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Biopsychosocial model 







Emergency Medicine 



No drugs for 
you!

Opiophobia





!
!
Pain Intensity: broadly 
categorized as: mild, 
moderate and severe. 
Numeric scale to rate pain 
intensity where 0 = no pain 
and 10 is the worst pain 
imaginable:!
!
Mild: <4/10!
Moderate: 5/10 to 6/10!
Severe: >7/10!
!
!

Pain as the fifth vital sign

Herring & Clattenberg 2014: NHAMCS ED Data 97-08 
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We’re number 1 !!
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T hink outside the pill 



pain 
treatment 

without 
pills? 



There is no easy fix for pain 





Solution to opioid

• Empathy  

• Solidarity  

• Advocacy  

• Commitment  

• Kindness



Focus Social determinants 
of opioid morbidity

• Relationship based 
• people based 
• low-tech 
• integrity 
• De-medicalized



Focus Social determinants 
of opioid morbidity

• Access to clean safe community 
spaces for health maintenance 
and personal development 

• Access to a supportive network 
of people to assist and problem 
solve
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Highland Hospital—AHS 
Emergency Department  

Opioid Utilization 2006-14: Summary

37% decline from 2006-13 
baseline after guideline 
implementation 

Rationalizing opioid use in 
the emergency department!
Nationally, large increases in opioid 
utilization occurred throughout the 
medical system from 1990-2010 based, 
in part, on overestimation of the 
therapeutic potential of opioids and an 
underestimation of associated risks 
including chronicification of pain and 
dependency.  
!
 June 2014 an opioid guideline was 
implemented in the emergency 
department supported by small group 
discussion and literature review with 
providers, dissemination of guidelines 
into clinical areas, and nursing 
education. 
!
July 2014 significant declines in the 
total and proportion of emergency 
department patients prescribed an 
opioid was observed.

Source: 9/15/2014 Andrew Herring, Glenda Cheng.  Retrospective review, Highland Hospital Emergency Department electronic medical 
record, January 2006- July 2014 



Is pain socially determined? 



16% 

37% 

The report of physical pain 
doubled in the low income group



Increased pain 
and disability 
associated 

with low SES 
neighborhoods
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Why? 



Chris J Main , Amanda C de C Williams 
DOI: 10.1136/bmj.325.7363.534 Published 7 September 2002



Poverty
social 
disempowerment 

Medicalization of
Suffering

Iatrogenic 
Opioid
addiction

Lack of support
or treatment

?



If you look at people who seek a lot of care in American 
cities for multiple illnesses, it's usually people with a number 
of overwhelming illnesses and a lot of social problems, like 
housing instability, unemployment, lack of insurance, lack of 
housing, or just bad housing.
Paul Farmer

Focus Social 
determinants of 
opioid morbidity



Focus Social determinants 
of opioid morbidity

• Relationship based 
• people based 
• low-tech 
• De-medicalized



Focus Social determinants 
of opioid morbidity

• Access to clean safe community 
spaces for health maintenance 
and personal development 

• Access to a supportive network 
of people to assist and problem 
solve



Patient 1
• 28 year old female recently discharged 

from jail presents requesting refills of 
Soma, Norco, and lorazepam. 

• She explains that she was shot 2 
years ago and reports PTSD, insomnia, 
and chronic leg pain



Patient 1

• Is this patient doctor shopping? 

• What is the role of prescription drug 
monitoring in this patient?





Good  
opioid patient

Bad  
opioid patient



Good  
opioid patient

Bad  
opioid patient

“real pain” drug seeking 
“needs surgery” 

legitimate suffering 

addict

illegitimate 
suffering 



T he immaculate 
prescription 







Patient 2

• 52 year old woman with 
chronic back pain, diabetes, 
arthritis.  Presents with back 
pain having run out of Norco.  
She is crying. 



Patient 2

• What is the role of an opioid 
prescribing guideline? 

• What is the role of limiting 
opioids to a single provider? 
(referring to PMD for refill) 



Thinking about pain: !
!
The same intensity of  nociceptive 
stimulation can give rise to varying 
conscious  perceptions of pain!

