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We’ve heard about the objectives of the Military Health System’s pain campaign.  This section focuses on assessment and treatment of pain in the Stepped Care Model for pain. 
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∎ He is also the Chair of the Defense Health Agency Primary Care 
Clinical Community. 
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River- Navy Medicine Readiness and Training Command.

∎ CAPT Dorey is Board-Certified in Pediatrics and qualified as a 
Surface Warfare Medical Department Officer.
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Disclosures

 CAPT Dorey has no relevant financial or non-financial relationships 
to disclose relating to the content of this activity.

 The views expressed in this presentation are those of the presenter 
and do not necessarily reflect the official policy or position of the 
Department of Defense, nor the U.S. Government.

 This continuing education activity is managed and accredited by the 
Defense Health Agency J-7 Continuing Education Program Office 
(DHA J-7 CEPO). DHA J-7 CEPO and all accrediting organizations do 
not support or endorse any product or service mentioned in this 
activity.

 DHA J-7 CEPO staff, as well as activity planners and reviewers have 
no relevant financial or non-financial interest to disclose.

 Commercial support was not received for this activity. 
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Learning Objectives 

At the conclusion of this activity, participants will be able to:

1. Summarize ways to collaborate with patients to create pain 
treatment goals that are achievable and relevant to the 
patient.

2. Analyze how to refer and connect appropriate patients with 
chronic and acute pain for cognitive behavioral therapy for 
pain. 

3. Recognize indications for prescribing Naloxone to patients.
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Learning Objectives
Treatment Goals in the Stepped Care 
Model (SCM) for Pain

Collaborate with patients to impact the following pain treatment goal areas:
• Prevent chronic pain.
• Improve function and well-being.

‒ Manage (not eliminate) pain.
‒ Decrease pain interference.
‒ Improve level of functioning and quality of life.

• Increase activity level, reduce inactivity/deconditioning.
• Decrease co-morbidities (depression, anxiety, insomnia, etc.).
• Understand and address biopsychosocial contributors to pain.
• Incorporate alternatives to medications and safer prescription practices.

Incorporate short-term SMART goals in working toward the long-term goal.
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Presentation Notes
To set the stage for the Stepped Care Model and assessment and treatment of pain it is important to understand the goals we are trying to achieve with our patients.  In the past, goals of pain care were largely focused on reducing pain intensity or getting pain to a zero.  Unfortunately, that was often accompanied by a decrease in function and an increase in side effects of pain treatment, sometimes series and fatal.   We have learned to aim for goals which are achievable and increase function and quality of life.  Take a look at the goals listed and take a moment to think about which of these you have discussed and made with your patients.  



The Pain Cycle

Chronic pain

Decrease activity/
deconditioning

Negative 
emotions and 

thoughts

Avoidance/
withdrawal

Distress/
disability

THE COSTS OF INACTIVITY:
• More pain
• Poorer physical fitness
• Less time with family and friends
• Depressed mood or increased 

irritability
• Lower self-esteem
• Increased strain on relationships
• Decreased quality of life

(Beehler et al,  2017)

Contrast this with readiness and achieving 
pain treatment goals.
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The experience of pain is complex and many factors can impede the recovery process and even worsen the experience.  We frequently see that pain can cause an individual to limit their activity which can lead to the costs to the patient listed here.  Note that inactivity often cases the opposite of what we are trying to achieve with our treatment goals.  Our objective will be to understand the patients pain experience and to help them move towards their goals and break this cycle of pain.



Defense and Veterans 
Pain Rating Scale (DVPRS)

• DVPRS is the standard pain rating scale for the Military Health System 
(MHS).

• DVPRS has 2 parts:
‒ Two pain intensity questions that are completed on all patients.
‒ Four supplemental questions measuring impact of pain on activity, 

sleep, mood and stress and that are completed on:
 Patients with pain ratings of 4 or above. 
 Patients not responding to the expected course of recovery.
 Secondary level appointments.

• A copy of the scale must be available for the patient to see each time it is 
used.

(Defense and Veterans Pain Rating Scale, 2016)
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Presentation Notes
To begin understanding the patient’s pain experience, we use the Defense and Veterans Pain Rating Scale.   (Highlight the information in each bullet.)



Defense and Veterans Pain Rating Scale 
(DVPRS) Video

Why Use the DVPRS?
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Presenter
Presentation Notes
Joint Pain Education Program Videos. (Producer). (2016). Defense and Veterans Pain Rating Scale (DVPRS) [Video file]. https://vimeo.com/174237044

Show 3:08-7:00


Before the video:  Let’s watch a video which provides additional information about the DVPRS.

