Section II - Treatment of Chronic Pain
OVERVIEW OF TREATMENT OF CHRONIC PAIN

Regardless of the etiology of a patient’s chronic pain, there are basically three ways that we can treat chronic pain.  The first is the optimal utilization of opiates.  The second avenue of treatment is optimal utilization of non-opiate medications that are utilized to help with chronic pain, including, but not limited to, antidepressants, anxiety-relieving medications, anticonvulsants, muscle relaxants, sleeping aids, and other unique medications.  The last and most important aspect of treatment of chronic pain is the learning, implementation, and utilization of pain reduction techniques. 

Means to Utilize to Manage Chronic Pain:

1. Optimal utilization of opiate pain medications.

2. Optimal utilization of non-opiate medications.

3. Learning, implementation, and utilization of pain reduction techniques.

In treating chronic pain the initial desire is to bring the patient’s pain under control down to a tolerable level.  Many times patients come in and are complaining of high levels of pain that has only been partially controlled by low doses of opiates.  Oftentimes, these patients have been controlled with the utilization of short-acting opiates, which are capable of only controlling pain for a short period of time.  I Oftentimes see patients come in that have been treated with medication such as Vicodin and have been told that their severe chronic pain can be controlled by taking only 2 Vicodin a day.  At best, the Vicodin might be able to lower the pain a small amount, but after a patient has taken this medication for any period of time, they develop tolerance and the length of time that the medication will act is probably reduced to 4 hours at a maximum.  So it’s easy to see that these unfortunate patients that have 24 hour a day pain are receiving medications that would only provide 8 hours of pain relief a day.  I believe that these patients require medications that will provide them with 24 hour a day pain relief.  Unfortunately, most of the pain medications that are utilized for long-acting control of pain are very expensive.  The Fentanyl patches, timed release morphine, timed release oxycodone, and Opana all cost upwards to $700 a month to control a patient’s pain.  If a patient’s pain requires long-acting medications and they do not have insurance, it is very hard for them to afford the cost of this medication.  Oftentimes it is possible to control a patient’s pain by having them take short-acting medications but they will need to take it every 4 hours at least.  Opiates are an excellent avenue of treating chronic pain but they are fraught with many challenges.  Paramount among these challenges is the development of addiction, abuse of the medications, and possibly diversion of the medications.  A patient elected to utilize opiates in an effort to control their chronic pain will be required to read, understand, and sign an opiate contract.  This contract is really an agreement, as it really is not a binding legal document (however, the contract will outline the potential difficulty with the utilization of the opiates and the prescribing physician’s policies).  The basic principle of utilizing opiates is that we wish to utilize the lowest and safest dose possible to control the patient’s symptoms to a tolerable degree.  Opiates are utilized in an effort to control pain and not in an effort to modulate mood or provide a feeling of euphoria.  It is common that patient’s who take opiates oftentimes report an improvement in their mood; and their depression oftentimes will be markedly improved just by the administration of opiates at a dose that is capable of controlling their chronic pain.  The pain physician is required to monitor very carefully and look for any person that may be diverting the medications.  In the event that we find patients who are abusing the medications or develop a drug addiction, then they will require appropriate counseling and treatment.  Some physicians will treat former addicts with opiates in order to control their pain, but many physicians will choose to not treat any patients that have any difficulty with their use of controlling opiates.  I believe that it is most important that the patient informs the treating physician that they have had previous challenges with either opiate abuse and/or addiction in the past so that we know this going forward in an effort to more closely monitor the patient’s response to opiate pain medications.  There are many patients with a history of opiate addiction who have found it possible to control their chronic pain symptoms with the judicious and appropriate utilization of opiates.  In addition to opiates, it is appropriate to utilize medications that are not opiates that are well known to help control chronic pain.  The concept of “rational polypharmacy” has been advocated in the treatment of chronic pain.  In the past, we have always been taught that it is best to treat any condition with a single agent.  Therefore, following this principle, we would elect to treat a patient’s chronic pain with a single medication such as an opiate only.  However, oftentimes it becomes apparent that it is impossible to control all of a patient’s symptoms with opiates alone.  In the treatment of a patient with neuropathic pain, it is advisable to utilize other medications than just opiates, as you will have a much better response if you utilize anticonvulsants and antidepressants in addition to opiates in helping to treat the patient’s damaged nervous system with multiple drugs that attack the chronic pain from many different angles.  When a patient first presents to me, the first avenue of treatment that I utilize in controlling their chronic pain is to make certain that they are receiving the appropriate type of opiate and the appropriate dosage.  This does not mean that I will provide the patients with unlimited amounts of opiates.  