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Transformative Care 



This	  module	  has	  4	  parts	  

•  Addressing the issues with current U.S. health care system 
•  Implementing transformative care: The Case of Mona Lisa 
•  What interventions work for chronic pain? 
•  What about opioids to prevent chronic pain? 
•  What about surgery to prevent chronic pain? 
•  Quiz 



By	  the	  end	  of	  this	  module…	  

	  you	  will	  be	  able	  to:	  
•  Explain	  how	  transforma;ve	  care	  can	  address	  the	  issues	  with	  a	  

health	  care	  system	  
•  Learn	  about	  the	  strengths	  and	  challenges	  of	  working	  with	  an	  

interdisciplinary	  team	  
•  Review	  the	  literature	  on	  the	  efficacy	  of	  treatments	  within	  a	  

transforma;ve	  treatment	  plan	  for	  a	  pa;ent	  with	  pain	  
•  Describe	  the	  issues	  of	  opioid	  use	  and	  surgery	  for	  chronic	  pain	  



Part 1: Addressing the issues with 
our current health care system 

Module: Transformative Care 
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Health care needs a fix! 



…And	  we	  can	  fix	  anything,	  right?	  	  
	  
	  



The U.S. Center for Disease Control Solution 



But, transformation of health care is not easy  



First,	  employ	  a	  broad-‐based	  	  
model	  of	  care	  

Human Systems Approach 

Treat disease AND contributing factors 

Inclusive of  risk and protective factors 

Holistic  

Long-term relationships 

Process oriented 

Broad-based outcomes 

Biomedical Model 

Disease-only oriented  

Fragmented 

Reductionist 

Short-term relationships 

Procedures-oriented 

Focused outcomes 

“Ring out the old”        “Ring in the new” 1 

1 Poem by Alfred, Lord Tennyson 



Assume 
people are 
multi-
dimensional 

Understand the 
whole person  

Focus on 
self- 
responsibility 

Engage in 
self-care 

Provide the 
education and 
training 

Create  
long-term 
sustainable 
change 

Then,	  shi>	  your	  paradigms	  of	  care	  



Rely on 
strong 
partnerships 

Empower 
and 
motivate 

Gather 
social 
support 

Expect 
ups 
and 
downs 

And, 
measure 
outcomes 

To 
transform 
lives 

And	  enhance	  the	  care	  process	  



Then,	  upgrade	  the	  
care	  delivery	  
system…	  

•  Interdisciplinary 
Use a team within one setting, e.g.,  physician, health 
psychology, physical therapist, health educator, etc. 

•  Integrative 
Integrate biomedical medical treatment with self-care and 
complementary care 

•  Individualized 
Match treatment strategy with the individual 
characteristics of the patient 



…to a more financially sustainable model  

Now, we have more spending = worse health 



So the economics will change… 

Less spending = better health 
   
 Transparency 

Open the book on the fees  

Reward consumers 
Reduce health plan fees and deductibles 
Reward health providers 
Reimburse providers for offering risk assessment and training 
programs 

Measure outcomes 
Collect data as part of routine care 



And health care costs 
will be reduced 

 
 
 

A triple win: 
1.  Health plans and accountable care organizations  

gain by supporting prevention and early intervention and 
minimize hospitalization, surgeries, and medications 

2.  Providers, clinics and hospitals  
gain by being reimbursed for patient training on risk and 
protective factors  

3.  The patient  
gains by improving their condition long term through self-
management 



We	  need	  to	  bring	  these	  all	  together	  
	




1. Test 
to identify diagnosis, risk and 
protective factors with personal 
assessments 

2. Train 
patient to reduce risk and enhance 
protective factors  

3. Treat 
with medications, rehabilitation, 
and, if indicated, surgery  

4. Team 
to address the whole patient and all 
contributing factors   

  

S.O.A.P.	  

…with the Four T’s of Transformative Care 





Part 2: Implementing transformative care: 
The case of Mona Lisa 

 

Module: Transformative Care 



Madame Lisa is a 37 year old 
mother and wife from wealthy 
family just outside of 
Florence, Italy.  
 
She was asked to sit still 
while a local artist, Mr.  
Da Vinci, painted her portrait 
to celebrate the birth of their 
second son, Andrea.  
 
She developed pain after 
sitting still for hours at a time 
while the artist took his sweet 
time painting her portrait.     



Decision Tree 

History and 
Examination, 

Testing 

3. Treat or 
not? 

4. Treat now or 
later? 

     Single 
clinician 

    Team of 
Clinicians 

1. Problem 
List? 

2. Simple or 
Complex? 

Simple Complex 



Headaches and jaw pain: daily constant 
often severe, 8 to 10/10"
Neck and back pain: daily constant often 
severe, 6-8/10 "
Other symptoms include dizziness, 
nausea, and stomach pain "

History 

F.R.I.E.D 

History: Onset was 3 months ago while posing for artist. Had 
a history of shoulder and back pain after falling from her 
horse drawn carriage. Tried herbs including rose, lavender, 
sage, and bay as well as blood letting and massage. Nothing 
helps. 

