more crayon marks over it, but the same idea.

The way it works is that you describe a situation that leads to an unpleasant emotion. So in this case, if the pain falls on a busy day and if this is very structured, it is supposed to be that way because after a while, you do not need this form anymore. But for the time being, use the form.

You write the emotion that you have so the person felt really depressed and really frustrated 60 percent – 50 percent. And what were your thoughts? I cannot cope with my pain. My life is miserable, right. That is one of those key words. There is miserable up there. What is the evidence for and what is the evidence against? 

The evidence for, there is too much going on. I feel overwhelmed. I am not getting my work done. Okay, what is the evidence against? I have had busy days before when I have been in pain. I was able to handle my pain and all my responsibilities well. I am usually very productive. My life is not all bad. I have a great family. Well that does not really match, does it? My life is miserable and my life is not all bad, I have a great family. That does not really make sense, does it?

So what we have right here, I cannot cope with my pain, my life is miserable is an automatic thought that just pops into your head. It is easy. It has been there for a long time. And you accept that it is true. But you do not need to. What you do at this point is you create a positive coping thought. What is going to take the place of the automatic thought? Not every day is as hectic and some days are good. I have made it through very hectic days before and I can do it again.

It does not take away the depressed mood or frustration completely, but it takes the edge off. And that is really all we are hoping for right now. Because if we can take this down a notch, if we can remove someone’s more depressive or frustrating thoughts about pain, then perhaps they are less likely to reach for a pill. Perhaps they are less likely to sit on the couch or do something that is not quite so adaptive in managing their pain. This is a self-management approach that everyone can learn to do, right. And you do not need to use this form. 

You can use simpler forms like this. Situation, emotion, automatic thought, what is the alternative thought. I have some people who do it on their iPhone in the note section who just write down the positive coping thoughts, right. You can do it all different kinds of ways. The important thing is you stop, you think about what you are thinking about, and ask yourself if this makes sense. And if it does not, you can change it. You are in control of your thoughts. You are not a slave to your thoughts. You can control the way you think. It just takes time to practice. 

But if people practice this, within a week, they can see this sheet in their heads. Within a couple of weeks, they do not need the sheet anymore. And it just happens automatically in the back of your head because you have established new pathways of thinking about things. And those thoughts become the predominant thoughts, right. So that is cognitive structuring in a nutshell.

Another technique I use that works really well is pacing. So you tell someone if you are going to do a job, you pace yourself. And they say well okay, Dr. Otis. I am going to paint a bathroom this weekend. And I will do half of it. Then I will stop, rest for a while, and then do the other half. But what if taking half of it takes two hours. You are doing half. It takes two hours. What happens is you get these people who work on the weekends really hard and then they cannot do anything for three days. They take a lot of medications. When they are feeling better, they get back in. They jump on and they do a lot more things again. And they have these big swings up and down. And they try to make their medications to manage it during the middle. It is just really ineffective.

What you want to do is pace yourself appropriately, not based on the job, but on the time. So if you know that within 30 minutes your back starts acting up, what you do is in 20 minutes, you take a break. Take a break before it gets too high. Take a break. Do something else. And then in ten minutes, jump back in. Do a little more, right. And the example I give that always works with people is having them imagine their favorite sport, hockey, basketball, and football, whatever it is. 
Players never play the entire game. They are always coming on and off the field because the coaches know that in order to get the best performance out of their players, they need to be rested, hydrated, and this kind of stuff. You want to think of yourself as just like athlete. And use that example. And people get that. You want to be at your best when you are doing a job. Not being sloppy at the very end just throwing paint in the corner, you want to be doing your best. You are actually getting more work done. You will do better work. And at the end of the day, you will not have pain.

So there are actually some sheets you can use for teaching people how to pace themselves that have time rest, time active that are really helpful as well. This is a great example though.
Sleep is huge. Sleep is a simple thing. This sleep hygiene worksheet is really easy for patients to use. They can look at the different types of sleep behaviors that they have like set in constant wake and bedtime. Not lying in bed if they cannot sleep, getting out of bed and doing something else extremely dull and uninteresting. Not having a television in their room and watching television until it is time to go to bed. But different types of sleep behaviors that people can do throughout the week and then track those behaviors along the way.

Sleep is huge. It cuts across pain, PTSD, mild traumatic brain injury. Sleep is one of those things that if you can get a handle on your sleep and improve your sleep behaviors, it can go a long way across many different disorders so sleep is very important.

So my suggestion for people, pain is a very common problem. It is a huge problem for our providers. And I think we can do a lot by helping our providers by joining forces for primary care. Help them to manage things that we can help them do like chronic pain.

