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ABSTRACT

Background and Purpose: Research
shows that integrating behavioral and psy-
chosocial approaches into physical therapist
practice results in improved outcomes for
patients with chronic pain, however, many
physical therapists are unfamiliar with these
approaches. Methods: Integration of clini-
cal practice guidelines with findings from
the literature and practical recommenda-
tions. Findings: There are a variety of ways
in which physical therapists can integrate
behavioral and psychologically informed
approaches into standard physical therapy
for patients with chronic pain. Experts rec-
ommend identifying each patient’s pain per-
sonality and selecting the approaches that
are best suited for each patient. Approaches
include pain education, cognitive behavioral
techniques, mindfulness, relaxation, bio-
feedback, and exercises that emphasize relax-
ation, breathing, and mindfulness. Clinical
Relevance: This article provides suggestions
for how physical therapists can integrate
behavioral and psychosocial approaches
into therapy for patients with chronic pain.
Conclusion: Physical therapists can use the
approaches in this article to enhance care for
patients with chronic pain.

Key Words: mind-body, mindfulness, pain
education, pain management

BACKGROUND

Physical therapy literature has recently
emphasized the importance of a biopsycho-
social, or pscyhologically informed approach
to managing chronic pain.' The biomedical
approach can be effective for acute pain.?
Acute pain is typically proportional to
peripheral nociception and treatment of the
injury or disease decreases nociception and
pain.? However, chronic pain persists after
the time needed for tissue healing; chronic
pain is considered an error in central process-
ing resulting from abnormal neural plastic-

ity.>* Chronic pain is often more strongly
related to psychological and social factors
affecting the patient than to tissue damage.>®
Hence, to increase the likelihood of a favor-
able outcome, interventions should address
these psychological and social factors.

Clinical practice guidelines for chronic
pain recommend that treatment of chronic
pain: use a biopsychosocial approach, always
include exercise, include a cognitive behav-
ioral approach, be sensitive to culture,
include active self-management and not
invalidate pain complaints because of psy-
chosocial problems.” Behavioral approaches
have been shown to be effective in decreas-
ing pain, increasing function,*® and revers-
ing some of the neurological changes that
occur with chronic pain.'® Physical thera-
pists who can integrate a biopsychosocial
approach into management of chronic pain
can be more effective than purely physical
interventions."!  However, many physical
therapists lack the training to apply psycho-
logically informed treatment approaches.'>"?
The purpose of this article is to familiarize
physical therapists with concepts and termi-
nology related to biopsychosocial approaches
to chronic pain management, and to provide
strategies that physical therapists can apply
in the clinic.

The Complexity of Pain Perception:
Making the Case for the Biopsychosocial
Model

Pain is a subjective experience that does
not correspond linearly to nociceptive input,
but is additionally modulated by cognitive
and emotional factors.!"*!> A patient's stress
level, expectations, beliefs and attention
can directly impact pain perception and
endogenous pain inhibitory and facilita-
tory mechanisms.'!” Stress has been impli-
cated in the exacerbation of several chronic
pain conditions such as chronic back pain,®
fibromyalgia,”! rheumatoid arthritis,”* and
pelvic pain.*® Supporting this premise, labo-

ratory research on rodents identified both
peripheral and central mechanisms gener-
ated stress-induced hyperalgesia.'®*** The
cognitive lens adopted by a patient through
which he or she experiences pain can have
a powerful impact on the pain experience.
For example, treatment expectations sub-
stantially influence pain perception.” In
addition, changing the meaning of pain
from negative to positive can significantly
increase pain tolerance through activation of
endogenous opioid and cannabinoid inhibi-
tory mechanisms.'® Researchers also suggest
that cognitive factors impact dorsal horn
neuron sensitization through modulation of
descending pathway inhibitory and facilita-
tory mechanisms.! The effective treatment
of pain requires an appreciation of the com-
plex contributions that these and other psy-
chological factors make to pain perception.