S.O.A.P. 



Restriction: She is sleeping poorly and 
drinks about 4 to 6 cups of coffee per 
day. She is not active during day. 

Emotional Coping: Trying to keep a smile 
on her face but feels tense and irritable. 
She is becoming anxious and depressed. 

Disability: Difficult to balance mother and 
home responsibilities. She feels demons 
have inhabited her. She blames her 
husband and his artist friend. She needs 
more help at home since pain came on. 

History Continued 

F.R.I.E.D S.O.A.P. 



T. I.R.E.D 

Musculoskeletal Examination 
Tenderness: Myofascial trigger points 
in the shoulder, neck, back, and jaw 
Imaging: No arthritis in joints on 
radiographs  
Range of motion (ROM): 20% limited 
ROM in jaw, neck, and shoulder  
Entrapment: No sensory deficits or 
numbness 
Dysfunction: No joint noise or deviation 
in range of motion 

S.O.A.P. 



Decision #1 

History and 
Examination, 

Testing 

3. Treat or 
not? 

4. Treat now or 
later? 

     Single 
clinician 

    Team of 
Clinicians 

1. Problem 
List? 

2. Simple or 
Complex? 

Simple Complex 

    Self Care 

All patients 



Domain Complete Problem List 

Chief Complaints Primary and secondary 
Diagnosis Primary diagnoses and secondary co-morbid condition 
Contributing Factors Predispose, initiate, perpetuate the condition and 

complicate management 
  Body Physical characteristics, e.g., past trauma, posture, 

obesity, range of motion 
  Mind Dominant thought process or attitude, e.g., poor 

understanding, unrealistic expectations, apathy 
  Emotions Prolonged negative emotions e.g. depression, anxiety, 

anger 
  Lifestyle Regular behavior, habit, or action e.g. diet, sleep, pacing, 

low activity level, repetitive strain  
  Spirit Loss of hope and faith in future. e.g. Lack of direction and 

purpose.  
  Society  Social environment e.g. relationships, social support, 

abuse, stress, conflict, secondary gain   
  Environment Physical environment, e.g., safety, pollutants, lighting, air  

Personalized Problem List 



Domain  Mona’s Problem List 

Chief Complaints Headache, back, neck, and jaw pain 

Diagnosis Myofascial pain and migraine 
No disk disorder or arthritis in neck or back"

Contributing Factors 

 Physical Loss of ROM; no exercise; daily poor posture  

 Cognitive Unrealistic expectations and resultant poor compliance and follow 
through "

 Emotional Depression and anxiety, some anger with artist 

 Behavioral Poor sleep, shoulder and back tensing due to pain and children, 
clenching of teeth 

 Social   Family stress; conflict with husband 

 Spirit Loss of hope and purpose 

 Environmental Safety issues at home 

Decision 1: Problem List 



Decision #2 

History and 
Examination, 

Testing 

3. Treat or 
not? 

4. Treat now or 
later? 

     Single 
clinician 

    Team of 
Clinicians 

1. Problem 
List? 

2. Simple or 
Complex? 

Simple Complex 

    Self Care 

All patients 



Decision 2:  
Distinguish Simple from Complex 

Complex if: 
1. Multiple diagnoses are present 
2. Persistent pain is longer than 6 months in duration 
3. Significant emotional problems (anxiety, depression, anger) 
4. Frequent use of health care or pain medications 
5. Daily repetitive strain habits 
6. Significant lifestyle disturbance (sleep, activity level, eating 

habits) 



Self Care 

History and 
Examination, 

Testing 

3. Treat or 
not? 

4. Treat now or 
later? 

     Single 
clinician 

Team of 
Clinicians 

1. Problem 
List? 

2. Simple or 
Complex? 

Simple Complex 

Self Care 

All patients 



Self Care:  
Patient Education and Training"

1.  Daily stretching exercise/ yoga 
2.  Daily conditioning exercise 
3.  Daily meditation or relaxation exercise 
4.  Maintain relaxed balanced posture all day (sit, stand) 
5.  Stop tensing habits (e.g., clenching jaw, tensing shoulder/

back)  
6.  Reduce repetitive muscle strain (e.g., phone bracing, carry 

bag on one shoulder, lifting at waist, using computer) 
7.  Apply counter-stimulation: Heat or Ice 
8.  Anti-inflammatory medications 
 



Decision #3 

History and 
Examination, 

Testing 

3. Treat or only 
self care? 

4. Treat now or 
later? 

     Single 
clinician 

    Team of 
Clinicians 

1. Problem 
List? 

2. Simple or 
Complex? 

Simple Complex 

    Self Care 

All patients 



Decision 3:  
Do I treat patient or only 
provide training on self-

care? 