I believe that there is a ceiling to the effect of opiates and that most of the time; patients will respond to dosages of morphine equivalence of 200 mg a day or less.  There are undoubtedly patients who require much higher doses of opiates than this, but every physician will have to determine the level of opiate prescribing that they are comfortable with.  The dosage that a patient receives can be somewhat guided by the use of quantitative urine drug testing.  This is a test that allows the physician to determine the level of opiates that are in a patient’s body.  If a patient is taking a certain dose of opiates, say 200 mg of oxycodone, and the level in their body’s system is still very low, then I will oftentimes slowly add more medication and recheck the quantitative urine drug test to see what level this higher dose of opiates has provided.  I have several patients for whom I have prescribed over 300 mg of OxyContin a day, but this is the level of intake that they have required to provide them with adequate in range dose of medication.  By “in range” this means that the patient’s level of opiate in their bloodstream is in what has been determined to be a therapeutic range.  I have utilized quantitative urinary drug testing also to lower a patient’s level of drug.  I oftentimes have patients who come to me that are taking high doses of methadone in a single daily dose that have extremely high levels of methadone in their system.  They are noted to be “above range” in their treatment level.  These patients could often get by on a much lower dose of methadone if they take it in staggered dosages.  For instance, I had a patient who came to me that was taking 220 mg of methadone in a single daily dose in order to control her pain for 24 hours.  When we switched her over to 20 mg 4 times a day, providing her with only 80 mg of methadone a day, she was able to control her pain well and have a quantitative urinary drug test that showed her level was in the therapeutic range of treatment.  So, the first line of treatment that I utilize is adjusting and changing the dosage of opiates to provide the patients with a tolerable level of pain control.  If the patients are still quite symptomatic, then I believe that it is necessary to look at the utilization of other medications.  When the patient is first seen I also set in motion, if possible, an evaluation to search for other conditions that may be treatable, such as a low hormonal level or a low level of vitamin D.  If the patient has a dose of opiates that is adequate in their system and is still symptomatic, then I look at the use of other medications to manage their pain.  I also, at the first office visit, have started to institute other treatment modalities.  When the patients first come to see me, I provide them with a handout about the goals and means of treatment and I have asked the patients to write a story of their pain, develop a goals list, and to develop a gratitude list.  This is the start of the learning and implementation of pain reduction techniques.  I usually also provide the patient with many things to read and study.  I will provide the patients with a nutritional handout, which we will discus in a later chapter, and also discuss the use f exercise to help control their chronic pain.  I will oftentimes assess the patient’s depression at the first office visit because I ask all patients when they first come to see me, what are the levels of their depression, anxiety, and stress.  If the patients report any level of depression, I will have them take the Burns Depression Checklist.  It is oftentimes very interesting to notice that the patients under-report the level of depression that they are suffering from.  And then, I also will assess the hormonal status by asking the patients to complete an andropause questionnaire.  The use of a hormonal treatment to treat chronic pain will be discussed in a later chapter.  But oftentimes men who have been on opiates for any period of time develop a low level of testosterone, which will produce significant depression, fatigue, and loss of strength.  If the patient reports a high level of depression and scores high on the Burns Depression Checklist, I will oftentimes institute a trial of antidepressants in addition to changing the patient’s opiate dose.  If the patient reports a high level of anxiety in addition to their severe untreated chronic pain, I will oftentimes institute a low dose trial of anxiolytic agents in addition to instituting the opiate.  If the patients report a high level of stress, then I believe it is paramount to identify the stressors and to make recommendations to the patient as to how to change their stressors so that they can decrease their stress in supplementing their treatment of the chronic pain with opiates.  Patients with chronic pain oftentimes develop associated neuropsychological problems, such as depression, anxiety, impaired tolerance to stress, and sleep disorders.  I believe that it is paramount that we check for these conditions and then develop a treatment plans to treat these associated factors that so commonly accompany chronic pain.  Oftentimes if a patient’s mood is markedly improved, their pain will come under much better control.  If the patients are found to have low levels of hormones in their bodies, such as a male who has taken methadone for many years and has never been checked for a low testosterone level, if he is found to have a low testosterone level the institution of hormonal treatment with the utilization of either testosterone gels or testosterone injections oftentimes leads to a marked improvement in pain control.  It is my opinion that optimal pain management is not possible without rational polypharmacy, which involves the well-monitored and careful use of multiple drugs from different classes to control your pain, rather than just relying on one class of drugs such as opiates exclusively.  