Recognizing Pain Personality Types

Two classification systems (Table 1)
for pain personalities have been identified:
‘fear-avoidance’ and  ‘pain-persistence.’*
Others have described 4 clusters of pain
behaviors: well-adapted, dysfunctional, dis-
tressed with litcle social support, and psy-
chophysiologically 2728 Research
shows that assigning patients to treatment
approaches matched to pain personality
resulted in better outcomes than random
assignment.”** Improved outcomes may be
due to decreased drop-out rates.”® Although
pain personality is relatively stable, studies
show that 30% of patients not receiving
treatment change characteristics over a 2 to
4 week period.?**° The evolving nature of
pain personality means that pain personal-
ity, like physiological presentation, needs to
be reassessed on an ongoing basis.?® Nicho-
las and George' described a variety of tools
for assessing patients’ pain beliefs, includ-
ing pain self-efficacy, catastrophizing, fear-
avoidance, and kinesiophobia. It can also be
helpful to determine the patient’s pain readi-

reactive.
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Table 1. Pain Behavi

Classification

r Clusters

Characteristics

Recommended Approaches

Fear-avoidance vs pain-persistence

Fear- avoidance®

Pain-avoidant behavior, fear of
pain, catastrophizing,
hypervigilance, social
reinforcement for pain behaviors

Decrease focus on symptoms, set
functional goals, gradual increase in
activity in spite of symptoms,

reinforce healthy behaviors, ignore pain
behaviors, graded exposure, movement
visualization

Pain- persistence®

Ignore or deny pain, continue
activity in spite of pain, set
unrealistic goals, ignore physical
limits, low social support

Realistic goal-setting, pacing, alternating
activity & inactivity, cognitive
restructuring, gradually progressed
conditioning exercises, gradual increase
in activity, assertiveness training

Pain behavior clus

ters

with activity, pain behavior, social
support and solicitousness;
negative pain self-talk

Well-adapted Low levels of pain, distress, and Pain education and pain coping
interference with life; high skills, cognitive behavioral therapy
self-efficacy and activity

Dysfunctional®® High pain intensity, interference | Operant restructuring (reinforce healthy

behaviors and do not reinforce
pain behaviors), cognitive behavioral
therapy

Distressed with
little social

Low self-efficacy, social support,
solicitousness of others;

Cognitive behavioral therapy including
stress and pain management, help

support®® “punished” rather than rewarded | managing dysfunctional relationships
for pain behavior; high affective
distress and perceived daily stress
Psychophysio- High stress-reactivity, muscle Relaxation, biofeedback, cognitive
logically highly tension, daily stress; low social behavioral therapy
reactive®® support, little reinforcement for

to pain

pain behavior, low activity due

ness to change as patients in the precontem-
plation, action, and maintenance stages of
change are more likely to take an active role
in self-management and more likely to be
successful in a multi-disciplinary pain man-
agement program.*"*

Behavioral and Psychologically Informed
Interventions

A variety of psychologically informed or
behavioral approaches to managing chronic
pain have been described (Table 2) and
these strategies overlap considerably. The
basic premise of these cognitive behavioral
approaches is that thoughts, beliefs, and
expectancies influence mood and physio-
logical processes, including pain perception.
People can learn more adaptive behaviors
as well as ways of thinking and feeling, and
these changes can alter pain."*> Mann et al*
described a variety of psychosocial, environ-
mental, and physical factors that can influ-
ence the effectiveness of self-management.
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The text, below, provides more detail about
each approach.