After the video:  While the DVPRS is not a complete biopsychosocial assessment on its own, you can see why the DoD uses the DVPRS in assessment of pain and to support conversations with patients about pain, and how it directly relates back to our pain treatment goals of improving function and quality of life with improvement of sleep, activity, mood, and stress.   



Learning ObjectivesStepped Care Model for Pain 
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Presentation Notes
To further the assessment and treatment, the DoD uses the Stepped Care Model for pain as seen in this graphic.  The tab oval is self-management which encompasses all the levels.  The light blue oval is the primary level and consists of the appointment with the primary care manager or PCM, and other staff that are an important part of the appointment with the PCM.  The secondary level in the darker blue incorporates other providers within the patient-centered medical home.  The maroon tertiary level includes the wide variety of providers outside of the patient-centered medical home.  Ideally this is a comprehensive pain clinic, although it could also be referrals to other providers such as surgeons, rheumatology, Physical Medicine and Rehabilitation, Specialty Behavioral Health, and many others.

So, what is the difference is between this and what has always been done in primary care?  For example, it may be usual in primary care to either see the patient as a PCM (primary level) and handle the issue, or refer outside of the primary care clinic (tertiary level).  While that may still occur in the stepped care model, important differences in the SCM include the emphasis on self-management for all patients and at all levels, and the secondary level  which consists of other assets in primary care like the BHC, clinical PharmD, PT when available in the medical home, and other assets.  Used optimally, the secondary level can provide powerful tools for patients in the management of the pain experience.



Learning ObjectivesFlexibility within the SCM

• Movement between levels is not always linear. 
• Movement between levels does not occur in a specific timeline.
• All care should begin with a biopsychosocial assessment used for case 

conceptualization and to guide level appropriateness.
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Presentation Notes
Moving through the steps of the stepped care model isn't always linear.  There are some patients who may need to go to a physical therapist, surgeon, or other specialist immediately.  Another example of this is that the behavioral health consultant located in the patient-centered medical home is in the secondary level, but can and should be looped in immediately as part of the treatment plan in cases of acute pain when a patient has a style of catastrophizing, co-morbid depression, fear of movement or pain, or other psychosocial stressors.




Learning Objectives
Collaborate to Develop a Structured, 
Comprehensive Treatment Approach

The treatment approach should reflects the complex biopsychosocial nature of 
the pain experience and may include: 
• Physical activity/movement.
• Diet and lifestyle changes (smoking, 

drinking, food, activity, sleep).
• Patient’s resources and supports.
• Thoughts and emotions impacting mood 

and stress levels.
• The deeper meaning of pain and 

surrounding personal story. 
• Non-pharmaceutical physical and 

behaviorally-based treatments.
• Safer medication approaches when used.
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(Beehler et al, 2018)

(Beehler et al, 2017)

Presenter
Presentation Notes
Chronic pain impacts and is impacted by a variety of biopsychosocial factors specific to that patient similar to diabetes, asthma, and other chronic diseases.  Our assessment of patients should aim to understand these factors, and our treatment approach should reflect the specific factors we have identified.  Among other things, the structured comprehensive approach to pain may include a treatment plan made up of physical activity, diet and lifestyle change to improve sleep, nutrition, meaningful activities, and decrease tobacco and alcohol intake. (Highlight as many as desired.)  Safer medication approaches including risk reduction when opioids are used will be discussed later in the training.



Learning Objectives

Essentials of Good Pain Care Video

The Importance of Education, Self-
Management, and a Team Approach
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Joint Pain Education Program Videos. (Producer). (2016). Essentials of Good Pain Care [Video file]. Available from https://vimeo.com/185018655

Show 0:44-4:58


Before video:  Let’s hear more about the essentials of good pain care.

After video: To view the video in it’s entirety and to check out other pain videos, visit the DVCIPM website. We’ve heard about the importance of education, self-management, and a team approach.  Let’s talk more about the Secondary level of the SCM for pain.



Roles in Secondary Level or 
Patient-Centered Medical Home 
(PCMH) Neighborhoods

The PCMH may have one or more of the following available:
• Behavioral health consultant
• Integrated clinical pharmacist
• Physical therapist
• Military Treatment Facility (MTF) or community resources, e.g., massage 

therapy, yoga or tai chi classes.
• Provider with complementary and integrative health and medicine (CIHM) 

expertise in managing pain (e.g., acupuncture, osteopathic manipulative 
treatment, etc.).

• Pain Extension for Community Healthcare Outcomes (ECHO) support.

Providers should know what is available in and outside of their MTF, and make 
patients aware of their options for treating pain.