Treat patient with more than self-care if: 
1.  Pain is severe enough to affect functioning or 

quality of life.  
2.  Evidence of progression and/or persistence. 
3.  Patient desires treatment. 



Decision #4 

History and 
Examination, 

Testing 

3. Treat or 
not? 

4. Treat now or 
later? 

     Single 
clinician 

    Team of 
Clinicians 

1. Problem 
List? 

2. Simple or 
Complex? 

Simple Complex 



Decision 4:  
Should I Treat Now or Later? 

Defer or refer for treatment if: 
•  Primary chemical dependency 
•  Primary psychiatric disorder 
•  Significant litigation 
•  Patient overwhelmed with other concerns 
•  Patient is passive, unmotivated, and does not 

accept responsibility 



Complexity of Care  
More complex problem list = More complex care plan 



• Certified health professional such as nurse, physician assistant, 
exercise therapist, social worker, genetic counselor, and others  

• Administer bio-behavioral assessment and, if needed, genomic 
assessments to define problem list and personalize approach 

•  Inform and train patient on personalized lifestyle management 
and evidence-based treatment options 

• Education on disease process, contributing factors, genetic risk, 
exercise, nutritional management, physical activity, meditation/ 
relaxation, medication safety, decision making, complication 
management,  psychosocial issues, health enhancement, 
behavior change, and other aspects of self management 

Role of Health Educator 
Follow the model of a Medicare 

reimbursed diabetic health educator 



Clinicians (3-4 max) e.g. 
physician, dentist 
health psychologist, social worker 
physical therapist, exercise physiologist 
health educator, nurse, trainer 

Interdisciplinary Environment 
Same clinic and appointment book 
Same chart and evaluation forms 
Same billing systems 

Clinical Paradigms 
Self-care and self-responsibility 
Treatment and training 
Human Systems Approach 
 

What	  is	  Interdisciplinary	  Team	  Care?	  



Take	  Home:	  	  
Transform	  care	  with	  an	  
interdisciplinary	  team	  

1.  Understand and manage the whole patient.  

2.  Allows you to work on multiple aspects of the problem 
simultaneously. 

3.  Improves compliance and outcome. 

4.  Saves time and is more economical. 

5.  More enjoyable; you work together.  





Part 3: What interventions work for 
chronic pain? 

 
 

Module: Transformative Care 



Find	  out	  what	  
works	  best?	  



•  MEDLINE search  
with PubMed of RCTs 

•  Identify either meta-analysis of RCT or treatments with at 
least one randomized clinical trial (RCTs)  

•  Evaluate the quality of methods used in each RCT  

•  Compare the outcomes of RCTs qualitatively and 
quantitatively 

•  Conduct meta-analysis and Forest Plot when possible 

Methods	  for	  
SystemaNc	  Reviews	  



Possible	  Treatments	  	  
for	  Mona	  Lisa	  

Physical	  medicine	  and	  
exercise 

PT	  modali;es	  (laser,	  tens),	  	  
stretching,	  posture,	  condi;oning 

Therapeu;c	  injec;ons	  and	  
acupuncture 

Trigger	  point	  injec;ons,	  Botox	  injec;ons,	  
acupuncture 

Behavioral/	  Psychological	  
therapies 

Cogni;ve-‐behavioral	  treatment,	  biofeedback,	  
relaxa;on 

Pharmacologic	  therapy NSAIDS,	  tricyclics,	  SSRIs,	  muscle	  relaxants,	  and	  	  
opioids 

Splints	  and	  ortho;cs Intra-‐oral	  splint	  for	  TMJ,	  ortho;cs	  for	  feet,	  back,	  
and	  shoulder 

Surgery	  of	  the	  joint Arthroscopic,	  arthroplasty	  (repair),	  osteotomy	  (re-‐
align),	  arthrodesis	  (fusion),	  joint	  replacement 



First, understand. . . 

•  Placebo is the non-specific effect of a treatment due 
to a belief that it will help. Maximize this effect! 

•  Placebos work 30 to 40% of efficacy of any 
treatment, while active treatment works 10 to 20% 
above placebo 

•  Placebos improved chronic pain, depression, 
anxiety, Parkinson's disease, inflammatory 
disorders, cancer, and many other conditions 

•  Mind-over-matter impacts active processes in the 
brain that influences immune system, hormone 
release, and brain neurotransmitters 

Scientific American February 25, 2009 





Exercise vs placebo:  
Forest plot from  

meta-analysis (n=150) 

Conclusion: Exercise shows greater improvement 
than placebo in treating MFP pain.  