Pain Education

Pain education provides patients with an
understanding of the multiple factors that
give rise to the experience of pain. A recent
systematic review of neurophysiology pain
education concludes that for chronic muscu-
loskeletal disorders, this education strategy
may have a positive impact on pain, dis-
ability, catastrophizing, and physical perfor-
mance.”® Topics covered can include the
anatomy of the nervous system, neuroplasti-
city, peripheral and central sensitization, and
how the brain processes nociceptive informa-
tion. Patients learn that pain is due to a com-
plex interaction of multiple factors and does
not arise because of incoming messages from
the peripheral nervous system alone. They
can grasp the transformative insight that hurt
does not mean harm. Louw” and Butler and
Moseley®® have produced excellent resources

9

for patient education; additional resources
are listed at the end of this article. Key take
home concepts for patients include: (1) pain
perception shares neuropathways with cogni-
tion and emotion,'*"* (2) the brain can gen-
erate pain in the absence of tissue damage,”
(3) sensitive nerves in the spinal cord can
amplify pain-related messages sent to the
brain in the absence of tissue damage,* (4)
the body's stress response can amplify pain
generating mechanisms,* and (5) active self-
management is the key to improvement.*

Mindfulness

Mindfulness meditation is the deliber-
ate training of the mind to rest in the pres-
ent moment with a quality of attention that
is stable, accepting, curious, and friendly
toward everything that arises."* A compre-
hensive literature review concludes that in
chronic health conditions, including chronic
pain, rheumatoid arthritis, fibromyalgia
and post-traumatic stress disorder, mind-
fulness training contributes to improved
coping, well-being, quality of life, and health
outcomes. 4247

Physical therapists can integrate basic
concepts of mindful awareness into patient
care. For example, patients may have inter-
nalized destructive messages about their
bodies from media images, childhood influ-
ences, or physical or emotional trauma. Add
feelings of anger, fear, and confusion that can
accompany persistent pain, and patients may
be conflicted about and alienated from their
bodies. Physical therapists can help patients
heal this alienation through integrating the
qualities of mindful attention when teach-
ing body awareness. Patients can be invited
to notice physical sensations with a quality
of attention that is stable, kind, and curious.
They can be asked to let go of pre-conceived
ideas about their bodies and listen as if for
the first time. They can be encouraged to let
go of the struggle with their bodies and their
pain. Patients can have the direct and healing
experience of a stable, compassionate aware-
ness that can observe their bodies and pain
yet not be identified or defined by it.

Mindful awareness is also an especially
helpful response to catastrophic thinking.
Patients are coached to observe their present
moment experience and the negative stories
they generate about their present moment
experience. Patients are asked to be curious,
to notice how catastrophic thinking is often
about the future, and to observe its influence
on distress and pain. Although life is unpre-
dictable, the present moment is often man-
ageable and where patients have the power to



Table 2. Brief Description of Behavioral and Psychologically Informed Treatment

Approaches

Approach Summary

Pain education

Chronic pain neurophysiology, disconnect between pain and tissue
damage (hurt = harm), central and peripheral sensitization, impact of
stress and negative thinking, pain coping skills

Mindfulness Non-judgmental, accepting and kind attention to the present moment
Breathing Diaphragmatic breathing
Relaxation Diaphragmatic breathing, mindfulness, biofeedback, visualization,

progressive muscle relaxation

Problem-solving

Identifying problems, generating ideas, prioritizing, implementing

solutions

Cognitive Identifying automatic negative thoughts or catastrophizing, challenging

restructuring negative thoughts and replace with healthy coping strategies

Operant Reinforcing health-behaviors and not reinforcing pain behaviors

restructuring

Pacing Time-based rather than project or pain-based

Pleasant activity Selecting and planning pleasant activities

scheduling

Sleep hygiene Managing sleep habits to optimize sleep

Biofeedback Using devices to provide physiological feedback to relax muscles,
increase skin temperature, decrease sympathetic response

Exercise Mind-body activities, graded motor imagery, quota-based progression,
progressive exposure

