


[image: ]






Praise for The Pain Antidote


“An authoritative, caring guide offering concrete suggestions—and hope—for anyone stuck in the tenacious grip of opioid pain medication addiction.”


        —SHARON WEGSCHEIDER-CRUSE, AUTHOR AND EDUCATOR, AND JOSEPH R. CRUSE, MD, ADDICTION MEDICINE SPECIALIST


“Dr. Mel Pohl and Katherine Ketcham are intimately acquainted with chronic pain and know the road to freedom. This is the roadmap for anyone who wants their life back.”


        —DEBRA JAY, AUTHOR OF IT TAKES A FAMILY AND NO MORE LETTING GO


Praise for Mel Pohl


“Dr. Pohl’s quarter of a century as an addiction specialist, combined with his hands-on experience with patients teaching them drug-free solutions to their agony, and his five-year struggle to recover from his own terrible bout with pain give this book its unique perspective and authenticity . . . A Day Without Pain [offers] a realistic expectation of improved functioning, reduced pain, and more enjoyment of life.”


        —HEALTHNEWSDIGEST.COM


Praise for Katherine Ketcham


“In the nearly 20 years since Ketcham coauthored Under the Influence, it has become a classic in identifying and treating alcohol addiction . . . This book offers a plethora of timely information; a blow to old stigmas, myths and stereotypes; and hope for a future in which many senseless tragedies can be avoided and lives saved.”


        —PUBLISHERS WEEKLY ON BEYOND THE INFLUENCE
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WHO IS THIS BOOK FOR?


In short, The Pain Antidote is for anyone with chronic pain. When Kathy and I started to conceptualize this book a few years ago, our compelling intention was to reach out to a broad audience of people suffering with chronic pain.


Some of our readers will be using opioid drugs to relieve their pain. You may take them infrequently. “At most I take one or two Vicodin a day, exactly as my doctor prescribed for me, and in five years, I haven’t increased the dosage—is this book for me?”


Perhaps you are taking high doses of multiple drugs. Your drug use may be causing problems for you, and you may know that you are dependent on the drugs for relieving your pain. “I need the drugs to relieve my pain, but am I addicted? How can this book help me?”


Or perhaps you do not take any opioid drugs at all. “Well, I took OxyContin when my doctor prescribed it, but I stopped years ago. Yet I still have pain. Why should I read this book?”


We wrote this book for all such readers—for anyone who lives with chronic pain. We also wrote this book for family members who seek to understand the nature of chronic pain and how to help their loved ones.


We wrote this book for physicians and other health-care professionals as well. Many doctors anticipate poor outcomes for their patients living with chronic pain and for their addicted patients. And yet for most physicians, these patients constitute a large percentage of their practices. Understanding how opioid drugs affect the brain and body helps dismantle many of the myths and misconceptions and clarifies the rationale for treatment methods and setting realistic goals. Reading the dozens of case histories in the pages that follow will help doctors and other health-care practitioners understand the devastating personal cost of chronic pain as well as the courage and determination required to learn how to live and thrive drug-free.


I have treated hundreds of people with chronic pain and watched them transform themselves from drugged, disabled, and depressed to alert, awake, and truly joyful for the first time in years. This is the closest thing to miracle work I’ve ever done in my thirty-eight years as a physician. I travel and lecture all around the country about this topic and after being away from the treatment center for three or four days, I can see the astonishing changes that take place in men and women, some in their teens and others in their eighties, who were once severely debilitated by physical and emotional pain. I’m greeted with smiles, laughter, hugs, and stories detailing their progress—and my heart swells.


WHAT WILL I LEARN?


You will learn that you can live a rich and full life with chronic pain. In these pages I share stories about the successes I have witnessed and offer details about the techniques and strategies that have proven most effective for people living with chronic pain. The program set forth in these pages is eminently practical and easily adapted to your individual lifestyle. Most important of all, these methods work. They can work miracles, if you do the work.