• Physical therapist.
• Dietician or nutrition expert.
• Chiropractor.
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Presenter
Presentation Notes
Self-explanatory.  After presenting the slide I suggest letting the viewers know we will talk more about the behavioral health consultant and integrated clinical pharmacist.



Spotlight:
Behaviorally-based Treatments

• Veteran A/DoD Clinical Practice Guideline for Diagnosis and Treatment of Low 
Back Pain1:
– “Strong for” recommendation for cognitive behavioral therapy (CBT) due to 

moderate quality evidence.
– “Weak for” recommendation for mindfulness-based stress reduction (MBSR).
– Benefits of CBT and MBSR outweigh harms or burdens to the patient. 

• Numerous reviews support efficacy of CBT, as compared to usual care and wait-
list in a variety of specific types of chronic pain.2

– Small to medium effects on pain intensity, catastrophizing, and mood.
– Small effects on pain-related disability and activity interference.

1. (Diagnosis and Treatment of Low Back Pain Work Group, 2017)
2. (Ehde et al, 2014)
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Note that all BHCs are being trained to deliver brief CBT for acute and chronic pain, note that the “weak for” for MBSR is still a for recommendation.



Learning Objectives
Behavioral Health Consultants (BHCs) 
Intervention: Overview of
Brief CBT for Chronic Pain (CBT-CP)

For chronic pain:  Behavioral Health Consultants (BHCs) use a brief CBT-CP 
protocol of three-seven, 20-30 minute appointments.  Modules 
(appointments) include:
• Education and goal identification.
• Activities and pacing.
• Relaxation training (two appointments).
• Cognitive coping (two appointments).
• Pain action plan.

(Beehler et al, 2017)
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Presenter
Presentation Notes
Info for speaker on the appointments:

Setting goals:
Brief CBT-P aims to improve quality of life and address long-term goals:
Reducing negative impact on pain on daily life.
Improving physical and emotional functioning.
Increasing effective coping skills for managing pain.
Reducing pain intensity.
Patients create SMART (Specific, Measurable, Achievable, Relevant, Trackable) goals accomplished toward the above aims.  
What would the patient like to do more of or do better?
What did the patient like to do for fun?  If unable to do that activity, what was it about that activity that made it meaningful?

2: Activities and Pacing
Cycle of over/under-activity causes:
Pain flares.
Increased stress and anxiety.
Decreased efficiency.
Low self-esteem.
Activity avoidance.
Avoid inactivity by scheduling pleasant or meaningful activities.
Use time-based pacing (or activity planning) to break large jobs into manageable pieces.

3. Relaxation Tecihniques (two appointments):
Example relaxation techniques:
Deep breathing exercise.
Progressive muscle relaxation.
Guided imagery.

4. Cognitive coping (two appointments)
Understanding the relationship between thoughts and pain.
Identifying cognitive distortions related to pain (e.g., catastrophizing, should statements, all or none thinking, etc.).
Recognizing unhelpful thoughts.
Developing “go-to” coping statements meaningful to the patient.

5. Pain action plan:
Collaboratively developing the pain action plan that the patient will use in their day to day experience and when exacerbations occur.



Learning Objectives
BHC Intervention:
Brief CBT for Acute Pain (CBT-AP)

• What should prompt you to refer a patient with acute pain to the BHC?
‒ Pain catastrophizing. 
‒ Fear-avoidance beliefs or behavior.
‒ Depressive symptoms. 
‒ Other concerning psychosocial factors

• BHCs use a brief CBT-AP protocol of up to five, 20-30 minute 
appointments.  Modules (appointments) include:
‒ Assessment, Engagement, Education.
‒ Fear of Movement and Activities.
‒ Relaxation. 
‒ Cognitive coping (two appointments).

(Psychological Health Center of Excellence., 2018)
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Presentation Notes
Patients with pan do not need to be complex or have behavioral health comorbidities to benefit from CBT for pain.  Aim for including the BHC as part of your usual practice when caring for patients with acute or chronic pain.  In acute pain, it is particularly important to include the BHC when a patient has a style of pain catastrophizing, fear avoidance beliefs or behavior, depressive symptoms or other concerning psychosocial factors.



Learning Objectives
BHCs Support Treatment of Pain 
in a Variety of Ways:

• Biopsychosocial assessment. 
• Brief cognitive behavioral therapy (CBT) for chronic pain.
• Brief CBT for acute pain (particularly for patients with depression, fear of 

movement/avoidance, catastrophizing, psychosocial stressors, etc.)
• Behavioral activation.
• Skills training for intense pain episodes.
• Trouble-shooting barriers in adhering to PCMH team’s treatment plan 

(self-management, medications).
• Addressing co-morbid concerns (e.g., sleep, mood symptoms, risk, 

nutrition and other health behaviors).
• Following-up with the patient in continuity consultation for “boosters.” 

