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AbstrACt
The current health system aims to cope with the epidemic 
of chronic pain. The narrative urgently needs to be reset 
to one that strives for excellence. This reflection illustrates 
what excellence may look like and also highlights where 
system biases are preventing positive change from 
occurring.

Chronic pain is more prevalent in the US 
population than diabetes, heart disease and 
cancer combined. It disproportionately 
affects the elderly, the economically disadvan-
taged and women.1 Globally, chronic pain, 
including lower back pain, neck pain and 
headache, are among the leading causes of 
years lived with disability.2 Yet primary care 
practices and providers often lack the support 
and training to address the magnitude of 
this problem, fuelling an overreliance on 
medication monotherapy, including opioids. 
Better integration of effective behavioural 
pain management principles and practices 
within primary care is one key method for 
addressing this epidemic of pain.

The problem starts early in training. 
Medical students are exposed to negative 
attitudes towards people with chronic pain.3 
Time spent on chronic pain is low, with 80% 
of North American medical schools having 
no formal chronic pain curriculum.4 Despite 
this, there are examples of undergraduate 
medical curricula embracing efforts to teach 
an integrated model of chronic pain manage-
ment, resulting in empowered medical 
students with confidence to provide future 
excellent care.5

The logic is easy to follow. If a patient pres-
ents in pain, prescribe a painkiller. But this 
does not treat the multifaceted, nuanced 
nature of chronic pain, and with prolonged 
use, increases the likelihood of disability and 
other correlates of poorly managed pain.6 Of 
the individuals who misuse pain relievers, up 
to six out of ten do so to relieve pain.7 Treat-
ment options for chronic pain need urgent 
improvement. Something must change.

We know what works: Access to a full range 
of behavioural, social and physical health 
services in a patient- centred context, over-
seen by a consistent primary care provider 

(PCP).8 9 There are many examples of inte-
gration success, and these have taken a variety 
of bidirectional forms. The important under-
lying principle is the linkage of programmes, 
activities and professionals to promote 
holistic, patient- centred care. An appreci-
ation of the need for integration is the first 
step, followed by co- operation, collaboration 
and then full partnership. Co- location of a 
behavioural health professional is the begin-
ning, but full integration requires them to be 
part of primary care team huddles, the prac-
tice of warm hand- offs and to fully participate 
in the patient journey. Simple steps like equi-
table sharing of clinical space and involve-
ment in the social fabric of a practice can 
help set the right trajectory for team collab-
oration. Clinicians report greater levels of 
care satisfaction and patients record greater 
quality- of- life scores with these innovative 
arrangements.10 By seeking regular feedback 
on these real- world components of integra-
tion, practices can bypass common struggles 
in fully integrating staff.

PCP support is crucial in an integration 
process as providers can advocate for and act 
as the gatekeepers to appropriate behavioural 
health services. Cognitive- behavioural 
therapy (CBT) is a gold- standard interven-
tion for chronic pain, yet is frequently seen 
as an add- on to medication approaches, and 
therefore underused as an important treat-
ment in primary care settings.11 12 CBT can 
be incorporated into more accessible formats 
in exciting new ways, from online versions 
to single intensive sessions, to numerous 
apps, videos and websites for improving self- 
management. Recent trials have shown more 
flexible, app- based CBT options to be accept-
able alternatives.13 Discussion with patients 
about the modality that best suits their life-
style is likely to improve their compliance and 
acceptance with this important component of 
treatment.

But patients deserve even more than this. 
All too often, evidence- based behavioural 
health interventions are held to ‘double 
standards’ when compared with medical or 
surgical equivalents. We talk about cost savings 
and potential reductions in absences at work 
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when discussing behavioural intervention efficacy. While 
such benefits may at times hold true, the discussion illus-
trates a deeply held, systemic level bias—that behavioural 
interventions must reach a higher level of effectiveness in 
order to be justifiable. Never would this apply to medical 
specialties; cost saving in novel oncology or heart disease 
interventions is unheard of. In comparison, pain and 
behavioural interventions are poorly understood and 
even more poorly valued.

This systemic bias is partly due to the stigma of chronic 
pain and opioid addiction. Providers need to recognise 
that patients may be reluctant to disclose symptoms if they 
feel they may be dismissed or suspected of exaggeration. 
Countering these presumptions requires a shift of consul-
tation approach: affirm symptoms disclosed, reassure 
that many other patients suffer from similar symptoms 
and emphasise the evidence- based treatments that cover 
biological, psychological and social aspects of pain. Just 
as appropriate imaging and labs should be requested, an 
explanation of central sensitisation as the likely patholog-
ical mechanism for chronic pain must also be provided. 
The larger message is that these symptoms are valid, have 
a cause and can be addressed through a variety of effec-
tive treatments.

Providers and practices should aspire for a proactive, 
rather than reactive, approach. If a patient in pain is 
approaching the 3- month point (the somewhat arbitrary 
but defining point when pain is classified as chronic), 
providers should think proactively, identifying whether 
this patient is at risk. In the same way there is a ‘bundle’ 
of services patients with other conditions have access to 
at the point of diagnosis, this should be the case with 
chronic pain. At diagnosis, patients could be directed on 
a supported but structured ‘pain pathway’ where refer-
rals to all key health professionals are made automatically. 
Review appointments with the PCP scheduled, so progress 
can be tracked and additional referrals made as appro-
priate. This way, accessing services is not based on ability 
to self- advocate but rather on the presence of a diagnosis 
and clinical need. Such practices would promote health 
equity and help ensure the most vulnerable get access the 
care they need.

Providing appropriate, holistic care to this patient 
group can seem daunting. Attempting to address the 
biological process and social needs and psychological 
components of chronic pain may appear to consume 
time and invite issues, such as social needs, that providers 
may feel they are unable to address. Yet, this is precisely 
why integration is required. The nature of chronic pain 
means that treatment involves these components and that 
healthcare professionals operating in silos cannot deliver 
best- quality, evidence- based care. Treatment of chronic 
pain needs to be publicly re- framed as a condition, like 

any other, that deserves proactive, evidence- based treat-
ment. Healthcare delivery should be restructured to 
ensure that healthcare needs of the most vulnerable are 
met. This is a call to action for practices and providers to 
strive for excellence, not simply survival, in care for this 
patient population.
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