“Why do I have pain and why won’t it go away? What’s going on inside me?” you may be wondering. These questions are often expressed with a sense of hopelessness and despair. Being well informed about the nature of chronic pain will help you break through your confusion and fear. Thus, Part 1 focuses on the physiology of pain, the powerful role emotions play in chronic pain, and provides clear answers to questions about drug dependence and addiction.


In Part 2 you will find the most effective techniques and strategies, all of which you can learn and practice on your own, in your own home, to help you live and thrive with chronic pain. You will also find information and advice about professional therapies, such as acupuncture and physical therapy, with details about the basic philosophy and techniques to help you understand why these methods work for so many people in chronic pain.


The Jump Start plans detailed in Part 3 are packed full with practical and useful suggestions, and we devote an entire chapter to the connection between food and pain, again with practical, detailed information (and an appendix filled with dozens of healthy recipes). If you find yourself in a rut, this information will help you choose between the many options available to you to create week-by-week recovery and meal plans that you can proceed with at your own pace.


As you read this book, keep in mind that there is just one absolute requirement for this program to work for you: commitment. Throw yourself into the pages of this book, make a commitment to work the program set out for you, and have faith that the information and healing strategies you discover within these pages will make a difference in your life.


Because you can change your life. The antidote to chronic pain is within your reach. With awareness, courage, diligence, hope, faith, joy, compassion, and wonder, a new life full of meaning and purpose awaits you.


An important note about discontinuing medications: Throughout this book, we’ll talk about life without painkillers. But you must not simply stop your medications. Over time, your body most likely has become accustomed to them and you may be physically dependent on them. Simply stopping these medications suddenly may be dangerous. You must consult a knowledgeable health-care provider or treatment center to supervise withdrawal from habit-forming medications, including opioids, sedatives, hypnotics, and alcohol.


Two more pieces of information for you:


We use the term opioid throughout the book because it is a more accurate representation of the terminology for narcotic painkillers than opiate (which is derived from the poppy plant that contains opium). Common opiates include morphine and codeine. An opioid is a substance (molecule) that is synthetic or partly synthetic, and not found in nature. The term opioid covers most of the drugs discussed in the book.


Second, most of the stories I will tell you are a composite of traits and experiences I’ve had with hundreds of patients over the past ten years. Kathy and I do tell actual patients’ stories with their permission, of course, but have changed other names for the purposes of confidentiality.




Part 1


UNDERSTANDING


Your pain is the breaking of the shell that encloses your understanding.


—KHALIL GIBRAN




 


 






In Part 1 you will learn about chronic pain, how and where it is generated in the brain, and why researchers believe it is a disease in and of itself. You will discover how fear, anxiety, anger, guilt, grief, and helplessness intensify chronic pain and why it is important to distinguish between pain and suffering. We will look at the drugs prescribed for chronic pain and the role these drugs can play in exacerbating—and even creating—chronic pain. And you will learn the distinction between addiction and dependence, which will answer one of the most oft-asked (and fear-filled) questions: “Am I addicted to—or just dependent on—the drugs I take to relieve my pain?”


Whether or not you are using opioid medications, the principles and techniques you will find in these chapters will help you live a better life with your pain.






 







ONE
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ALL PAIN IS REAL


Everything You Wish You Never Needed to Know About Chronic Pain
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Few experiences in life are more universal than pain, which flows like lava beneath the crust of daily life.


—PAUL BRAND AND PHILIP YANCEY


Loretta was complaining about her chronic pain. As I shifted in my chair, careful to keep my expression neutral, trying my best to hide my impatience and frustration, I found myself thinking that the words whining and exaggerating certainly applied.


“I have excruciating pain in my back.” Loretta touched her lower back and grimaced, shifting her weight. “And in my neck.” For perhaps the third time, she closed her eyes and bit her lip, as if to underscore the severity of her pain.


I found myself not liking her very much. I wanted her to go away. A voice inside me whispered, “So, what do you expect me to do about it?” After all, I was an addiction medicine specialist. My work was to help people get off drugs, but Loretta, like so many patients with chronic pain, wanted relief from the pain at any cost and that meant she wanted more drugs than I was comfortable giving her. She admitted she was addicted to drugs and reluctantly agreed to enter treatment to deal with her addiction because of the pressure from her concerned family members, but she also reiterated in a rising tone of voice that her pain was intolerable without drugs.