Cognitive See Table 3

behavioral strategies

Pain coping skills See Table 3

make skillful choices. Physical therapists can
invite patients to take a “mindful” breath,
bring awareness back to the present moment,
and focus on the skillful choices that can be

made here and now.“>%

Relaxation

Stress increases pain and fatigue.'®40
Decreasing stress is like ‘turning down
the volume’ on pain. Many people with
chronic pain conditions breathe in a shallow
manner.”! Diaphragmatic breathing has been
shown to reduce sympathetic nervous system
activity and acute pain perception’*** while
deep and slow breathing decreases pain and
autonomic activity.”> Body awareness activi-
ties such as yoga, gigong, and tai chi, which
also focus on slow and effective breathing,
are also helpful for relaxation and pain man-
agement.”* There are many other relaxation
strategies such as: (1) progressive relaxation,

(2) relaxation visualization, and (3) auto-
genic training that patients can employ to
manage their symptoms. Progressive relax-
ation involves selectively tensing and relax-
ing major muscle groups throughout the
body.”> A brief progressive relaxation inter-
vention has been shown to increase nocicep-
tion flexion reflex threshold and reduce stress
ratings in healthy adults.’® Research also sug-
gests that progressive relaxation can decrease
pain,’® improve quality of sleep,”™’ and
decrease fatigue.”” Relaxation visualization
is another technique that may be beneficial
to patients. Relaxation visualization involves
imagining oneself in a safe and relaxing envi-
ronment, such as a beach or hot tub. While
performing relaxation visualization, patients
should use several senses and imagine the
feel, the smell, and the sounds of this relax-
ing environment. A third type of relaxation
training is autogenic training. Autogenic
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training involves imagining that your hands
and feet feel very warm and heavy.” Auto-
genic training has been shown to increase
parasympathetic activation.’® Patients should
be encouraged to practice one or more of the
techniques that suit their personalities and
schedules.

Problem-solving skills

Patients with chronic pain often struggle
to identify and solve problems that contrib-
ute to their pain and stress.” Instead, patients
with chronic pain are more apt to use nega-
tive, destructive, or catastrophizing problem-
solving styles. As a result, they struggle to
meet home or work demands and conflicts
with family or co-workers.”*®! Physical
therapists can help patients identify prob-
lems, generate potential solutions, prioritize
options, find ways to implement solutions,
and assess effectiveness.?®*? For example, a
patient who experiences an acute exacerba-
tion of a chronic condition as a result of
doing yard work can be guided to identify
factors (eg, lifting, bending over, working
too long, bad body mechanics, etc) that may
have contributed to the acute exacerbation
and suggest potential solutions (eg, using a
wheel-barrow, working sitting down, taking
frequent breaks, and practicing proper body
mechanics). Problem solving is also helpful
for managing acute exacerbations. Patients
should have a set of strategies (perhaps in
writing for times of panic) that they can use
to manage exacerbations independently (eg,
relaxation, meditation, heat or ice, stretching
exercises).

Cognitive restructuring

People with chronic pain tend to cata-
strophize (make a crisis out of everything)
and have automatic negative thoughts.®*%4
Physical therapists help patients replace cata-
strophizing with calming self-statements and
replace automatic negative thoughts with
healthy coping strategies.***** For exam-
ple, if a patient goes into crisis because of a
recent exacerbation, a physical therapist can
point out that a patient previously had sev-
eral good days and that the exacerbation was
due to significantly increased activity. We
can point out that the patient actually felt so
good that she did too much (what an awe-
some response) and that the exacerbation is
already subsiding (she is capable of managing
exacerbations), and that next time she could
pace herself to avoid exacerbations. Patients
can calm themselves by repeating statements
such as “Hurt does not mean harm” or “If I
stay calm my nerves will stay calm.” Patients
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might not fully believe in the positive state-
ments at first, but they can gradually change
their thinking process with practice.