Pain related coping associated with 
chronic pain and disability 
!
Catastrophizing: a tendency to 
magnify or exaggerate the threat 
value or seriousness of pain 
sensations  
!
Kinesiophobia: fear of movement!
!
Low self-efficacy:  low confidence in 
one’s ability to carry out necessary 
activities despite pain; low 
confidence in one’s ability to reduce 
pain without medications.!
!
!
!

(Lethem J, Slade PD, Troup JDG, Bentley G. Outline of fear-avoidance model of 
exaggerated pain perceptions. Behav Res Ther 1983; 21: 401-408
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Patient 3
• 32 year old male, end stage renal 

disease on HD.  

• History of substance abuse 

• Requests hydromorphone and 
benadryl



Patient 3
• What is the role of pain 

contract? 

• Opioid limits? 

• Naloxone kit?



Focus on the Social 
determinants of opioid 

morbidity

• Relationship based 
• people based 
• low-tech 
• De-medicalized



Social determinants of 
opioid morbidity

• Access to clean safe community 
spaces for health maintenance 
and personal development 

• Access to a supportive network 
of people to assist and problem 
solve



Focus Social determinants 
of opioid morbidity

• Access to clean safe community 
spaces for health maintenance 
and personal development 

• Access to a supportive network 
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solve
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Top Ten issues for the 
biopsychosocial pain pracitioner
• Catastrophizing and the expression of pain 

• Understand the limits of judgement; connect, don’t 
judge 

• Connect before you prescribe 

• Maintain integrity  

• offer help without offering a pill



These approaches represent movement toward an egalitarian 
relationship in which the clinician is aware of 

and careful with his or her use of power. \ 

Underlying the analysis of power in the clinical relationship is the issue of how the clinician 
handles the 
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BIOPSYCHOSOCIAL MODEL 25 YEARS LATER 

strong emotions that characterize everyday practice. On the one hand, there is a reactive clinical 
style, in which the clinician reacts swiftly to expressions of hostility or distrust with denial or 
suppression. In contrast, a proac- tive clinical style, characterized by a mindful openness to 
experience, might lead the clinician to accept the patient’s expressions with aplomb, using the 
negative feelings to strengthen the patient-clinician relationship.35 The clini- cian must 
acknowledge and then transcend the tendency to label patients as “those with whom I get along 
well” 

or “difficult patients.” By removing this set of judgments, true empathy can devolve from a sense 
of solidarity with the patient and respect for his or her humanity, leading to tolerance and 
understanding.18 Thus, in addition to t 

If you look at people who seek a lot of care in American cities for multiple illnesses, it's usually 
people with a number of overwhelming illnesses and a lot of social problems, like housing 
instability, unemployment, lack of insurance, lack of housing, or just bad housing.

Paul Farmer

Read more at http://www.brainyquote.com/quotes/authors/p/
paul_farmer.html#d7ZQcIhvHg317ce7.99

http://www.brainyquote.com/quotes/authors/p/paul_farmer.html#d7ZQcIhvHg317ce7.99


pain 
treatment 

without 
pills? 



!
!
Pain Intensity: broadly 
categorized as: mild, 
moderate and severe. 
Numeric scale to rate pain 
intensity where 0 = no pain 
and 10 is the worst pain 
imaginable:!
!
Mild: <4/10!
Moderate: 5/10 to 6/10!
Severe: >7/10!
!
!

Pain as the fifth vital sign

Herring & Clattenberg 2014: NHAMCS ED Data 97-08 



“DOC, 
 I NEED SOMET HING  

ST RONGER”



morphine (0.5 mg/kg orally) or ibuprofen (10 mg/kg) 

“DOC, 
 I NEED SOMET HING  

ST RONGER”



325mg   
Acetaminophen

5mg  
hydrocodone





Good  
opioid patient

Bad  
opioid patient



Good  
opioid patient

Bad  
opioid patient

“real pain” drug seeking 
“needs surgery” 

legitimate suffering 

addict

illegitimate 
suffering 



T he immaculate 
prescription 