“You have to give me something to take this awful pain away! I’m begging you!” she said. I found myself tightening my jaw and noticed a throbbing ache in my low back.


“And my hands,” Loretta said, gently rubbing her left thumb and index finger against the knuckles of her right hand, which were red and swollen. “My hands are killing me.”


“Killing you?” I asked, careful to keep my tone even. Clearly she was in pain, but I knew it wouldn’t kill her—what I needed to help her understand was the very real possibility that the drugs might. She was taking massive doses of painkillers: 10 mg of Vicodin, up to ten per day; 30 mg Percocet, six per day; and, depending on which doctor she saw that week, 80 mg of OxyContin or 60 mg of long-acting morphine three times per day. Her primary care doctor originally prescribed Vicodin and when that drug stopped working to relieve her pain even at higher doses, he referred her to a pain specialist who prescribed Percocet, then added OxyContin and, finally, long-acting morphine. She continued to visit her family doctor who dutifully prescribed 180 (10 mg) Vicodin per month, unaware of the magnitude of her opioid habit or the fact that she continued to get medications from her pain doctor and occasionally visited a local urgent care center or emergency room . . . where she was prescribed even more meds.


But at some point, even the morphine stopped working. In fact, she told me that she was in more pain than ever.


I pointed to the pain level chart prominently displayed in my office. “On a scale of 0 to 10, with 0 representing no pain and 10 being the worst pain imaginable,” I asked Loretta, “how would you rate your pain?”


“Nine,” she said, with no hesitation.


I consulted her file, flipping through the pages. “When you first went to your doctor for pain and started using Vicodin, what was your pain level?”


“Oh, maybe a 4 or 5,” she sighed. “But it’s gotten so much worse. I’m in agony. I can’t live without my drugs. I’m miserable with them, but where would I be without them? I’d rather die than live with this pain.”


I took a deep breath and mentally reviewed the facts of her case. As Loretta’s tolerance increased, the drugs stopped working. Even steadily increasing doses of potent painkilling drugs didn’t appear to touch her pain. In fact, her pain was worse than ever. From everything she was saying, it became clear that the drugs were adding to her misery on many levels, rather than subtracting from it. I had seen this before in many other patients. At these dosage levels, overdose was a real possibility and in the meantime, the drugs were gradually robbing her of all meaning in her life. She could no longer work as a grocery store cashier, her marriage was in serious trouble, her three adult children were so frustrated after years of listening to her complaints that they rarely called or visited, and her friends had “abandoned” her. She couldn’t drive and was dependent on her husband for just about everything. She often spent the entire day in bed—even getting up to go to the bathroom was such a painful ordeal that her husband purchased a bedside commode. At forty-eight years old, she was, essentially, an invalid.


In the month before she voluntarily came to treatment, she had seriously contemplated suicide. “Sometimes I empty the bottle of pills into my hand and think about taking them all just to put an end to all our misery,” she confessed. “But I’m too big a chicken.”


Loretta’s emotional state deeply concerned me, and I found myself wondering about the connection between the depth of her pain and the intensity of her emotions. As her pain increased, she admitted that she had become increasingly angry and depressed. Was it possible that her emotions were intensifying her pain, functioning as internal megaphones that amplified the “sound” of her physical pain?


MY EPIPHANY


And that’s when the lightbulb came on. Loretta wasn’t simply a complainer or a whiner. She wasn’t exaggerating. She was in real pain. Real pain that wasn’t being helped by the drugs she was taking; in fact, the drugs were making her pain worse. And she was suffering—mentally, emotionally, spiritually—as well. Her 9 on the pain scale was an accurate description of her overall experience of pain.


At that moment, almost a decade ago, something inside me shifted. Loretta’s pain was real. Her suffering was real and was a substantial part of her overall experience of pain. It was not my job to judge or label her; in fact it was my job not to judge her. It was my responsibility to help her as best I could, and I wasn’t going to be much help if I did what so many other doctors had done, and just passed her down the line—treating her addiction, assuring her that I had done all I could do, and referring her right back to her primary care doctor, a specialist, or a pain clinic. Loretta would go full circle and end up right where she was before she came to treatment, except even more frustrated and depressed.