Operant restructuring

Operant restructuring is a psychological
term for the concept that people continue
behaviors that are positively reinforced and
decrease behaviors that are not reinforced.”%
Pain behaviors may be unintentionally
reinforced by solicitous family members
or health care providers who reward pain
behavior with sympathy or solicitousness.”®
For example, people who complain about
their pain, grimace, moan, or guard may be
relieved of unpleasant housekeeping chores
or rewarded with hot packs and massage
in the clinic. Instead, clinicians and family
members should reward healthy behaviors,
such as increased activity and “healthy” sore-
ness after increased exercise.”®#

Patients can develop a conditioned
response that increases pain.** For example,
when physical therapists ask patients to
think about their pain (“Rate your pain,” or
“Describe your pain”), it may increase pain
intensity through hypervigilance. If we have
those same patients exercise, they may then
associate exercise with increased pain inten-
sity even though it may be hypervigilance
rather than exercise that increases their pain.
If patients then come to expect increased
pain after exercise, they may be more likely
to develop increased pain even with innocu-
ous exercise.”® Anticipatory fear and anxiety
may therefore increase both peripheral and
central sensitivity. Physical therapists may
inadvertently reinforce negative operant
learning by encouraging patients to stop
activities or exercise when they (patients)
complain of pain.** We can instead reinforce
health behaviors by explaining that soreness
is be a good sign that patients are challenging
their bodies in beneficial ways that will make
them stronger and healthier.'®

Pacing

Patients should use time-based pacing
rather than activity- or pain-based pacing.
Activity and pain-based pacing can lead to
an over-activity “yo-yo” because patients
continue the activity past their physical tol-
erance. People with chronic pain tend to
overdo it when they feel relatively well, but
then suffer a exacerbation and are unable to
do anything for several days.? Those inactive
days contribute to deconditioning, result-
ing in even less tolerance to activity when
attempted later. In contrast, time-based
pacing encourages the patient to assess how
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long he can do an activity before causing an
exacerbation so that he can stop the activity
at 10% to 20% below that threshold. During
an exacerbation, patients should be encour-
aged to decrease activity, perhaps to 50%
of normal, but not discontinue it entirely.
Time-based pacing also avoids negative feed-
back operant learning by having patients
stop an activity (reward) for complaining of
pain.*

Pleasant activity scheduling

People with chronic pain tend to neglect
pleasant activities for a variety of reasons:
belief that they do not deserve to enjoy
themselves, as punishment for not being able
to do “work” activities, inability to do previ-
ously enjoyed activities and failure to iden-
tify new activities, or because of generalized
depression.® However, pleasant activities are
important both as motivators and as ways to
maintain a positive attitude, healthy social
relationships, and successful experience with
more normal life activities.*® Patients should
therefore be encouraged to identify appro-
priate pleasant activities and actually sched-
ule them or set goals to be able to do them
in the near future.®” Patients can also learn
to apply pacing skills and activity-rest cycles
to help them achieve pleasant activity goals.”

Sleep hygiene

Since chronic pain is exacerbated by poor
quality sleep,*”%® sleep hygiene can be benefi-
cial.®*% Patients should relax before bedtime
(eg, meditation, diaphragmatic breathing,
yoga, a hot bath). They should avoid the
television and computer at bedtime, as these
activities tend to be stimulating. The bed-
room should be a comfortable, dark, warm,
and quiet place at bedtime. Patients with
chronic pain should avoid caffeine, nicotine,
and alcohol, especially in the evening. Daily
exercise improves sleep.”” Although the popu-
lar media often suggest that vigorous exercise
within 3 hours of bedtime interferes with
sleep, recent research suggests that exercise
just before bedtime is beneficial.”’ The bed
should be reserved for sleep and intimacy
and not used for paying bills or watching
television. Finally, if unable to sleep within
20 minutes, patients should be advised get
up and go to a different room and do some-
thing relaxing so they do not develop pat-
terns of sleeplessness in bed.