Favors placebo       Favors exercise 

Burgess et al. 1988 
Dall’Arancio et al.  1993 

Wright et al. 2004 
Torelli et al. 2000 

Odds ratio and 95% confidence interval 

Fricton, J, et al Current Pain & Headache Reports 13(6):413-419, 2009.  

Odds ratio at 95% confidence interval 



Transcutaneous Electrical Nerve 
Stimulation (TENS) vs placebo:   

Forest plot from meta-analysis (n=146) 

Favors placebo       Favors exercise 

Hanson et al. 1988 

Kroger et al.  1993 

Smalia et al. 2004 

Odds ratio and 95% confidence interval Odds ratio at 95% confidence interval 

Conclusion: TENS shows greater improvement than 
placebo in treating MFP pain and can be considered an 
effective passive treatment (P<0.001)  



Soft-laser vs placebo: 
Forest plot from meta-analysis (n=234) 

Conclusion: Soft-laser shows greater improvement than placebo 
in treating pain, and can be recommended as a passive therapy 
for myofascial pain (P<0.001)  

Favors placebo       Favors exercise 

Ceccherlli et al. 1989 
Ilbuldu et al.  2004 

Gur et al. 2004 
Ceylen et al. 2004 

Altan et al. 2005 

Odds ratio and 95% confidence interval Odds ratio at 95% confidence interval 



Pharmacological agents:  
meta-analysis of 44 RCTs 

Treatment Efficacy* Comments 

NSAIDs and 
acetominophen  
(13 RCTs)  

+++ • Consistent evidence for short-term efficacy 
for pain 

Tricyclic 
antidepressants  
(11 RCTs)  

+++ • Consistent evidence for pain but their side 
effects can be a problem.  

SSRI antidepressant   
(8 RCTs) 

+ - • Weak evidence for use with head and neck 
MFP or tension type headache 

Muscle Relaxants 
(3 RCTs) 

+ • Some evidence supporting use but evidence 
is lacking for their mechanism of action, their 
relative efficacy, and their indications 

Benzodiazepines  
(3 RCTs) 

+ • Modest evidence for a slight effect overall for 
MFP pain 

Strength of evidence:  +++ = > 4 positive RCTs, ++= 2 to 4 positive RCTs 
+ =1 positive RCT, +-  = conflicting evidence, - = negative RCTs, NA= no RCTs conducted 



Therapeutic injections and acupuncture: 
meta-analysis of 28 RCTs 

Treatment Efficacy Compared to placebo 

Trigger point injections 
 (9 RCTs with 4 placebo 
controlled studies) 

++- 1 study with TPI was equal to placebo 
needling while 3 studies show more 
benefit for MFP 

Botox injections  
(8 RCT with 6 placebo 
controlled studies) 

++ - • 3 studies botox is equal to saline 
injection while 3 studies show more 
benefit for MFP. 

Acupuncture/ dry needling 
(9 RCT with 4 placebo 
controlled studies) 

++- • 2 studies acupuncture is equal to 
placebo while 2 studies show benefit 
for MFP. 

Strength of evidence:  +++= > 4 positive RCTs, ++= 2 to 4 positive RCTs 
+ =1 positive RCT, +- = conflicting evidence, - = negative RCTs, NA= no RCTs conducted 



Botox injection vs placebo:  
Forest plot from meta-analysis (n=484) 

 

Conclusion: Slight overall trend toward showing favorable 
effects of the Botox intervention compared to placebo 
(P<0.001) 

Favors Placebo       Favors Botox 

Odds ratio and 95% confidence interval 

Rollnik et al. 2000"
Nixdorf et al. 2002"
Schmitt et al. 2001"
Padberg et al. 2004"
Kokoska et al. 2004"
Ferrante et al 2005"



Splints vs placebo splints: 
Forest plot from meta-analysis 

(n=344) 
 

Ekberg et al 1998, 1999 
Raphael et al 2001 
Ekberg et al 2003  

Dao et al 1994 
Rubinoff et al 1987 
Wassell et al 2004 

Results: Stabilization splints are better than placebo when used 
with more severe head and jaw MFP patients, and while sleeping 
at night. 

Favors placebo       Favors splint 

Odds ratio at 95% confidence interval 

Fricton, J, Look, JO, Wright, E, Alencar, F, Chen, H, Lang, M, Ouyang, W, Velly, AM. Systematic Review of Intraoral 
Orthopedic Appliance for Temporomandibular Disorders: 51 RCTs Reviewed.  J Orofacial Pain 24:237-54.2010. 



