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Addresses dysfunctional beliefs and
behavioral responses to pain

Education on chronic pain

WHAT DOES
BEHAVIORAL
HEALTH PROVIDE?

Development of effective coping skills
for managing pain

Helping patients to increase quality of
life despite pain

KEY PSYCHOLOGICAL TARGETS
E.R.A.S.E. EMOTIONS/REFLECTIONS

• Beliefs: “Beliefs about the nature of pain, fears of hurting,
harming, and further injury, and self efficacy beliefs are the
most important beliefs to consider.” (Main, 2010)
• Fear: Measurements of fear are better predictors of disability then imaging
or other “physical” measurements, including pain ratings. (Crombez, 1998)
• Addressed though education, normalizing pain (hurt vs harm), behavioral
experimentation, and coping skills development
•

Catastrophizing: Beliefs and descriptions of pain that tend to be
exaggerated
• Addressed through education, Pain Neuroscience Education (PNE),
identification and reframing catastrophic thinking, and increasing
objective descriptions of pain
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DYSFUNCTIONAL PAIN BEHAVIOR
E.R.A.S.E- ACTIONS/ENVIRONMENT

Common Behavioral
Changes related to pain

Increased Pain

• Decreased leisure
activities
• Decreased social
interaction

Increased Focus on
Pain

Increased Stress

• Missed work
• Reduced contact with
family
Duenas, 2016

Maladaptive Biological
and Behavioral
Response
Costigan, 2009

INCREASING SELF EFFICACY
E.R.A.S.E- ACTIONS/ENVIRONMENT

• Pain related behavior to target in treatment
• Avoidance: Anticipated pain leads to widespread reduction in behavior, which can increase rumination on pain, cause
additional distress, and increase psychosocial stressors
• Addressed through exposure, behavioral experimentation, education on effect of reduced activity, normalizing pain
• Passive Coping: A focus on passive or interventional procedures, poor follow through, focus on pain needing to be
“fixed”
• Addressed through increased active coping (self efficacy), accountability, realistic goals, directing a patient toward
functional improvement

• Increased Function vs. Pain Elimination
• Focus on functional goals that can be implemented at the current time
• Consider what the patient values, and what the patient is willing to do de s pite pain
• A c c e ptanc e of pain is as s o c iate d with be tte r mo o d, de c re as e d func tio nal impairme nt, and de c re as e d pain
inte ns ity (R amire z-Mae s tre C , 2014)

EVIDENCE BASED TREATMENT
• Interventions
• Cognitive Behavioral Therapy
• Acceptance and Commitment Therapy
• Emotional Expression and Awareness Therapy
• Mindfulness Based Stress Reduction
• Additional interventions may be utilized but have a smaller evidence base
• Understanding a providers discipline (psychology, counselor, social
work, etc.) and theoretical orientation are important for effective
referral
•

Most behavioral health providers have limited experience in the treatment of pain which may result in
the need for more targeted referral

• Services can be performed individually, in group, via telehealth

COLLABORATING WITH
BEHAVIORAL HEALTH
•

Establish relationships with community providers (even if they do not specialize in pain
treatment)
• Know their theoretical orientation, discipline, specialty, and comfort with pain treatment

•

Who to refer
• Patients demonstrating exte ns iv e fear, av o idanc e be hav io r, pas s iv e co ping , or majo r mo o d
chang e in response to pain
• Individuals with indicators of ce ntral s e ns itizatio n or who are no t pro g re s s ing as expe c te d in
treatment
• Trauma: Individuals who have reported exposure to psychological trauma were 3 times more likely to
have persistent pain, regardless of the type of trauma (Edwards, 2016)

•

Provide Justification for Referral
• Multiple conversations with the patient or referrals may be needed
• Use resources and examples to help patient understand referral, the “its not all in your head talk”

•

Communicate with treatment providers
• Specific targets for treatment (i.e. address fear of pain, or avoidant behavior)
• Coordinate treatment and provide updates

•

Reinforce patient effort and engagement in behavioral health treatment
• Follow up consistently with patient, encourage active use of skills, and provide reinforcement for
progress
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