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Webinar Learning Objectives

• Participants will 

learn the difference 

between tolerance, 

physical 

dependence, 

withdrawal and  

addiction. 

• Participants will 

identify how 

race & culture 

intersects with 

pain and

chronic disease 

treatment. 

• Participants will 

discuss how 

chronic pain & 

chronic disease 

impacts mental 

health and learn 

the counselor's 

role in the 

treatment of it. 

1 32



Which of the following best describes your 

professional affiliation? 

a. Physician 

b. Nurse 

c. Counselor/Therapist

d. Social Worker 

e. Psychologist



• Leading cause of mortality in the world

o Represents 63% of all deaths

• Causes 7 in 10 deaths each year in the United States.

• 133 million Americans (almost 1 in 2 adults) live with at least one 

chronic illness.

• More than 75% of health care costs are due to chronic conditions.

• Affect people of all ages throughout the lifespan.

Chronic Diseases



• Chronic diseases affect vulnerable populations at greater 

rates:

o Racial/ethnic disparities

o Rural/urban disparities

o Socioeconomic status disparities

o No to Low Education

Disparities and Chronic Disease



• Cardiovascular Disease

• HIV/AIDS

• Diabetes

• Lupus

• Sickle Cell Disease

• Hypertension

• Heart Disease

• Asthma

Most Common Chronic Diseases Among Minorities



• Up to 50 million Americans live with chronic pain at 
any given time 

• Approximately 20% of U.S. adults had chronic pain 
and 8 percent had high-impact chronic pain—
meaning pain that limited at least one major life 
activity. 

• Chronic pain has been linked to restricted mobility, 
opioid dependency, anxiety, depression, and 
reduced quality of life, and it contributes to an 
estimated $560 billion annually in direct medical 
costs, lost productivity, and disability programs in the 
United States.

Prevalence of Chronic Pain



• Chronic pain is often defined as any pain lasting more than 12 weeks. 

Chronic pain persists—often for months or even longer.

• Chronic pain is classified by pathophysiology as nociceptive (due to 

ongoing tissue injury), neuropathic (resulting from damage to the brain, 

spinal cord, or peripheral nerves), or a mixture of these, combined with 

negative psychosocial effects. 

Chronic Pain: Definition



• Tolerance: Tolerance is defined as a person’s diminished response to a drug that is 
the result of repeated use 1. People can develop tolerance to both illicit drugs and 
prescription medications. Tolerance is a physical effect of repeated use of a drug, not 
necessarily a sign of addiction. For example, patients with chronic pain frequently 
develop tolerance to some effects of prescription pain medications without 
developing an addiction to them. 

• Dependence: The words dependence and addiction are often used interchangeably, 
but there are important differences between the two. In medical terms, dependence 
specifically refers to a physical condition in which the body has adapted to the 
presence of a drug. If an individual with drug dependence stops taking that drug 
suddenly, that person will experience predictable and measurable symptoms, known 
as a withdrawal syndrome.

Chronic Pain: Important Terms & Definitions



• Addiction: According to the National Institute on Drug Abuse (NIDA), addiction is 
a “chronic, relapsing brain disease that is characterized by compulsive drug seeking 
and use, despite harmful consequences” 7. In other words, addiction is an uncontrollable 
or overwhelming need to use a drug, and this compulsion is long-lasting and can return 
unexpectedly after a period of improvement.

• Psychosomatic Pain or Psychogenic Pain/Somatoform Disorders: A pain condition 
linked to psychological causes or triggers and may be classed as 'medically unexplained'. 
Psychosomatic means affecting mind and body. Patient experiences physical symptoms that 
are inconsistent with or cannot be fully explained by any underlying general medical or 
neurologic condition. 

• Pseudoaddiction: A controversial term coined to describe aberrant drug-related behaviors, 
that resemble those of patients with addiction but actually result from inadequate treatment 
pain. 

Chronic Pain: Important Terms & Definitions



What psychological issues do people living 

with chronic diseases face?

a. They don’t face any specific psychological 

issues.

b. They’re psychological issues are no different 

than those living without a chronic disease.

c. They have higher rates of depression only. 

d. They have higher rates of anxiety and 

depression. 



• Reciprocal Relationship:    Pain →Psychological 
processes.