I knew from experience that most doctors treat chronic pain with opioid drugs, increasing the dosages in a well-intentioned effort to reduce the pain. Or they refer their chronic pain patients to pain specialists who may prescribe even stronger drugs, adding anxiety meds and sedatives to the painkiller mix. The patient might be scheduled for a series of cortisone injections into the spine (epidurals) or other procedures, such as radiofrequency ablation, whereby the nerves are actually burned with electric current to prevent them from transmitting pain signals. When those procedures don’t work, the pain specialist or clinic might refer the patient to a surgeon who, in all likelihood, would suggest surgery because the medications and other techniques weren’t successful in relieving the pain. If a surgery was performed and judged a “failure” because it didn’t offer long-lasting pain reduction, the surgeon might suggest more surgery or, just as likely, tell the patient that even though the pain persisted, the surgery was technically a success and therefore there was nothing more that could be done.


In essence, the message to the patient would be: “I did my job, so if you’re still in pain, you’re just going to have to live with it,” almost implying, “It’s your fault!” (That’s exactly what happened to Loretta after her fourth surgery.) A referral to a neurologist or rheumatologist might come next. Or a psychiatrist, who might prescribe antidepressants and more anti-anxiety medications. And on and on it goes.


At the time, back in 2006, I had almost twenty-five years of experience in addiction medicine. I was an expert at detoxing patients and guiding them through the recovery process from the disease of addiction. But when it came to chronic pain, I felt horribly inadequate. Loretta was not an isolated case—a huge percentage of the patients I was treating for opioid addiction, perhaps as many as 50 percent, were also experiencing chronic pain. In fact, many had started using opioid drugs because they were in pain, not because they wanted to “get high.” What was I going to do with these patients? How was I going to help them?


I knew at that moment that if I wanted to successfully care for people who were dependent upon or addicted to opioids and who are also living with chronic pain, I had to strip myself of those automatic judgments, learn everything I could, and find creative and innovative ways to approach the problem of chronic pain. I was already well equipped with a team of caring, highly skilled professionals adept at helping addicted patients by guiding them into long-term recovery. Adding chronic pain to the treatment plan would require that we rethink our approach and adjust our clinical services.


PASSED DOWN THE LINE


If you are a person in chronic pain, you will almost certainly know what I am talking about. You have been passed down the line and as the months and years wear on, assuming your doctors stick with you, they are likely to get more and more frustrated with their inability to relieve your pain. You might catch them rolling their eyes or checking their watch as you visit them. Trust me—they are unintentionally, even unconsciously, expressing their frustration and fear at their inability to help you. But of course that doesn’t make you feel any better. As Diana, age seventy, says:


I’ve lived with fibromyalgia for sixteen years. I know that all doctors are busy and I have yet to find a doctor who is interested in researching and finding out what is wrong with me. No doctor wants to even hear me say the word pain. That is a forbidden word now. My primary care doctor confessed he is afraid of me and my status as a chronic long-term pain patient. He is sending me to unsuspecting specialists. Having no safe, caring doctor in sixteen years has taken its toll on me, for sure.


Diana’s complaints about her “doctor disasters” and the “You again?” attitude she feels every time she enters a doctor’s office highlight a deeper problem. Doctors are, indeed, busy and often pressured to get patients in and out of the office as quickly as possible. It is rare for doctors to spend the time to research and find out the complexity of what is truly wrong with their patients—by research, I don’t necessarily mean spending hours on the Internet (or, as we once did, in the library) but, rather, spending time with you, the patient, to uncover the multiple dimensions of your physical and emotional pain and really listen to you.


