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 Review phenomenon of adverse selection & who tends 
to become a long-term user of opioids

 Provide an overview of pain rehabilitation
 Review role in pain rehabilitation in an age of reducing 

opioids for chronic pain



 CDC, DHS, ICSI all advocating the adoption of 
prescribing guidelines that if adopted are apt to reduce 
the over-utilization of opioids

 Multiple health systems across the region are adopting 
changes to prescribing patterns

 All of which leads to increasing clinical encounters 
focusing on reducing and/or tapering opioids



 “But, doc, what am I going use for pain?”
 “You want me to just suffer?”

 Attitudes that without opioids pain will be:
 “Intractable”
 Intolerable and inevitably lead to suffering
 Inhumane
 Professionally irresponsible



 While common clinically, are these responses and 
attitudes normal?

 What are the normal responses to moderate-severe 
persistent pain?



 Numerous studies over last 15 years, across multiple 
populations show that the strongest predictors for 
those who receive long-term opioid therapies are:

 Not: severity of pain or initial injury (or other 
precipitating event)

 But rather, premorbid or concurrent:
 Anxiety, depression, trauma
 Substance use disorders 
 Low health literacy
 Lack of access to physical therapy and pain psychology



 Population level studies show that most people with 
moderate-to-severe persistent pain are not on opioids

 Majority of these individuals are satisfied with their 
ability to manage pain

 Most people when exposed to opioids forgo them even 
if pain continues



 Self-managing moderate to severe pain is possible
 In fact, it is the norm
 Fear-avoidant responses to moderate to severe pain 

such as that it is intractable, impossible, will inevitably 
lead to suffering, and will lead to suicide
 Are not normal responses to moderate to severe pain
 Are not commensurate the severity of the experience
 That tolerability of pain is vastly subjective and is a 

function not of pain levels as much as one’s psychosocial 
functioning



 Health systems need to put into place capacities to provide 
pain care that focuses on increasing psychosocial 
functioning
 So, that those who currently manage pain on long-term use of 

opioids can learn to self-manage their pain in the ways that 
most people with the same conditions and pain levels in the 
general population already know how to do

 In short, we need to equip ourselves to help patients to not 
only taper opioids, but actively learn to self-manage pain as 
a means to substitute for what opioids do for them



 A cognitive-behavioral based intensive, 
interdisciplinary treatment that focuses on patient 
engagement in health behavior change and 
improved coping in order to acquire the abilities to 
self-manage persistent pain, return to work (or other 
meaningful activity), and reduce healthcare utilization
 Daily, intensive program for 3-4 weeks that simulates 

full-time employment
 An exposure-based milieu: through tapering and 

maintaining a full-time schedule, patients are exposed 
to pain and taught how to manage it



 Accept the effectiveness of self-management & learn 
how to do it
 vs an exhaustive search for putative tissue-

damage based causes & 
procedural/surgical/pharmaceutical cures



 Accept the effectiveness of self-management 
 Stop avoiding pain & putting life on hold 
 vs persistent search for pain relief through fear-

avoidant strategies (like opioid use) despite all 
costs to health and quality of life



 Accept the effectiveness of self-management 
 Stop avoiding pain & putting life on hold
 Reduce or eliminate dependency on pills (opioids), 

procedures and providers
 Including placing patients on an opioid taper



 Accept the effectiveness of self-management & learn 
how to do it

 Stop avoiding pain & putting life on hold
 Reduce or eliminate dependency on pills, procedures 

and providers
 Return to work, or other meaningful structured 

activity



 Team consists of the following:
 Pain PhD’s, MD’s, NP’s & PA’s, PT’s, RN’s, SW’s & care 

coordinators
 All staff, in addition to their discipline specific interventions, 

are also trained in cognitive-behavioral interventions of an 
exposure-based milieu:
 Chronic pain is the result of a nervous system condition, not a long-lasting 

fragile injury.
 Pain therefore does not equal harm.
 Chronic pain is safe to ignore so get up get out of the house and get involved in 

something.
 Don’t react to chronic pain as you would acute pain (i.e., when in pain, it’s get up 

and go, not stop and rest).
 Most people with pain don’t manage pain with opioids; you can too, you just 

have to learn how.
 Returning to work is not what you do as a result of getting your pain managed, 

it’s what you do in order to manage your pain.



 Developed after publication of Melzack & Wall’s gate-
control theory of pain (1965)

 Late 60’s early 70’s, John Bonica & Wilbur Fordyce at 
the U of WA --first behavioral management program
 Swedish ‘back schools’
 Functional restoration (introduced CBT within a return 

to work milieu)
 Subsequent developments have been incorporated: 

CBT, ACT, TNE, mindfulness, tai chi, yoga 



 US, Canada, Western Europe, Australia, New Zealand
 US: Johns Hopkins, Cedar-Sinai, Cleveland Clinic, 

Mayo Clinic, Kaiser Permanente, Rehabilitation 
Institute of Chicago, among countless lesser known 
programs

 MN: 
 Courage Kenny Rehabilitation Institute
 Mayo Clinic
 Essentia Health, in Duluth
 Minneapolis VA 



 1st meta-analytic study in 80’s & every decade since there’s 
been another, all showing its more effective compared to 
conventional care

 Professional organizations recognizing CPRP’s as an 
empirically supported treatment
 International Association for the Study of Pain
 American Pain Society
 American Academy of Pain Medicine “gold standard”
 American Psychological Association

 Most effective treatment for reducing opioids, reducing 
healthcare utilization, and returning to work

 Latest treatment guidelines eschew scans, surgery, 
interventions & opioids in favor of CBT, PT, mindfulness, 
tai chi and yoga



 20% pain relief
 90-100% reduction in opioid use
 35% reduction in depression
 30% reduction in fear-avoidance
 50-60% rate of return to work, volunteering, school or 

job search



 Persistent pain with duration of 3 or more months
 Reasonable medical options have been ruled out or 

failed
 Has enough motivation to learn to self-manage pain 

that they are willing to enter and remain in treatment

 NOTICE: A patient doesn’t have to be on opioids in 
order to participate (despite the nature of this talk)



 Main reason patients are not accepted is an active 
opioid use disorder 
 A history of aberrant prescription drug use behaviors is 

not an indication for pain rehabilitation, but rather 
substance use disorder treatment, including MAT

 No interest or insufficient motivation for self-
management, preference for surgical or interventional 
management



 Historically, insurance coverage has been an obstacle, 
but more recently this is less so

 Distance, but some programs are able to provide room 
and board while attending the program



 Long-term use of opioids is associated with low 
psychosocial functioning, not pain severity

 Self-managing pain is possible and is in fact the norm
 Successful opioid tapering in the population of long-term 

use of opioids must account for this low psychosocial 
functioning and accommodate for it

 Pain rehabilitation has had over four decades of empirically 
demonstrated success in assisting patients in acquiring the 
abilities to self-manage moderate to severe persistent pain

 Pain rehabilitation is not substance use disorder treatment 
and so patients with OUD must have some degree of stable 
sobriety before entering pain rehabilitation 
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