• Attention
• Increased focus on painful stimuli will likely result in great pain 

intensity

• Cognition/Thinking
• Pain interpreted as sensory information is perceived as less 

intense and individuals experience less functional impairment.

• Perceived control over pain will be perceived as less intense.

• Pain catastrophizing has been linked to more physical 
impairment, disability, and greater psychological distress,  
including risk of suicide.

Psychological Aspects of Chronic Pain



• Emotional Reactions

• Pain often leads to negative emotions such as fear, anger, and sadness

• Emotional responses can trigger autonomic processes such as stress-related 

muscle constriction which can become a self-perpetuating cycle

• Behavioral Reactions – Social aspects of chronic pain

• Pain often results in a reduction in activity

• Long-term reduction in activity, or kinesiophobia, serves to increase pain and 

disability

• Avoidant behaviors are reinforced 

Fear of potential future injury

Family and friends may experience reduced expectations

Psychological Aspects of Chronic Pain



• Psychiatric Co-morbidity – Mostly Anxiety & 

Depression.

• Between 30-60% of individuals with pain report 

having comorbid Depression.

• Approximately half of patients with depression 

report pain.

Psychological Aspects of Chronic Pain:

Mental Health Diagnoses



Co-Morbid Behavioral Health & Chronic Medical Conditions

Chronic Medical

Condition

% with

depression/anxiety

% treated for 

depression/anxiety

Arthritis 32.3% 7.1%

Hypertension 30.5% 5.5%

Chronic Pain 61.2% 5.9%

Diabetes Mellitus 30.8% 5.2%

Asthma 60.5% 6.8%

Coronary Artery Disease 48.2% 5.7%

Cancer 39.8% 5.7%

2006 Milliman, Inc US Health Care Study



• Unhealthy Thinking Styles
o All or Nothing

o Over-generalizing

o Mental Filter

o Jumping to Conclusions

o Disqualifying the positive

o Magnification/Catastrophizing & Minimization

o Should / Must

o Personalization: This is my fault

o Emotional Reasoning

o Labeling

• Example:
Pain Catastrophizing - Outcomes much worse with 

catastrophizing
o Longer hospital stays

o More pain meds

o Greater functional impairment

Psychological Aspects of Chronic Pain



Psychological Aspects of Chronic Pain: Unhealthy 

Thinking Styles



Psychological Aspects of Chronic Pain: 

Unhealthy Thinking Styles



• Chronic pain is associated with increased risk of suicide

• Individuals with chronic pain are 2-3 times more likely to report suicide 

ideation

• Individuals with persistent pain are 2x more likely to die by suicide

• 17-66% of people with chronic pain report serious thoughts of suicide

• 20% of people with pain report a suicide attempt in their lifetime

Chronic Pain & Suicide



• High prevalence of mental 

disorders and chronic conditions.

• Having a mental health disorder 

is a risk factor for developing a 

chronic condition (and vice 

versa).

• The pathways causing co-

morbidity are complex and 

bidirectional.

Why Are Rates of Co-morbidity So High?

Goodell, Druss, and Reisinger Walker.  Mental 

disorders and Medical Comorbidity.  Policy Brief. 2011.



RACE, ETHNICTY & PAIN



Context for InEquality In US and Medicine:
The Seeds of Race-Related Health Stigma



Stigma Defined

• A mark of discredit or shame

• A stain, a spot or a scar

• A mark of Disgrace or Dishonor

o Can be associated with a circumstance, quality, or person.

• An identifying Mark or Characteristic

o A diagnostic sign of a disease or disorder



Pathophysiology Of Pain, Disease & Health In African Americans Has a 

Complex Interaction Between Biological & Psychological Social 

Processes

Biological

Cognitive/

Behavioral
Emotional

Chronic

PAIN

Social Context

Social ContextSocial Context



• What is it?:

• Historical trauma is most easily described as multigenerational trauma 
experienced by a specific cultural group. 

• Historical trauma can be experienced by “anyone living in families at 
one time marked by severe levels of trauma, poverty, dislocation, war, 
etc., and who are still suffering as a result” (Cutler, n.d.)

• Historical trauma is cumulative and collective. The impact of this type of 
trauma manifests itself, emotionally and psychologically, in members of 
different cultural groups (Brave Heart, 2011). 