Dry needling/ acupuncture vs 
placebo: 

Forest plot from meta-analysis 
(n=371) 

Conclusion: Slight overall trend toward showing favorable 
effects of the acupuncture compared to placebo (P=0.03) 

Favors Placebo       Favors Acupuncture 

Odds ratio and 95% confidence interval 

Karst et al. 2000"
White et al. 2000"
Goddard et al. 2002"
Melchart et al. 2005"



Behavioral and  
Psychological Treatment: 
Meta-analysis of 24 RCTs 

Treatment Efficacy Comments 

Relaxation  
(11 RCTs) 

+++ Moderate consistent benefit for headache and MFP 

Cognitive 
behavioral 
treatment  

(8 RCT) 

+++ • Moderate consistent benefit for MFP. 
• Additive effect to biofeedback, relaxation, occlusal 
appliance and rehabilitation therapies as part of a 
multi-disciplinary treatment.  

Biofeedback  
(9 RCT) 

+++ • Moderate consistent effect for decreasing headache 
and MFP.  

• Similar efficacy to splints, physical therapy, and 
medical interventions over a 1–3 month,  

• Long-term maintenance of improvement.  

Strength of evidence:  +++= > 4 positive RCTs, ++= 2 to 4 positive RCTs 
+ =1 positive RCT, += conflicting evidence, - = negative RCTs, NA= no RCTs conducted 



Cognitive-Behavioral Treatment (CBT)  
vs placebo: 

 Forest plot from meta-analysis (n=633) 

Results: CBT are better than placebo. Muscle habit reversal, 
relaxation, or biofeedback should be considered for patients with 
day or night habits, anxiety, stress, or feeling tension as 
contributing factors. 

Favors placebo       Favors CBT 

Bussone et al. 1998 
Fichtel et al. 2004 

Larsson et al. 2005 
Loew et al. 2000 

Wahlund et al. 2003 

Odds ratio and 95% confidence interval 



Pharmacological Agents:   
meta-analysis of 44 RCTs 

Treatment Efficacy* Comments 

Triptans (2 RCTs) - •  insufficient evidence for the use in reducing 
MFP pain or tension-type headache.  

Glucosamine and 
chondroitin 
sulfate  (2 RCTs) 

+ • more beneficial than placebo for osteoarthritis 
• at least equal to ibuprofen in terms of pain 
reduction 

•   slower onset for relief than NSAIDs but also 
fewer side effects 

Corticosteroids (0 
RCTs) 

NA • Strong anti-inflammatory agent but no evidence 
to make recommendation for the use in MFP 
pain  

Opioids (2 RCTs) + • strong analgesic for moderate to severe acute 
pain but have insufficient evidence for the use in 
chronic MFP pain or headache 

Strength of evidence:  +++ = > 4 positive RCTs, ++= 2 to 4 positive RCTs 
+ =1 positive RCT, += conflicting evidence, - = negative RCTs, NA= no RCTs conducted 



NSAIDs vs Acetominophen: 
Forest plot from meta-analysis (n=1434) 

Results: Single oral doses of the non-steroidal anti-inflammatories, 
ibuprofen or ketoprofen, have better efficacy when compared to 
acetaminophen. 

Favors Acetominophen       Favors NSAID 

Odds ratio and 95% confidence interval 

Schachtel et al., 1996 

 Mehlisch et al., 1998 

Packman et al. 2000 
Steiner and Lange 1998 



Tricyclics vs placebo: 
Forest plot from meta-analysis (n=484) 

Conclusion: Overall trend toward showing favorable 
effects of the tricyclics compared to placebo (P = 0.037). 

Favors Placebo       Favors Tricyclic 

Odds ratio and 95% confidence interval 

Bendtsen et al., 1996"
Gobel et al., 1994"

Holroyd et al., 2001"
Langemark et al. 1990"
Pfaffenrath et al. 1994"



“I feel a lot better since I ran out of those pills you gave me.” 



MedicaNons	  are	  not	  a	  
panacea	  

Lipton RB, Stewart WF. Headache 1999 
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Take Home: 
 Most treatments work… 

but only a little better than placebo 

•  Most	  treatments	  can	  help	  for	  different	  
condi;ons	  and	  for	  different	  reasons	  

•  Small	  effect	  above	  placebo,	  about	  10	  to	  20%	  
•  They	  have	  varying	  adverse	  effects	  
•  Start	  with	  treatments	  with	  less	  risk	  





Part 4: What about opioid analgesics for 
chronic pain? 

Module: Transformative Care 



Should we give Mona Lisa opioids for 
her chronic pain? 

 
 
 
 

After all, it is a strong pain killer? 



Opioids are widely 
used for acute pain 

•  For	  moderate	  to	  severe	  pain	  condi;on	  
•  When	  non-‐opioid	  analgesics	  are	  inadequate	  
•  Post-‐surgical	  pain	  
•  Pain	  from	  acute	  musculoskeletal	  injuries	  
•  Dental	  pain	  from	  abscesses	  and	  extrac;ons	  	  
•  Cancer	  pain	  
•  Other	  pains?	  