Train a chronic pain group. Groups are a great way to manage more patients. If you are one provider in a facility, your dance card gets pretty full really fast. So you can trade a pain group that is led by peers or others of a multi-disciplinary group, you can see a lot more patients. One of the keys to doing pain management is setting goals. You want to set goals for therapy, not have less pain or be a better person, those kinds of goals. But goals about activity, getting moving, getting doing something. When you can, work with physical therapy and occupational therapy. These people are great, great resources. And you should be working together.

Every time a person comes into my office one of the first things I ask about is what did you do this last week? Let us talk about the goals we set and did you accomplish those goals, right. Do not start off saying tell me about your weekend because 15 – 20 minutes into the session, you are going to wonder where your session went. And you will have burned away all that time.
This is a very active treatment. We have things to do. It is great if you want to do that stuff. But you also want to have people working towards a common goal. And even though I talked about it, there is a CBT protocol. You really want to tailor your treatment to your patients. If patients need more time learning relaxation skills, then spend the time there. Do not just move on. If they are having a hard time with the restructuring, then spend some time there. If they are just not getting it, you can move ahead with it. If they cannot stand it and they will drop out, just move on. Some people just do not like certain things. So just think about what is going to fit best for your patients.

One of the things that I have been doing more recently is I work in the Spinal Cord Injury Center at the VA at West Roxbury Campus. And those of you doing CBT, it also works great for pain. You can see in this picture right here. I have my little diagram that does the pain, disability, and stress. And when I work with patients, I can switch back and forth and show them my PowerPoints, show them handouts while working with a patient with a spinal cord injury from their home who normally would never be able to get into a VA once a week to see a therapist. So it works really well. I have some data on this that shows that the outcomes are really nice comparable to other populations. So just think about that if you have the technology to do that at your VA.

So in the time I have left, I thought I would talk a little bit about the research and some of the things I have been doing with pain and PTSD. Pain can result from a lot of different things. Sometimes they are just we have the traditional injuries; some might get into regular degenerative changes that occur over time. But often times and more recently, we have seen a lot of patients with both pain and PTSD. And if you see those patients, if you come across those patients, there is something unique about those two conditions. I am convinced that these people usually have more severe symptoms and it is more severe pain and more severe trauma.

We did a study a few years back looking at 340 OEF veterans who were referred to our polytrauma network site here at VA Boston. I just did a brief medical record review. And this is what we found. Of those patients who were referred, 68 percent had PTSD, 66 percent had TBI (traumatic brain injury), 81 percent had pain, and 42 percent had all three combined.

So this is significant because what it shows us here is that the days of working in silos are gone. They should be because 42 percent had all three combined. So what are we treating? It is not just that we treat chronic pain and that is all I do because chronic pain is appearing in constant with TBI and PTSD. So it really got me thinking about what symptoms people have. What symptoms are attributed to certain types of conditions? Because if you are treating a person for PTSD and actually it is more TBI then your treatment is not going to be effective. So you really have to be thinking about the entire person and what they present with. Just something to keep in mind.

What is the comorbidity? Well if you are working in PTSD populations, a patient’s PTSD – the comorbidity from pain and PTSD is around between 60 and 80 percent. And chronic pain populations like the one I have here in VA Boston, we have a 47 percent of our chronic pain patients have PTSD. So it is a pretty significant sample of patients. Likely, your samples are equivalent to mine.

The things that they say to themselves or they tell me, whenever I am lying in bed at night, my shoulder starts hurting. I start having thoughts of when I was shot. When I think about the day our Humvee was hit, I can feel the pain in my back further up right where I was hurt. Pain is like a barnacle on my hull. It keeps reminding me of what I went through. I tried my physical therapy exercises. The pain started increasing. I just started thinking about what I thought and heard in Iraq so I just said the heck with it and called it quits for the day.
For one veteran, is the price or penance you paid for surviving while some friends did not. Another veteran reported he was experiencing pain for a reason – so he would never forget. So you see how these two things are feeding on each other. Some veterans reported using pain and PTSD symptoms as a distraction itself. He would intentionally bring on pain by physically overexerting himself to take his mind away from his PTSD. 

Another veteran reported he would intentionally expose himself to trauma related cues. He would get angry and feel alive and forget about his pain. So again, see how these things are interacting with each other.
What are the treatments that we use for PTSD and pain? Well if you look at just the basic outline for what we have CBT for pain or CBT for PTSD, I noticed a lot of similarities. We have cognitive restructuring skills. We have anger management. There were a lot of these things that were similar. 