• Webster’s definition of trauma is a bodily or mental injury usually caused 
by an external agent.

Historical Trauma



These populations would be susceptible to 

Historical Trauma? (i.e., Native Americans, 

African Americans, Hispanics, Immigrants, 

People living in poverty.)

a. True

b. False



• Who is Impacted by Historical Trauma?

o American Indians/Native Americans

o Immigrants 

o People of Color (African-Americans/Blacks) 

o Families Living in Poverty

Historical Trauma



American Indians/First Nations Peoples 

• This population has been exposed to generations of violent colonization, 

assimilation policies, and general loss. 

• Example of Stressor: The Americanization of Indian Boarding Schools and the 

forced assimilation among their students. 

• Current Manifestations: “High rates of suicide, homicide, domestic violence, 

child abuse, alcoholism and other social problems.” (Johnson, n.d.) 

Communities Impacted by Historical Trauma



Immigrants

• Forced migration may be the result of conflict, natural disaster, famine, 

development projects and policies, or nuclear and chemical disasters 

(Forced Migration Online, 2012).

• These various populations may have been exposed to discrimination, 

racism, forced assimilation/acculturation, colonization, and genocide. 

Communities Impacted by Historical 

Trauma



African-American/Blacks

• This population has been exposed to generations of discrimination, racism, 
race-based segregation and resulting poverty. 

• Members of this population may have been exposed to microaggressions, which 
are defined as “events involving discrimination, racism, and daily hassles that 
are targeted at individuals from diverse racial and ethnic groups.” (Michaels, 
2010) 

• Example of Stressors: slavery; colonialism/imperialism 

• Current Manifestations: Mistrust of police; self-worth (Rich & Grey 2005) 

• Self-hatred among Blacks/African Americans who act out their aggression on 
people who look like them. 

Communities Impacted by Historical Trauma



Impoverished Communities

• Poverty Can Lead To: 

o Family Stress 

o Child Abuse And Neglect 

o Substance Abuse 

o Mental Health Challenges 

o Domestic Violence 

(Wilson, 2005)

• Poor individuals and families are not evenly distributed across communities or throughout the 

country. Instead, they tend to live near one another, clustering in certain neighborhoods and regions. 

• This concentration of poverty results in higher crime rates, underperforming public schools, poor 

housing and health conditions, as well as limited access to private services and job opportunities. 

(Kneebone, Nadeau & Berube, 2011)

Communities Impacted by Historical Trauma



Race & Ethnicity

Loss of Identity, 
Homeland, Family, 

Culture

Genocide & Slavery

Tuskegee 
Experiments

(’32-’72)

Sterilization

Henrietta Lacks

Children & 
Grandchildren 

taught not to trust 
dominate culture. 
Lack of worth and 

value. 

Jim Crow Laws’  
Segregation 

Racial Profiling, 
Microaggression, 
Continued Racism

Historical Trauma Progression



• Not necessarily. There are positive aspects that arise from historical 

trauma. 

• Resilience 

o The ability to become strong, healthy, or successful again after 

something bad happens 

• Adaptive survival behaviors 

• Increased Religious/Spiritual Coping 

• Evolutionary Enhancements 

• The strong survive 

Historical Trauma 



RESPONSES TO TRAUMA



• When trauma overwhelms the emotional regulatory system, the mind and body 

instinctively go into automatic survival mode 

(Liberman @ Van Horn 2008)

• Awareness of subtle changes in the environment (hypervigilance)

• Reacts to fast movements

• Sensitive to loud speech and sounds

• People take quick and decisive actions to protect themselves

• Maintains high levels of arousal which robs the mind and body of vital energy

o Adrenaline flooding the body (strain on the heart and other organs). 

o Fatigue and Exhaustion

Physiological Response to Trauma



• False Beliefs are a common response to Trauma. The brain begins to doubt and 
question things it thought it knew before the trauma. It creates false beliefs to explain 
how this trauma could happen. 

• Examples:

o Others cannot be trusted (a specific race, person in power)

o I can only count on myself

o You don’t always understand me

o You don’t really care about me

o I’m just a number to you

o You want to harm me

o You're just experimenting on me and making money on me

o I’m powerless

o I’m not important or of value

o I’m trapped, no matter how hard I try things will never get better. 