Well, opioids do show 
short-term relief for 

musculoskeletal pain 

Chaparro LE, Furlan AD, Deshpande A, Mailis-Gagnon A, Atlas S, Turk DC. Opioids compared to placebo or other 
treatments for chronic low-back pain. Cochrane Database Syst Rev 2013 Aug 27 

Strong opioids (morphine, hydromorphone, 
oxycodone, oxymorphone, and tapentadol) 
were compared to placebo in six trials  
(1887 participants). 
 
They were found to be better than placebo 
for short-term back pain relief with moderate 
quality evidence 



Many doctors agree! 

42% of workers with back 
injuries receive opioids at 
their 1st visit  
 
But, 16% were still on 
opioids at one year 
 
Hmmm… 

Johnson D, Jergler D. Opioid Epidemic Plagues Workers’ 
Comp. Insurance Journal, May 2013 



And, side effects are a problem 

 Moore RA, McQuay HJ, Arthritis Res Ther. 2005 



When risk factors such as depression, 
stress, PTSD, or repetitive strain are 

present, 

…opioids can lead  
to other problems: 

•  Continued adverse events 
•  Escalating dosages since  

less effective over time  
•  Dependency results  
•  Illicit use by others 

•  Potential over-dosing 
•  Organ damage from acetaminophen 



…And, opioid abuse 
becomes a 

widespread problem 

THE	  NUMBERS	  
•  Drug	  overdose	  deaths 	   	   	   	   	   	  40,000	  
•  Uninten;onal	  overdose	  death	   	   	   	  15,000	  
•  Nonmedical	  use	  of	  prescrip;ons	  	   	   	  12	  million	  
•  Related	  costs	  to	  insurers	   	   	   	   	   	  $72	  billion	  
•  ER	  visits	  from	  adverse	  events	   	   	   	  500,000	  
•  Total	  workers	  compensa;on	  costs 	   	  15-‐20%	  

	  	  

D. Wang, D. Hashimoto, K. Mueller, “Longer Term Use of Opioids,” WCRI, October 2012 and D. Wang, “Physician 
Dispensing in Workers’ Compensation,” WCRI, July 2012 



…And, opioids show no 
better improvement in 
back pain than NSAIDs  

Two trials showed NSAIDs had equal pain relief 
than opioid.  
•  Study 1 (796 patients): 63.2% had relief with 

NSAID versus 49.9% with opioid. 
•  Study 2 (802 patients) 64.1% had relief with 

NSAID versus 55.1% with opioid.  

O'Donnell JB et alJ Int Med Res.( 2009) 

And, there were fewer adverse events in the 
NSAID group. 



Forest plot comparing  
opioids vs NSAIDs 

Results: Oral doses of opioids have similar efficacy to non-
steroidal anti-inflammatories for pain 

Favors opioids           Favors NSAID 

Odds ratio and 95% confidence interval 

Henderson et al., 2002 
 Camp et al.,1992 

Dula et al. 2001 



So, should I use opioids for 
Mona Lisa? 

Contraindications 
•  Allergy 
•  Chronic obstructive pulmonary disease (COPD) 
•  Current or history of addiction to opioids or others drugs 
•  Significant adverse events 

Indications 
•  Intractable pain (e.g., after multiple surgeries) 
•  Severe constant pain for several months 
•  Pain that interferes with function and daily activities 
•  Past unsuccessful trial of non-opioid analgesics 



If you do, here are 
some guidelines 

1.  Goals, expectations, consequences, benefits, and risks 
2.  Use opioids for intractable and acute musculoskeletal pain 
3.  Use only as an adjunct to comprehensive care program  
4.  Review state pharmacy registry 
5.  Stay on stable effective dose with long term goal-directed treatment 
6.  Use only one prescriber and one pharmacy 
7.  Maintain regular visits for prescriptions with no phone refills 
8.  Discontinue use if agreement is broken or goals not achieved 
9.  Maintain good documentation in chart 

Patient signs written agreement with doctors 
about use of opioids.   
Agreement should include; 





Part 5: What about surgery to prevent 
chronic pain? 

Module: Transformative Care 



But, what about surgery? 
 



Forest plot comparing fusion back surgery 
(n=392) vs back rehabilitation with exercise and 

cognitive therapy (n=242) 

Conclusion: There is a trend to favor surgery but no statistical 
differences between surgical treatment versus non-surgical 
treatment (95%CI: −0.82 to 9.08, p=0.10) 

Favors Surgery       Favors Non-surgical 

Fitzel et al. 2001"
Brox et al. 2003"
Fairbank et al. 2000"

p=0.10, N.S 



Arthroscopic Knee 
Surgery vs placebo 

“Sham” surgery 

•  2013 Study in Finland with 146 patients with degenerative 
meniscal knee tears. No difference between groups. 

•  2002 Texas double blind controlled study with 180 randomly 
assigned patients. No difference between groups.  