Acute pain is generally well managed and doctors are usually comfortable treating it, because the pain indicates tissue injury that can be treated effectively in most cases and, best of all, generally resolves within days to a few weeks. A child burns her hand on a hot stove . . . a woodworker slices off the tip of a finger with a skill saw . . . you twist your knee skiing . . . your appendicitis requires surgery. These are all repairable conditions, and doctors know what to do to treat the wound, reduce pain, and help you heal and move on with your life. Doctors also know that they have a willing and remarkable ally—your innate ability to heal. When an injury occurs, your body springs into action, initiating marvelously complex mechanisms to facilitate healing.


But chronic pain—lifelong pain that may ebb and flow depending on a variety of conditions but never wholly disappears—can be overwhelming to doctors. I am certain of one thing, which I have learned in recent years from teaching thousands of physicians about chronic pain and the inherent dangers of using opioid drugs for relief of chronic pain: Doctors get frustrated with their chronic pain patients because they are discouraged and disturbed by their inability to help you. We doctors get angry with you because we are annoyed with ourselves due to our own powerlessness. After many attempts, we may adopt what Diana calls a “get her outta here” attitude because you, the chronic pain patient, remind us that we do not have all the answers. With patients stacked up in the waiting room, that sense of powerlessness (and exasperation with our inability to do what we are supposed to do—heal the patient) leads to one of two solutions: write a prescription or admit we can’t help and refer you to a specialist. These actions relieve us of responsibility and require only a few minutes, whereas taking time to really listen to a patient—witnessing the pain, probing the physical, mental, emotional, and spiritual depths of the problem—may take hours.


EMOTIONS DRIVE PAIN


A few months after Loretta was in treatment at the Las Vegas Recovery Center (LVRC), I attended a conference sponsored by the California Society of Addiction Medicine. One of the full-day workshops was “Pain and Addiction: Addressing the Tough Cases.” That’s where I met Barry Rosen, MD, and Jodie Trafton, PhD, two brilliant, sensitive, and extraordinarily talented individuals who have had a profound and lasting impact on my work.


From the first time I met Barry, I knew I wanted to be like him. Gentle, self-effacing, and sweet natured, Barry radiated concern, empathy, and, yes, love for his patients. He stood well over six feet tall (at least in my memory), with big bushy eyebrows, a receding hairline, and dark brown eyes that conveyed warmth and intelligence.


I loved watching him interact with patients. He would sit down next to them, often patting their hands or gently touching their shoulder as if to say, “I’m here, I’m listening; nothing is more important to me right now than you and this moment.” Fear, anger, and hostility seemed to evaporate as they realized that he was not the “MD-eity” they had come to expect but, rather, a fellow human being who wanted nothing more than to help them and ease their concerns. Rarely had I seen a doctor interact with a patient in a way that conveyed such depth of caring and human connection.


Witnessing these interactions, I understood immediately why patients trusted him—why they loved him. He was so completely different from most of the physicians I had encountered in my life (including me at the time), who seemed always to be pressured by time and thus impatient, curt, and even rude as they delivered their diagnoses and medical advice in a stern and professional tone of voice, often finishing their patients’ sentences for them, scribbling barely readable prescriptions, and ending the brief interview by looking at their watch with a weighty expression to indicate “time is up.”


From watching Barry with his patients and working hard to model his unique, empathic style, I learned essential lessons that I use every day in my own work with people in chronic pain. From Jodie Trafton, who has had an equally profound influence on my life and my work, I learned what goes on inside our brain to drive us to think, behave, and emotionally respond in ways that cause us long-term harm. The basic principle here is that our brain is circuited to take shortcuts, even if the quicker route ends up not being in our best interest in the long run. For example, if you take an opioid medication, you get an immediate hit in your brain that is more instantaneous and powerful than the endorphin “high” generated by exercising. And exercise can be drudgery, with gains accumulating only with consistent effort and over time.


Furthermore, if you’re in a lot of pain, exercise may actually make you feel worse temporarily. Exercise is thus the “longer” route and, when gauged in terms of instant relief, not necessarily the most “scenic” pathway. It makes sense that a brain that has become accustomed to the immediate reward and relief of opioids would choose that pathway. In contrast to the “no pain, no gain” rule of exercise, opioids offer the alternate route of “less pain, less gain.”