Psychological Response to Trauma



• My body will always have some level of pain

• Shortened life expectancy

• Few people may understand my disease

• Everyone assumes I’m drug seeking

• People judge my pain based on how I present (on my phone, playing video 

games, sleeping, laughing, etc.)

• You don’t look like your pain is 9 out of 10

Trauma of Having a Chronic Disease



MEDICAL BIAS 



• One study suggested Blacks and Hispanics were more likely than Whites to 

have their pain underestimated by clinicians; one found that minority patients 

were less likely than Whites to have their pain recorded.

• African Americans and Hispanics wait longer for pain medication and are 

given less pain medication than Caucasians for the same illnesses and 

injuries.

• African Americans underreport pain, are more concerned with addiction, and 

less likely to abuse opioid drugs more frequently than whites. Yet, this 

message is not getting out.

Genetics, Race & Pain



• Ethnic minorities were found to rely more on prayer and hoping and on 

religious activities as coping strategies, which correlated with higher 

pain scores and was a predictor of disability.

• They found that socioeconomic disadvantages—low income, 

unemployment, and low education level—were more important than 

race or ethnicity in predicting disabling pain. 

• Lower tolerance to pain – Suggest relation to chronic stress, how they 

were socialized to pain, and acculturative stress (e.g., racism, 

discrimination).

Genetics, Race & Pain



African American patients are prescribed 

pain medications at the same rate as 

other patients. 

a. True

b. False



• People of Color receive lower-quality health care than whites do, even 
when insurance status, income, age and severity of conditions are 
comparable. 

• People of Color more likely to be treated with disrespect by the health care 
system and more likely to believe that they would receive better care if 
they were of a different race.

• Major disparities found in many key diagnostic areas: cardiovascular 
disease, cancer, stroke, kidney dialysis, HIV/AIDS, asthma, diabetes, 
mental health, maternal and child health.

• Source: Unequal Treatment, Institute of Medicine

Institute of Medicine (IOM) on Disparities



• Researchers at the University of Virginia quizzed white medical students and 
residents to see how many believed inaccurate and at times "fantastical" 
differences between blacks and whites-- (e.g., black people’s skin is thicker; 
black people’s blood coagulates more quickly) 

• They found that fully half thought at least one of the false statements 
presented was possibly, probably or definitely true.

• Black Americans are systematically undertreated for pain relative to white 
Americans, likely due to both the over-prescription and over-use of pain 
medications among white patients and the under-prescription of pain 
medications for black patients. 

• Indeed, research has shown that black patients are undertreated for pain not 
only relative to white patients, but relative to World Health Organization 
guidelines. 

• Source: Proceedings of the National Academy of Sciences, April 2016

Disparities in Pain Management Linked to Racial Bias



• Be aware of and challenge your own bias.

o How do you feel about patients who have chronic diseases and utilize opioids?

• Establish trust and safety. 

o Listen to the patient and trust each person as an individual and not a disease.

o Do your best to put your patient at ease and help them feel safe. 

• Use a calm, soothing voice. Slow down. 

o Remember hypervigilance. 

o You can change the atmosphere with your voice. 

• Be confident in your skills and your abilities. Your fear and apprehension is off putting and can further the 

patient’s fears. 

o Be great at what you do. 

• Don’t take it personally. 

• Don’t be afraid to have hard conversations about race, fears, false beliefs.

• Acknowledge the patient’s strengths.

Historical Trauma Informed Care



CHANGES TO PRESCRIBING 

PRACTICES



CDC: 2016 Guidelines

• If prescribing opioid therapy for patients with chronic pain, a short duration is recommended. Note: Consideration 

of opioid therapy beyond 90 days requires reevaluation and discussion of risks and benefits with the patient.

• Avoid long-term opioid therapy for pain in patients with an untreated substance use disorder. For patients currently 

on long-term opioid therapy with evidence of an untreated substance use disorder, the VA and DoD suggest close 

monitoring, including engagement in substance use disorder treatment, and discontinuation of opioid therapy for 

pain with appropriate tapering (see Recommendations 14 and 17).