NEJM December 26, 2013, NPR December 26, 2013 and NEJM July 11, 2002 



Arthroscopic Surgery 
vs Rehabilitation 

•  2008 Canadian study– 91 patients with osteoarthritis of 
the knee were randomly assigned either physical/ 
medical therapy or arthroscopic surgery. No differences 
between groups at either point 

•  2013 Canadian study–351 patients were randomly 
assigned either physical/ medical therapy or arthroscopic 
surgery and followed at 6 month and 1 year. No 
differences between groups at either point. 

AKirkley A, NEJM September 11, 2011 and NEJM May 2, 2013 



TMJ Surgery versus 
other treatment 

•  106 individuals with TMJ closed lock were randomized among medical 
management, rehabilitation, arthroscopic surgery with post-operative 
rehabilitation, or arthroplasty 

•  Evaluations at baseline, 3, 6, 12, 18, 24, and 60 months for pain and 
dysfunction.  

•  Both outcomes showed within-group improvement (p < 0.0001) for all 
groups. No between-group difference at any follow-up for either 
outcome.  

•  Primary treatment for TMJ closed lock should consist of medical 
management or rehabilitation. 

Schiffman EL et al J Dent Res (2007)  



Five Criteria for Joint Surgery 
Each of the following criteria should be fulfilled before proceeding with 
joint or disk surgery: 
1.  Imaging studies that indicate a structural joint disorder exists and 

corresponds directly to the symptoms and objective findings 
including neurological deficits. 

2.  Pain and/or dysfunction of such magnitude as to constitute a 
disability to the patient, 

3.  Prior unsuccessful treatment with a rehabilitation approach that 
includes self-management, medication, physical therapy, and 
cognitive-behavior therapy,  

4.  Prior management of occupational and lifestyle repetitive strain, 
emotional issues, co-morbid conditions (myofascial pain) and other 
risk factors that will affect outcome of surgery and, 

5.  Patient consent after a discussion of potential complications, goals 
to achieve, success rate, timing, postoperative management, and 
alternative approaches including no treatment. 

 





Preven&on	  of	  Chronic	  Pain:	  	  
A	  Human	  Systems	  Approach	  

“Divine is 
the task to 
relieve pain.” 

-Hippocrates	




University	  of	  Minnesota	  



Dr.	  James	  Fricton	  	  
	  
Professor,	  University	  of	  Minnesota	  (umn.edu)	  	  
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Implementing 
Transformative Care 



This	  module	  has	  4	  parts	  

•  Developing a transformative treatment plan 
•  Take Home Messages about Chronic Pain 
•  Listen and learn: Interviews with pain specialists 
•  Quiz 



By	  the	  end	  of	  this	  module…	  

	  you	  will	  be	  able	  to:	  
•  Describe	  clinical	  decision	  needed	  to	  prevent	  and	  manage	  

chronic	  pain	  through	  a	  case	  presenta;on	  format	  
•  Describe	  take	  home	  messages	  that	  are	  part	  of	  the	  

transforma;ve	  care	  model	  
•  Review	  interviews	  with	  medical	  providers	  to	  understand	  how	  

they	  implement	  transforma;ve	  and	  integra;ve	  care	  	  
•  Par;cipate	  in	  the	  discussion	  forum	  on	  how	  to	  use	  

transforma;ve	  care	  model	  



Part 1: Developing a transformative 
treatment plan 

Module: Transformative Care 



So, how 
should we 

manage with 
Mona Lisa’s 

problem?  
 



Evaluation Decisions 
History and 
Examination 

3. Treat or 
not? 

4. Treat now or 
later? 

     Single 
clinician 

    Team of 
Clinicians 

1. Problem 
List? 

2. Simple or 
Complex? 

Simple Complex 



Domain  Mona’s Problem List 

Chief Complaints Headache, back, neck, and jaw pain 

Diagnosis Myofascial pain and Migraine. No disk disorder or arthritis in 
neck or back. "

Contributing Factors 

Body Loss of ROM. No exercise. Daily poor posture  

Lifestyle Poor sleep, shoulder and back tensing due to pain and lifting 
children, clenching of teeth 

Emotional Depression and anxiety, some anger with artist 

Social   Family stress. Conflict with husband 

Spirit Loss of hope and purpose in life 

Mind Unrealistic expectations and resultant poor compliance and 
follow through "

Environmental Safety issues with carriage and home 

Decision 1: Mona Lisa’s 
Problem List 



Recursive Nature of Lisa’s Problem 
 

Social conflict and 
secondary gain 

 

Inactivity, tensing, 
and repetitive strain 

 

Frustration, 
anxiety and 
depression 

Head, jaw, neck, 
and back pain 



Decision 2: Is Mona Lisa simple or complex?  