Biofeedback

Biofeedback can be helpful for patients
who struggle with standard forms of relax-
ation training.”® Electromyogram (EMG)
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biofeedback teaches patients how to relax
tense muscles; it provides immediate feed-
back and is easy to teach patients; however,
EMG units are expensive ($2,000-4,000).
Galvanic skin response (GSR), which moni-
tors sympathetic nervous system activity, is
more difficult for patients to control; GSR
is relatively inexpensive ($200-400) and
new interactive video games using GSR may
provide patients access to this technology at
home. Heart rate variabilicy (HRV) is a newer
form of biofeedback that provides immedi-
ate feedback and cues breathing to facilitate
relaxation. Although the exact mechanism
of HRV is not yet known, it works through
decreasing the stress response.”"”* Since HRV
units are about $130, motivated patients can
purchase one for home use. Skin tempera-
ture can also be used as biofeedback; units
are inexpensive ($20-40) but, like GSR, it
can be difficult for patients to learn to regu-
late skin temperature. See McKee” for more
information about implementation and
effectiveness of biofeedback.

Exercise

According to clinical practice guide-
lines,?” exercise is an essential component of
any chronic pain management program. In
addition to exercises specific to patient com-
plaints (eg, core stabilization for low back
pain), they often need conditioning exercises
to compensate for their decreased activity
level. Graded exercise should be progressed
using a quota system rather than pain. Iden-
tify a baseline of activity that can be tolerated
and, when that quota is met, the quota is
increased. Inability to meet the quota results
in no reinforcement.!”* Mind-body exercises
such as yoga, tai chi, and gigong can be ben-
eficial for easing patients into activity while
facilitating breathing, relaxation, and body
awareness.”*

Graded motor imagery is a recent
approach that addresses problems with
body awareness through a graded process
of left/right judgment, visualization, and
then mirror visual feedback.” If patients are
extremely fearful of specific movements or
activities, graded exposure provides a transi-
tion to progressively more stressful activities.
Patients start with simple visualization of a
position or movement through simplified
versions of the feared activity and progress to
the feared activity itself.!”

Pain coping skills and cognitive
behavioral strategies

Pain copingskills and cognitive behavioral
strategies are overlapping sets of approaches



including those described above. Table 3 lists
patient skills and strategies typically included
in each approach. While research sometimes
rigidly includes each component of a pre-
set selection of skills,” clinicians may select
strategies believed to be most appropriate or
most acceptable to the patient.**”° Given the
different pain personalities of patients, this
mix and match approach may optimize com-
pliance and effectiveness.”®”’

Challenges in Working with People with
Chronic Pain

Physical therapists face multiple chal-
lenges when treating patients with persistent
pain. These include patients' often complex
psychosocial problems and negative atti-
tudes, as well as the physical therapists' empa-
thy limits and time management. Patients
may have a history of repeated treatment
failures that can create negative expectations
or anger. Poor communication skills, depres-
sion, and personality issues that create inter-
personal problems elsewhere in patients’ lives
may also present problems in the clinic.**”®
Psychiatric problems are beyond the scope
of this article though patients may at times
benefit from this type of intervention.

Most patients with chronic pain have
psychosocial issues that alter the likelihood
that self-management approaches will be
successful,* and they make working with
these patients challenging.”®”* When patients
with chronic pain have psychological and
social problems beyond our training and
experience, patients benefit from referral to
psychological resources. In-person or online
support groups can also be helpful, as well
as books and websites that promote pain
self-management (Appendix). For optimal
patient care and to avoid therapist burnout,
physical therapists need to know their own
limits and their scope of practice when pro-
viding psychological support to distressed
patients.'>”

Patients with chronic pain often pres-
ent with maladaptive attitudes toward their
body, symptoms, and exercise. Misconcep-
tions about exercise, skepticism of a mind-
body treatment approach, and problems
with pacing activities can all obstruct the
rehabilitation process. All of these factors can
reduce a patient's motivation to participate
in physical therapy and maintain consistency
with a home exercise program.'"'>” Patient
education and mindful movement training,
such as tai chi, yoga, qigong, and Feldenkrais,
can help transform maladaptive ideas in to
more functional views that promote patient
success. In addition, coaching patients to

Table 3. Pain Coping Skills'> and Cognitive Behavioral Strategies’