• Use interdisciplinary care that addresses pain, substance use disorders, and/or mental health problems for 

patients presenting with high risk and/or aberrant behavior.

• Avoid long-term opioid therapy for patients younger than 30 years of age secondary to higher risk of opioid use 

disorder and overdose. For patients younger than 30 years of age currently on long-term opioid therapy, we 

recommend close monitoring and consideration for tapering when risks exceed benefits (see Recommendations 

14 and 17).

CHANGES IN INSURANCE COVERAGE FOR ADDICTION TREATMENT

• The law increases addiction treatment insurance coverage by requiring insurers to provided unlimited benefits for 

inpatient or outpatient treatment. The law guarantees coverage for 6 months without any prior authorization or 

other prospective utilization management requirements. The law also states that the benefits for outpatient visits 

shall not be subject to concurrent or retrospective review of medical necessity or any other utilization 

management review. Remember, this insurance mandate will ONLY impact state regulated health plans, not 

ERISA/self-funded health plans, Medicare or Medicaid.



1. Assess potential risks before prescribing 

• Pain

• Prior & Current Illicit Drug/Alcohol Use

• Mental Health

• Family History

• Legal Issues

• Trauma (e.g., poverty, sexual abuse) 

• History of Overdose

• Education

• Suicide (Current or Past)

• Poor or No Social Supports

• SOAPP/SOAPP-R, Opioid Risk Tool (ORT), 
SISAP

CDC: 8 Best Practice Recommendations 



CDC: 8 Best Practice Recommendations 
2. Use Treatment Agreements 

• Consent for Treatment 

• Narcotic Prescribing Contract

• Agreement between specific; physician and patient; Acknowledgment that opioid; unlikely to 

eliminate pain; One prescriber; One pharmacy; Review of risks and side effects; Instruction to take 

as prescribed or call doctor if change needed; No early refills; No off-hours refills; Avoidance of 

alcohol, benzos, illicit; Storage in a safe place; Attendance at all follow-ups; Cannot give or sell 

medication; Random urine drug testing; Treatment trial, not a binding contract; Consequences for 

not following agreement 

3. Develop a treatment plan. 

• Particular attention focused on determining/identifying the cause of the patient’s pain; along with risks, 

benefits and alternative treatments outside of opioids.

4. Avoid Concurrent Opioid And Benzodiazepine Prescribing 

5. Continued Reassessment--every 3 months or more frequently:

• Ongoing Assessment & Monitoring: Addiction Behaviors Checklist (ABC), Current Opioid Misuse Measure 

(COMM)

• Assessment for Withdrawal (COWS)

6. Use Random Urine Drug Testing (UDT)

7. Utilize Prescription Drug Monitoring Programs

8. Consider offering Naloxone 



Fix the broken part

There is only one tool for treatment (Rx)

Sole pursuit is pain reduction

Team approach = practice, patient, allied health

Treatment for function = drug, cognitive, physical

“Change the brain” = pain is an experience

I have to fix 
the problem

Dgfg
Hfgh
Fgh

Treatment requires time, 
effort, mutual understanding, 

cooperation, and a 
willingness to work together

Model Changes to Treatment



• An interdisciplinary/ multidisciplinary approach for easing the suffering and 

improving the quality of life of those living with chronic pain. The typical pain 

management team includes:

o Primary Care Provider

o Pain and/or Addiction Medicine Specialist

o Medical Practitioners

o Nurses

o Pharmacists

o Psychiatrist

o Clinical Psychologists

o Physical/Occupational Therapist

o Behavioral Health Treatment Specialists (Clinical Therapists With Addiction Focus, MFT, 

Counselors, Social Workers).