Domain Goal 

Mind Review problem list, realistic expectations, and 
importance of compliance"

Body Exercise for muscle and joint pain 

Lifestyle Habit reversal for poor sleep and dietary habits, muscle 
tensing, repetitive strain 

Emotional Counseling on depression, anxiety, and anger 

Social   Counseling for family and financial stress 

Spirit Training on mindfulness meditation 

Environmental Create home environment re safety and health 

Is Mona Lisa Complex?    
 

Yes, and thus, needs a personalized team 
based treatment program for the problem 

list 
 



Decision 4:  
Should I Treat Now or 

Later? 

Defer or refer for treatment if; 
•  Primary chemical dependency 
•  Primary psychiatric disorder 
•  Significant litigation 
•  Patient overwhelmed with other concerns 
•  Patient is passive, unmotivated, and does not accept 

responsibility 



Self Care:  
Patient Education and 

Training"

1.  Daily stretching exercise/ yoga 
2.  Daily conditioning exercise 
3.  Daily Meditation or relaxation exercise 
4.  Maintain relaxed balanced posture all day (sit, stand) 
5.  Stop tensing habits (e.g., clenching jaw, tensing shoulder/

back)  
6.  Reduce repetitive muscle strain (e.g., phone bracing, carry 

bag on one shoulder, lifting at waist, using computer) 
7.  Apply counter-stimulation: Heat or Ice 
8.  Anti-inflammatory medications 
 



Conduct training to 
reduce risk and enhance 

protective factors  
 

Physician explains problem list 
and team approach 

Health educator provides self-care  

Physical therapist provides 
exercise  

Health psychologist provides 
cognitive behavioral training 



Behavior Change 
to Reduce Tensing Habits 

1.	  Iden;fy	  which	  habits	  are	  present	  
2.	  Explain	  the	  need	  for	  changing	  the	  
	   	  habit	  
3.	  Monitor	  the	  habits	  during	  the	  day	  
4.	  Use	  reminder	  methods,	  e.g.,	  s;ckers	  or	  ;mer	  
5.	  Every	  ;me	  habit	  is	  no;ced,	  correct	  it	  with	  posi;ve	  habit	  

(head	  up,	  shoulders	  back	  or	  tongue	  up,	  teeth	  apart)	  
7.	  Follow	  daily	  un;l	  habit	  is	  changed	  



Exercise daily 

Stretching: Yoga 
Posture: Balanced relaxed 
Relaxation: Repetitive strain 
Reduce postural habits: phone 
bracing, jaw thrust, lifting at 
waist 
Strengthening: Weights 
Conditioning: Walking, running, 
swimming 



Improving Sleep 

Sleep routine: timing, exercise, 
no heavy meals, no caffeine, quiet 
mind, breathing 
Environment: Noise, 
temperature, quiet, bed 
Sleep posture: bed, pillows, back 
or side 
Sleep aids: herbal, melatonin, 
medications 
Help: Recommend a sleep study 
if needed 



Implement treatments 
to reduce pain and 
improve function 

 
 

•  Physical therapist uses modalities such as heat, ice, 
ultrasound, massage, to improve range of motion and 
myofascial pain 

•  Physician prescribes anti-inflammatory and muscle relaxant 
medications to be used early  

•  Use trigger point injections or dry needling as needed to 
reduce myofascial pain  

•  Surgery and opioids are not indicated 



After 4 months, she is a happy Mona Lisa.  Pain is 
resolved and her mood and health enhanced. 





Part 2: Take-home messages about 
chronic pain 

Module: Transformative Care 



Some keys to 
success"



Always look at 
where you're 

going 



Avoid finding 
yourself in 
awkward 
situations. 

 
Follow shared 

decision 
making and 

decision trees 



Encourage peer and  
group wellness activities 



\Get good advice from team 
members when needed 



Don’t let the 
situation 

confuse you. 
 

Develop a 
plan for each 

patient. 



Be nice: It’s a choice 



Don’t hurry:  
Recovery takes time 



Treat 
the 

whole 
patient 



…and also 
the whole 

family 



80% of a patients success is based on 
what they do, not what the health 

professional does 



Recognize 
each 
patient’s 
uniqueness"



use	  



Daydream daily…"

…That’s where insight comes from"



Be kind to your muscles and joints…"
And they will be kind to you. "

"
 	




See the beauty in each person	




Have some fun... 



Give patients the best you have…
It’s all about your energy 

Your relationship 
with the patient is 
the most powerful 

treatment you 
have 



Part 3: Listen and Learn from Pain 
Specialists 

Module: Transformative Care 



Listen and learn	  

Interviews with integrative care specialists: 
•  Dr. Matthew Monsein MD 
•  Dr. Miles Belgrade MD 
•  Dr. Alfred Clavel MD 
•  Mary Jo Kreitzer RN 
•  Dr. Stefan Friedrichsdorf MD  
 
	  



“Divine is the task of relieving 
pain.” !

-Hippocrates!
!