We have high rates of PTSD and pain. They seem to interact with each other. The treatments are very similar. So is there a more effective way of providing treatment? That is what I started thinking.
So what I did a few years back is I proposed a study looking at developing an integrated treatment for pain and PTSD. Given that the overlap in symptoms and the similarity of treatments, I thought that I could create a better treatment and make it more efficient.

So one of the goals I had was it had to be effective and transportable so people could use it and easy to understand. So when I conducted the study, one of the things that I noticed was that it was really hard to engage patients into treatment. So think about it. You have patients who have high pain. They are tough to get in. Patients with PTSD, they are tough to get in sometimes. Patients with pain can just be extremely tough to get in, extremely challenging, did not trust too much, and they wanted to get on with their lives. They did not like coming to the VA at all.

So what happens is I would have patients who would go for a while and then they would disappear. They would disappear in Vermont for me. And they would take off for a while and they would come back. And the problem was there was not a lot of momentum, therapeutic momentum to see patients like that because they were gone. You know how it is when you see somebody for a while then you lose them for three weeks. You spend the next session trying to catch up. It was not working as well.

So I thought is there a better way to do this. So borrowing some information from the intensive treatment literature, I created an intensive three week – six-session treatment for chronic pain and PTSD. The idea is that this would be more acceptable to veterans, less costly to administer, and for people who really wanted to get reestablishment of functioning, this might be more effective.

So we did a pilot study on eight veterans with pain and PTSD. And we had an independent evaluator who assessed in that pre and post treatment variables on pain, disability, stress, and things like that. In the interest of time, I am going to move forward a little faster here. 

We had to think about what are some of the essential elements of treatment. So part of the things that we used in developing this treatment, we used parts of what I use in CBT for pain and also things that we learned in doing the original trial on pain and PTSD. That involved elements of cognitive processing therapy, so CPT, which is an evidence-based treatment for PTSD. I worked with Candace Munson and Ty Resig [PH] on talking about what are really essential elements of CPT that really need to be present in order for somebody to get a good dose of treatment.
And the idea was that by having this intensely delivered, we create more therapeutic momentum that would bring people through the treatment. So we did some pilot testing on this. And this was the treatment that we came up with. And you would notice that some elements of the original CBT treatment I showed you earlier are in here. There is sleep. There is pacing. But there are other things in here that are really interesting. 

There is something called focus cognitive restructuring. And what we did here was created individual modules called anger management, power control, trust and safety. These are issues that people sometimes talk about who have PTSD. And these were tailored depending on what a person came in with, where they were stuck. And then we were then thinking how PTSD and trauma or pain has affected their way of seeing the world. And so we delivered it based on where they were stuck. And this allowed us to deliver the treatment in three weeks.

So the results were the total time to this pilot was say three months. We had treatment that often took place after normal hours because people working. There were no dropouts. And I can show you some data right here.

We had some really nice results for pilot data across pain, depression, and even the CAPs. We had some nice decreases across the board, which really gave us hope that we might be on to something. These were just some comments we think that people have said. Great, give me some tools I can use. I am doing things I have not done in a long time. So there are some really nice comments from people who participated in the study.

So we are currently just wrapping up a VA Merit Review that was funded by VA Rehabilitation Research and Development looking at intensive treatment for chronic pain and PTSD. I can tell you of someone who has delivered this treatment. It was really cutting to do. And the reason was that because it was done in three weeks, patients did not lose anything. There was no lost content from session to session. And there was a high degree of therapeutic momentum that was established, which allowed the patients to really get better and to do better. And even when we look back at how cognitive processing therapy was originally done, it was twice week. So there is something to this more intensively delivered treatment. So I am really hopeful. And I am looking forward to analyzing this data and getting this out right now.

So in wrapping up, a few take home points. I think that the idea of delivering treatments in an integrated fashion, I think it does show some promise. We need to figure out ways of delivering these treatments in more innovative ways. I showed a picture of using a CBT. I think that is a great area of potential there. Even mobile applications, not only web, but mobile applications for pain for PTSD are things that show promise as well.
We have a high comorbidity between (we did not talk about this much) pain and substance and abuse. Be sure to look out for that because that is the way that people sometimes tend to avoid and detach from the world. And social support is their protective factor. One of the first slides I showed you before showed the family. And as much as possible, involving the spouse, involving a significant other is really important. It can be a protective factor against chronic pain.

Things to keep in mind as well; remember that the patients that we see, probably the ones that we see are not all happy. For whatever reason, they have continued to have pain, which is not great. Just acknowledge their frustrations because sometimes people – things do fall through the cracks. Make a commitment to work with them on their pain, their PTSD, or whatever it might be. And I think it is important that we work with our providers, we work with primary care, psychiatry, and all the medical providers to take a more integrative approach to pain management.