We must utilize other medication that block the chronic pain from a different avenue; and hopefully this potentiates the long-term effectiveness of chronic oral analgesic treatment (COAT).  COAT is the acronym that is utilized to describe the use of long-term opiates to control chronic pain.  In addition to the use of opiates in non‑opiate medications, I am a big advocate of the learning and implementation of pain reduction techniques.  There are probably 60 or 70 potential pain reduction techniques, but we can only learn a few at a time.  When we start out initially in the pain management program, we will start out by discussing exercise, conditioning, proper sleep, proper diet, smoking cessation, positive mental attitude, and many other pain reduction techniques.  I will be suggesting books, websites, articles, and other things to read and study in an effort for you to learn the pain reduction techniques.  I firmly believe that the chronic pain patient must become an autodidact (a person who is a perpetual self-taught student).  I believe that many of the excellent pain reduction techniques can be easily learned by purchasing a book, reading the book, and implementing the recommended program.  An excellent example of this is that pain reduction technique called, “Cognitive Behavioral Therapy” (CBT).  CBT is a type of mind-control that utilizes the patient recognizing “thinking errors” and correcting these thinking errors in an effort to help the patient deal with their depression, anxiety, chronic pain, and other problems.  This excellent pain reduction technique is clearly taught in a straight forward and easily read book, “Feeling Good” by Dr. David Burns.” This is a very readable book that is inexpensive at $7.99.    The book has been utilized by many patients to markedly turn their life around.  I have had some patients who have read that have read the book, who have had almost a complete relief of their chronic pain from reading and implementing the concepts and principals taught in that book.  This statement brings to mind a woman who I saw who had chronic back pain.  I recommended that she obtain and implement the information found in a book entitled, BackSense by Ronald D. Siegel.  This book is an extension of the principals taught by Dr. John Sarno, who wrote an excellent book called, Healing Back Pain.  This book teaches that the genesis of a lot of chronic back pain is repressed negative emotions.  This book teaches patients how to recognize their repressed negative emotions and teaches them ways of dealing with these.  This patient obtained a copy of this book and read it.  She came back to my office for her second office visit one month later, and informed me that she no longer had any chronic back pain.  I asked her how this was, as she had had over 5 years of chronic back pain.  She stated in a very straightforward manner, “Doctor, I read the book and it cured my back pain!  Thank you very much!”  The patient brought me a bouquet of flowers and I asked her to return for a no-charge visit; three and six months later.  The patient did such and informed me six months later that her back pain was still banished by the principals taught in BackSense.  At every office visit, we discussed pain reduction techniques in addition to revealing the patients chronic pain and their treatment with medications.  It is very important that the patient assume responsibility for educating themselves about chronic pain and how it can best be managed by the patient.  Every person with chronic pain is unique and there is not a “one size fits all” type program.  Chronic pain cannot be managed by a set of preplanned decision algorithms, but each program must be individually designed to fit each person for the particular time and circumstances that they are challenged with.  As a patient, you must become a very active participant.  I am hopeful that she will be very excited about the pain management programs that we teach in this book.  I welcome comments and I welcome your enthusiastic participation.  As an example of the as the educational materials that we hand out to our patients, I have included at the end of this chapter, the initial handout that I provide patients entitled, Goals of Pain Management and Means of Accomplishing Those Goals.  At the end of this handout, there is a homework assignment called “Lesson One”.  In this homework assignment I asked the patients to: 
1. Write out your goals for the following year.

2. Write out a gratitude list of the things you are grateful for at this time.
3. Write out a detailed story of your pain.

I believe that this is an excellent demonstration of the pain reduction techniques that are taught at “Intractable Pain Centers” and that are very applicable to any patient suffering from chronic pain.  So in conclusion in this overview, you could see that our goals of pain management are: 
1. Tolerable pain-control most of the time, as judged by the patient and the physician, with minimal or no side effects from the medication.
2. Improved function as judged by the patient and physician.

3. Improved quality
of life, as judged by the patient primarily.  
Our means of accomplishing those goals could be briefly stated as:

1. Optimal utilization of opiate pain medications.

2. Optimal utilization of non-opiate medications that are utilized, including, but not limited to, antidepressants, anxiety-relieving medications, anticonvulsants, muscle relaxants, sleep aids, and other unique medications.

3. Learning, implementation, and utilization of pain reduction techniques.

We have mentioned the use of irrational polypharmacy.  In the following chapters we will spend two chapters discussing opiate pain management.  We will then spend three chapters discussing other medications that are utilized to control pain other than opiates.  We will then spend the remaining chapters going over pain reduction techniques that you can learn to help control your chronic pain.  
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