(Hunter et al, 2017)
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BHCs support the treatment of pain in other ways as well.   For example, when patients are not ready to change behaviors related to pain, the BHC can incorporate motivational interviewing interventions to support their readiness for change.



Role of Integrated Clinical Pharmacist, 
1 of 2

• All pharmacists can dispense Naloxone according to DHA-Procedural 
Instruction (DHA-PI) 6025.07 guidelines.

• Embedded clinical pharmacists consult with PCMs to:
‒ Give recommendations related to pain medications (e.g., 

appropriateness of medication and dosing, interactions, side-effects, 
medication adherence, and eligibility for Naloxone).

‒ Provide recommendations regarding a comprehensive treatment plan 
for pain.
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Presenter
Presentation Notes
Highlight pharmacists for naloxone.   In addition, clinical pharmacists can provide recommendations related to pain medication....



Role of Integrated Clinical Pharmacist, 
2 of 2

• Privileged clinical pharmacists can:
‒ Provide medication therapy management of non-opioid 

pharmacotherapy, perform limited physical assessments, prescribe 
appropriate non-opioid pharmacotherapy, and order/interpret 
relevant laboratory tests.

‒ Provide medication therapy for opioid pharmacotherapy; design and 
monitor opioid tapers; order and interpret urine drug tests; and 
provide patient education on opioid informed consent, sole provider 
agreements, Naloxone use, and safe medication disposal.  Some 
privileged clinical pharmacists can prescribe opioid pharmacotherapy 
(including opioid tapers) and perform auricular acupuncture.
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Presentation Notes
The distinction on this slide is that some clinical pharmacists are privileged to do the things mentioned above.



Collaborate with Patients for a Well-
Developed Pain Treatment Plan

Figure courtesy of Dr. Diane Flynn (2018)
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Presentation Notes
This figure, courtesy of Dr. Diane Flynn at Madigan Army Medical Center, provides a useful way for providers and patients to visualize their care plan.  Note the central importance of self-management to any care plan.




Learning Objectives
Summary:  Overview of Provider 
Actions in the Treatment of Pain

• Complete a biopsychosocial assessment (history, exam, labs/rad as needed).
• Provide pain education (e.g., pain cycle) and support self-management with 

the aid of the self-management trifold and pain exit handout. 
‒ Collaboratively determine long-term broad pain treatment goals.
‒ Identify factors that impact the pain experience to inform short-term 

goals.
‒ Use long-term treatment goals and identified factors that impact the 

pain experience to collaboratively determine short-term goals.
• Collaboratively develop a comprehensive treatment approach that includes 

other team members in the secondary and tertiary levels as appropriate.  
• If opioids are used, include lower risk prescription practices and other 

methods of risk reduction. 
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Presentation Notes
Summary slide prior to moving to next section which I will believe will be a deeper dive in physical, behavioral, and complementary treatment modalities.



Team Approach Example: Opioid 
Education Naloxone Distribution

Indications for Naloxone include (only need one):
• Long-term opioid therapy (any 90 days over the last 180)
• Morphine equivalent daily dose (MEDD) of 50 or above
• Risk Index for Overdose or Serious Opioid-induced Respiratory Depression 

(RIOSORD) score above 32
• Co-prescription of opioids and benzodiazepines
• Additional indications include a substance use disorder, alcohol use, a 

mental health disorder, and other patients at high risk of experiencing an 
overdose. 

How might the greater military health system team work together to create 
opportunities for opioid education and Naloxone distribution?
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The remainder of this webinar has a focus on opioids.  Let’s look at an example of how the medical team at each level of the stepped care model can work together for the safety of patients.  In the case of opioid education and naloxone distribution, for example, there are many opportunities to get this potentially life-saving medication to patients,  including by the provider when opioids are prescribed, at the pharmacy winder, at appointments unrelated to pain or opioids.   Non-prescribing providers (e.g., BHC) may identify that the patient has an indication for naloxone and should use the opportunity to link the patient to clinical pharmacist or PCM, etc.



Key Takeaways

1. Collaborate with patients to create and impact appropriate pain 
treatment goals.

2. Use the DVPRS including supplemental questions when indicated as part 
of a biopsychosocial assessment of pain.

3. Include other team members in a comprehensive pain treatment plan 
that addresses biopsychosocial factors, includes non-pharmacologic 
treatments, supports self-management, and minimizes risks.
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