Recommendations:



• Heat or cold (as appropriate)

• Massage or Therapeutic touch

• Physical Activity/Exercise

• Movement Therapies (e.g. Yoga, Tai Chi)

• Decreasing environmental stimuli (e.g. sound, 

lighting, temperature)

• Range of motion or Physical therapy

• Antidepressants

• Hypnosis

• Aromatherapy

• Sleep Hygiene*

• Nutrition

• Psychosocial interventions, including relaxation 

techniques, stress reduction*, distraction

• Support Groups

• Mindfulness, Meditation, Guided Imagery

• Psychotherapy or Cognitive Behavioral Therapy

• Peer Support

• Biofeedback & Neurofeedback

• Music Therapy

• Acupressure or Acupuncture

• Transcutaneous Electrical Stimulus (TENS)

Non-Pharmacological Interventions
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Trauma Narrative:

• The traumatic event(s) 

• The impact on one’s life

• The meaning one has made out of
what happened

• The beliefs one carries about who one 
is and who one is capable of 
becoming

Personal Narratives: Story-Telling 
• Organize experience, help us 

make sense of what has taken 
place

• Lay the groundwork for survivors 
to develop hope about the future

• Can be told through spoken word, 
music, dance or movement, 
drumming, art, and writing

• Healing

Counseling Interventions:



Methadone
PROS

• Effective pain medicine

• Long half life → fewer highs & lows

• Short-acting opioids may be used also

• Inexpensive

CONS

• Is not a first line agent for the treatment of 
chronic pain.

• Overdose

• Highly Addictive

• Toxicity = Rapid increase in dosage

• The use of illicit drugs and/or alcohol with 
methadone may be fatal. 

• Stigma

Subutex (Buprenorphine Only) & 

Suboxone (Buprenorphine + Naloxone)

PROS

• Effective for pain and opioid use disorder

• Less/Low overdose risk

• Minimal drug interactions -- Except benzos, alcohol

• Chronic pain sufferers who have a history of 

substance abuse

• Patients on high dose opioids often require 

alternative treatment -- due to opioid tolerance 

and/or opioid-induced hyperalgesia

CONS

• Training required to prescribe

• Cost

• Potential for precipitated withdrawal

• Stigma

Alternatives



• Pharmacogenomics

The study of how genes affect a person's response to drugs. This relatively new field combines 

pharmacology (the science of drugs) and genomics (the study of genes and their functions) to 

develop effective, safe medications and doses that will be tailored to a person's genetic makeup.

The tests cannot give information about how you may respond to every single 

medication. Currently, research only supports testing for certain drugs, most commonly those 

for cardiology, pain management and depression/mental illness.

• Pharmacodynamics is the effect that drugs have on the body.

• Pharmacokinetics is the study of the way in which drugs move through the body during 

absorption, distribution, metabolism and excretion. Before a drug can begin to exert any effect on 

the body it has to be absorbed into the body systems.

Future Treatments: Genetics, Race & Pain



• Patient Anthony is a 21-year-old AA male who has had increased visits to the 
ED and 8 hospitalizations over the last 1 year. He presents to your clinic and 
reports the need to use more of his pain medications. 

o Medical Diagnosis: Sickle Cell Disease

o Occupation: Student (Currently on medical withdrawal from school)

o Screenings: Mental Health: PHQ-9 Score of 5 (Mild); GAD-7 Score of 7 
(Mild)

o Psychosocial: Childhood Trauma – Unknown; Traumatic hospitalization 
which resorted in being in the ICU for 2 weeks. 

o Social: Good relationship with mom and dad. Okay relationship with siblings. 

o Medications: Short & Long-Acting Pain Medications

Case Studies



• Patient Sherry is a 35-year-old Hispanic female who has had increased visits 

to her PCP and different medical specialists over the last 4 years. She 

presents to your clinic being newly diagnosed.

o Medical Diagnosis: Recent diagnosis of Lupus

o Occupation: Nurse 

o Screenings: N/A

o Psychosocial: Seen over 5 different doctors in last 4 years

o Social: Married with no children

o Medications: N/A (Pending)

Case Studies



Resources



Quick guide for physicians: based on TIP 40: clinical guidelines for the use of 

buprenorphine in the treatment of opioid addiction. (2005). Rockville, MD: U.S. Dept. of 

Health and Human Services, Substance Abuse and Mental Health Services 

Administration, Center for Substance Abuse Treatment. 

Bibliography



Dr. Sherrá Watkins

Sherra.Watkins@atriumhealth.org

980-442-3248 

Thank You!

Levine Cancer Institute
1021 Morehead Medical Drive, Suite 50100

Charlotte NC 28204

Sister WELLS, PLLC
5803 Monroe Road, Suite C

Charlotte NC 28212

704-266-2061 | sisterwells17@gmail.com