So I am going to stop right there. And I think we have a few minutes to take some questions.

Robin:
Thank you so much, Dr. Otis. Can you hear me?

Dr. John Otis:
Yes.

Robin:
Okay, great. So we have some nice questions coming in. This is the first one. Can you tell us, what is your typical response when patients say the only reason that I do not sleep well is because of my pain. I cannot get comfortable and the pain wakes me up. If I were not in pain then I would be able to sleep better.

Dr. John Otis:
What is my response?

Robin:
Yeah, I know you had some interventions that you do in terms of sleep hygiene. But what do you do to get somebody onboard with that?

Dr. John Otis:
Well so as much as you can, you want to intervene where you can. So the sleep hygiene things are basic behaviors and things that people can do to help control their pain or just to sleep better I might say. So those are in the timing, the behaviors, and those types of things. I ask them what do to they do when they do wake up and they are in pain? Do they sit and do they worry about the pain? Do they wonder how long it is going to keep them awake? Are they able to relax afterwards and those kinds of things? People do have pain. Many people tell me that it wakes them up at night. But then what do they do if that does happen?
I mean first, you want to make sure that if there is anything that can be done – if they are on medication, are they taking that appropriately at the appropriate time to get them some reprieve at night when they are sleeping? Make sure that is done appropriately. But then also, what can they do when they do wake up that helps them go back to sleep?

Robin:
Okay, let me get a couple more questions. They are coming in fast and furiously.

Dr. John Otis:
Sure.

Robin:
Can you tell us a little bit about how you feel catastrophizing plays a role in the experience of pain and the maintenance of disability?

Dr. John Otis:
Oh, it is a huge role. And I contemplated putting the sticker by Valen and Lithen [PH] on this PowerPoint because I think catastrophizing, if you think of all the coping responses that we have identified. Let us talk about the mild adaptive ones. Catastrophizing is key in the transition from pain to chronic pain. And if you look at the Valen and Lithens model on this, it is very clear how catastrophizing in the face of chronic pain can propel someone in that direction. 

So I guess it is – and that is why I think that learning cognitive coping techniques is so important for individuals who have chronic pain. Learning how to identify thoughts like my pain is never going to get better or this is going to kill me. I cannot cope with this. I am a worthless person. I cannot have a career and contribute to my family. Those types of catastrophic types of thoughts can really escalate the experience of pain and lead to depression, disability, and all those things.

Robin:
Another question, it is rare for a clinician to be able to treat both pain and PTSD. Will there be some sort of training available for the intensive therapy or this short program that you have developed, any kind of formal training, or can folks have access to manual…?
Dr. John Otis:
Once we get the data back and publish it and once we are really sure of the results, then we can make that available. I would not want to roll anything out unless there is data to back it up. But I am happy to share things with people. I think this is – I would love to see it available to anybody who wanted it. It is all written in ways that we can all understand. And it is easy to use. And as a clinician who has used it, I think it is fantastic. But I want to make sure that there is data to back it up before we distribute it.

Robin:
A couple of questions about integrating this in primary care. At your VA, who is involved in taking the history for a patient who has pain and do you have some sort of template or form that you use? Is the nurse involved in it?

Dr. John Otis:
We actually have a psychologist who works in the pain clinic right now who does initial screening. I think her name is Dianna Higgins. And she does screenings for patients who comes through and helps within clinic and triaging patients in that way. Is that what you are asking?

Robin:
So in other words, Dianna works with the PAC team.
Dr. John Otis:
She works in the pain management clinic, not the PAC team. But she works in the pain management clinic there.

Robin:
Okay. Yeah, so there have been a couple of questions about how do you approach primary care doctors? How do you get them integrated with mental health services and getting to the pain clinic?

Dr. John Otis:
When I have done this, I have rarely had – I think West Haven has a really nice model for doing this and integrating mental health and primary care because they involve some of colleagues. Bob, correct me if I am wrong. But I believe they are actually directly integrated into primary care. And providers can do nice warm hand offs to psychologists when – Bob, is that correct?
Dr. Bob Curran:
Yes and there are actually a couple of publications that we can post, I guess that describe the integration of these innovations.

Dr. John Otis:
Yeah, there is a – in the PowerPoint that I presented, there is a – if I can back up a second here. There are publications on integration and coordination in primary care and psychiatry. And I know Dr. Currans has written extensively on integration in primary care as well for pain management. So there are some models there.

Robin:
And this specific integrated treatment, have you done this over the phone with or without video?