Pain Coping Skills

Cognitive Behavioral Strategies

* Dain education

* Progressive muscle relaxation

e Activity-rest cycles and pacing

e DPleasant activity scheduling

¢ Identifying and challenging negative thoughts
¢ Calming self-statements

¢ Distraction

* Pleasant imagery

* Problem solving

* Exacerbation management

¢ Pain education
e Importance of active self-management
¢ Wellness behaviors

e Pleasant activity scheduling

Avoiding negative thinking

e Elimination of fear-avoidance or pain-
persistence

* Progressive activity/exercise

e Time-based rather than task-based pacing

Not using pain as a guide

set SMART goals (ie, specific, measurable,
achievable, relevant, time limited), "to start
low and go slow," and to remember that they
are "sore but safe" as they challenge their tis-
sues can promote patient success.

Patients with chronic pain often arrive
with multiple physical and emotional com-
plaints that can take considerable clinic
time if not well managed, and the thought
of adding behavioral techniques on top of
already demanding treatments can be daunt-
ing. Physical therapists should shift emphasis
away from passive interventions (eg, modali-
ties, massage, manual therapy) toward active
interventions. Patients should be given more
responsibility for self-management through
self-care and activities of daily living training
that includes both physical and behavioral
strategies. Patient education about chronic
pain physiology and optimal treatment
approaches is essential to elicit patient buy-in
to an increasingly hands-off intervention.*”

Treating patients with chronic pain can
be stressful for several reasons: their condi-
tions are complex, treatment failures are
common, patients have high levels of distress,
and they can be very demanding.” Working
with these patients can contribute to physical
therapist stress and burnout. Suggestions to
help therapists minimize their own stress:*

* Reach out to your support system and

discuss your experience with colleagues;

* Get mentoring from more experienced
therapists;

* Attend to your own wellness through
mindfulness, relaxation, exercise, etc;

* Remember that, although you are re-
sponsible for providing evidence-based
treatment, multiple factors influencing
outcomes are beyond your control;

* Remember that patients are ultimately
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responsible for their active engagement
in therapy;

e Be aware of when a patient triggers
your stress reaction and take the time
to re-center;

* Be kind and compassionate with your-
self by talking to yourself as you would
to a colleague treating a challenging pa-
tient;

* Review what went well at the end of
each day rather than focusing on frus-
trations;

* Beat peace with pain and problems you
cannot relieve in spite of your best ef-
forts.

SUMMARY

Clinical practice guidelines recommend
that management of chronic pain use a bio-
psychosocial approach, include a cognitive
behavioral approach, include active self-
management, and yet not invalidate pain
complaints because of psychosocial prob-
lems. This paradigm shift from a biomedical
to biopsychosocial approach requires that
physical therapists encourage patients to
make active changes in both behaviors and
thought processes related to pain. We can
use an awareness of psychological principles
to more effectively educate patients. Physical
therapists have an important opportunity to
make a difference in the lives of people with
chronic pain through integration of behav-
ioral and psychologically informed methods
into physical therapy intervention.

(References continued on page 14)
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Appendix. Helpful Books, Resources, and Websites

Helpful Books and Resources

Helpful Websites

e Branch R, Wilson R. Cognitive Behavioural
Therapy for Dummies. Hoboken, NJ: John
Wiley & Sons; 2010. (patient resource)

e Buder D, Moseley L. Explain Pain. Ade-
laide: Noigroup Publications; 2003. (PT
and patient resource)

* Caudill M. Managing Pain Before It Man-
ages You. New York, NY: Guilford Press;
2008. (patient resource)

o Flor H, Turk D. Chronic Pain: An Inte-
grated  Biobehavioral Approach. Seattle,
IASP Press; 2011. (PT resource)

o Kabat-Zinn J. Mindfulness for Pain Relief
(CD). Sounds True, Inc; 2009. (patient

resource)

e Kabat-Zinn, J. Full Catastrophe Living:
Using the Wisdom of Your Body and Mind
to Face Stress, Pain and Illness. New York,
NY: Del Publishing Co; 1991. (patient

resource)

e Louw A. Why Do I Hurt? Minneapolis,
MN: Orthopedic Physical Therapy Prod-
ucts; 2013. (patient resource)