Dr. John Otis:
No, the integrated pain and PTSD, I have not done over using the CVT. I have not done that. I have done the CBT, cognitive behavioral therapy over using CBT, but not the integrated treatment, which would be very interesting. If you have not used the CVT, it is actually really easy to use. You can capture most everything using that technology. And the patients I used it one who were homebound, it is just a great way to access a population who otherwise would not be able to get services.

Robin:
This is just a more general question about pain care at your VA. Do you ever use peer support in your multi-disciplinary approach?

Dr. John Otis:
Well we have pain management groups where we have 10 to 12 patients at a time come through if that is what you mean. 

Robin:
How do you get buy in for your CBT treatment for veterans who are being referred because they are being titrated off opioids?

Dr. John Otis:
Well that is a terrible situation to be in. No one likes to be considered the gatekeeper of the opioids or the reason – what happens is when you get placement situations, a lot of anger is going to be thrown onto you. Providers should – they should never refer to psychology and say I am not going to provide until you see for psychology for an assessment because there is a lot of anger thrown at psychologists or psychiatrists. It is not really fair.

So as far as titration goes, in the mental health area, we can take ourselves out of a decision. If we are not involved in the situation, it is just to titrate somebody. We can just say listen. In the situation you are in right now, we want to be able to help you learn some skills for managing your pain the best you can on your own. Take that away from the medication part of this. Because as a psychologist, a social worker, you are not prescribing the medications and that is not part of your decision to do that. 
But you can talk to them about once this decision has been made, what are ways that you can manage the pain on your own the best you can. And these are skills that you can learn to do that. And most people, when you explain to them that you are really trying to teach them skills they can learn to use that will make their current medications work as effectively as possible, they are okay with that. They are open to the idea of learning something that might be helpful.

Robin:
And how does your training for CBT for pain different or similar to the CBT for chronic pain that is currently available through VA training on the empirically based psychotherapy website?

Dr. John Otis:
I think they are probably similar in some ways. I have not read through all those, the ones that are up on the website.

Robin:
Are you available for consultation?

Dr. Bob Currans:
This is Dr. Currans. Can you hear me?

Robin:
Yep.

Dr. John Otis:
Yes.

Robin:
We can hear you, Bob.

Dr. Bob Currans:
I just wanted to make a comment about that. John was involved, as several of us were, in the development of the manual for the CBT for Chronic Pain national rollout through the Mental Health Services Evidence-Based Psychotherapy Initiative. You should know, I guess, that people are likely available in your facilities, at least in the main hubs, potentially in a variety of settings, who have been trained in this approach and available so that this resource is actually available for your facility. And if you are not aware of it, you want to know that every facility, the main hubs again, has an evidence-based psychotherapy coordinator. So you would want to find out who that person is to find out more about the availability of those resources.

Only recently, the manual has been published. And I think it is now available on the VA pain management intranet site. Although I am not absolutely certain about that. I tried to confirm that while we were on this call. But it will soon be if it is it is not already there. It soon will be widely disseminated. And so this is actually a good opportunity to give a shout out to Jen Murphy from the James Haley Veterans Hospital who really spearheaded the effort along with people like John and others to develop that manual. So thanks, Jen.

Robin:
Great! And we have a question out there about whether you are available for a consultation for folks that are developing a pain management program in their VA.

Dr. John Otis:
Absolutely! I want to talk to people about doing this kind of thing. And if you ever want to talk to me about this, I would be happy to talk on the phone anytime. So please, you have my email in the VA. So please call me and I will talk to you about it.

Robin:
And the combined treatment for pain and PTSD, you also have an aspect that addresses military sexual trauma.

Dr. John Otis:
It does not. It does not, but the cognitive processing therapy was – it is not specific for let us say – the example that we use in doing focus cognitive structuring, some examples that we have in there are related to military sexual trauma. Because for many people who have PTSD that is the problem and that is the incidence that occurred. So there are specific examples that are created for military sexual trauma in the protocol. So yes, you can say that because cognitive processing therapy was originally designed with that in mind. So some of the – I think the types of issues that are part of this treatment map on really well with those types of trauma. But works for – that is a form of trauma as well.

Robin:
So we are just about at the top of the hour. Again, thank you Dr. Otis for preparing and presenting. We very much appreciate it. The audience had some great questions today. Just one more reminder to hold on for another minute or two and the feedback form is going to come up. Our next cyber seminar will be on Tuesday, January 6 by Dr. Alicia Hepe [PH]. We will be sending registration information out to everyone around the 15th of the month. I want to thank everyone for joining us for this Health Services Research and Development cyber seminar. And we hope to see you….
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