* Otis J. Managing Chronic Pain: A Cogni-
tive Behavioral Approach. New York, NY:
Oxford University Press; 2007. (patient

resource)

e Russek LN. Chronic Pain. In: O’Sullivan
S, Schmitz T, Fulk G, eds. Physical Reha-
bilitation. Philadelphia, PA: EA. Davis;
2013. (PT resource)

e Schubiner H. Unlearn Your Pain. Available
through Dr. Schubiner’s website: www.
unlearnyourpain.com (patient resource)

e Sluka K. Mechanisms and Management of
Pain for the Physical Therapist. Seattle, WA:
IASP Press; 2009. (PT resource)

e Turk D, Winter E 7he Pain Survival
Guide: How to Reclaim Your Life. Ameri-
can Psychological Assn; 2005. (patient
resource)

e Vierck E, Kassan S, Vierck CJ. Chronic
Pain for Dummies. Hoboken, NJ: John
Wiley & Sons; 2011. (patient resource)

Organization/Purpose

Website

American Academy of Pain Medicine
Professional organization for physicians has some
patient educational material.

www.painmed.org

American Chronic Pain Association
Provides education and peer support for patients and families.

www.theacpa.org

American Pain Foundation
Educational material for patients and families, including material
specifically for military & veterans with chronic pain.

www.painfoundation.org

Australian Transport Accident Commission
An extensive selection of physical and psychosocial outcome measures.
Go to Provider Resources, Clinical Resources, then Outcome Measures.

Www.tac.vic.gov.au

Carolyn McManus
Information regarding programs at Swedish Medical Center, for
veterans and also audio guided relaxation programs.

www.carolynmcmanus. com

Change Pain
A modular approach to understanding pain and its management.
Educational resources for clinicians.

www.change-pain.co.uk/

Hunter Integrated Pain Service
YouTube patient education video.
“Understanding Pain: What to do about it in less than 5 minutes?”

YouTube link:
youtube/4b80B757DKc

www.hnehealth.nsw.gov.au/pain

Institute for Clinical Systems Improvement (ICSI)
Assessment & management of chronic pain. Clinical practice
guideline on chronic pain.

www.icsi.org/guidelines_and_
more/gl_os_prot/
search for guidelines on pain

International Association for the Study of Pain (IASP)
Professional organization for researchers, clinicians, and educators.
Have some public education resources.

www.iasp-pain.org

Mayday Pain Project
Educational information for providers, patients, and specific
sections for caregivers.

www.painandhealth.org

California Department of Industrial Relations www.dir.ca.gov/dwc/MTUS/MTUS _
Medical Treatment Utilization Schedule (MTUS). RegulationsGuidelines.html
Medical Treatment Guideline for chronic pain. select “Chronic pain medical treatment guidelines”

Neil Pearson, PT
Canadian physical therapist discusses nervous system
sensitization in a 3-part video.

www. Lifeisnow.ca

Pain Treatment Topic

Educational material for clinicians, patients, and families.
Links to resources on many other sites. Comprehensive section
on pain assessment tools.

WWW.pain-topics.org

Pain.com
Educational modules and articles for clinicians.

WWW.pain.com

PainAction
Educational material for patients. Includes self-management tools.
Integrated with clinician educational site PainEDU.com.

Www.painaction.com

PainDoctor.com
Educational material for patients and families.

www.paindoctor.com

PainEDU.org

Educational material for clinicians and educators. Includes
downloadable PowerPoint lectures. Integrated with patient
education site PainAction.

www.painedu.org

UMass Center for Mindfulness

List of mindfulness based stress reduction programs.

w3.umassmed.edu/MBSR/

public/searchmember.aspx
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