Barely five feet tall (when she was seven or eight months pregnant, I remember fearing she would topple over), Jodie is brilliant, most evident in her descriptions of work in the research lab, where she has studied brain circuits and neurotransmitters involved in addiction and the behavioral consequences of neuroplastic changes, and on the lecture circuit, where she summarizes this elegant research for physicians like me. Although much of the information she discusses in her talks is hard to follow, I’ve been able to latch on to key pieces and a deepening understanding of the neurological underpinnings of habit formation and willpower. Jodie also describes how addictive drugs pharmacologically hijack the brain’s reward system, causing dopamine neurons to fire vigorously, triggering huge rewards that in turn lead to craving for more drugs to experience more rewards.


In one of the first of a half-dozen lectures I heard Jodie give, she described an experiment that appeared in the Journal of Neuroscience in 2004 in which research subjects received an electric shock. If they pressed a button quickly enough, they were told, they could modify the intensity of the shock so that it was less painful. Subjects reported that pressing the button worked to reduce pain, and scientists confirmed through MRIs that there was less brain activity, indicating lower pain levels—and yet the button was not connected to anything. In other words, the subjects’ expectation that they would have less pain if they quickly pushed the button, led to reduced signals in the pain-receiving areas of the midbrain and a decrease in their pain levels. As I listened to Jodie lecture, I got really excited, because it validated what I witness in my work with patients—if you “push the button” of believing good things will happen in treatment, knowing that you have some control over your situation, your pain lessens. The better the sense of control you have over your situation and the more you commit to the work needed to continue to reduce your pain, the greater the benefit of the treatment.


THE GIFT OF PAIN


Not long after I met Barry and Jodie, I picked up a copy of The Gift of Pain by Dr. Paul Brand and Philip Yancey.


A compassionate healer and consummate storyteller, Dr. Brand spent much of his life working in India with patients who had Hansen’s disease, a bacterial infection more commonly known as leprosy. The prevailing medical theory held that leprosy itself caused grotesque disfigurements in untreated patients, whose noses sometimes shriveled away or who lost fingers and toes and would often go blind. From the work he did with patients in India, Dr. Brand arrived at a different theory: People with leprosy had disfigurements because the disease-causing bacteria destroyed the nerves that signaled pain. And without pain to guide them, they unwittingly put themselves in harm’s way.


While researching his theory at a leprosarium in New Guinea, Dr. Brand observed a woman roasting yams over red-hot coals. One of the yams fell into the fire and as she tried to stab it with a stick, she drove it deeper into the blazing hot coals. She motioned to an old man sitting nearby, who shuffled over to the fire, reached into the coals with his bare hand, and rescued the yam. With no expression of pain whatsoever, he returned to his seat. Shocked and horrified, Dr. Brand immediately went to the old man’s aid and examined his hand—it was covered with oozing blisters and scars. Although he eventually lost his hand, the old man displayed “an utter nonchalance toward self-destruction,” in Brand’s words, because he did not, could not, feel pain.


Pain, as unpleasant and even dreadful as it can be, serves a life-giving purpose by protecting us from hurting ourselves. In fact, it is precisely the unpleasantness of pain that warns us away from the cause of the pain, thus protecting our body from damage.


Yet prolonged pain can also become a destructive force. People with chronic pain can experience such interminable agony that they may begin to question the meaning and value of life itself. Some, tragically, feel like a mere shell of their former self and don’t want to go on living. Thus in this modern age of believing that virtually all ills can be defeated with the right procedure or drug, we view chronic pain as the enemy to be defeated, a mysterious, unrelenting force that strips us of our strength and dignity, and a harsh reminder of our own limitations and powerlessness.


How, then, can there be “virtue” in chronic pain? With another story in the first chapter of The Gift of Pain, Dr. Brand recounts “the darkest night” of his life. After a week-long bout with influenza and an exhausting trip, Dr. Brand was suddenly, terrifyingly aware that part of his foot was numb.


I had no feeling in half my foot. I sank back into a chair, my mind whirling. Perhaps it was an illusion. I closed my eyes and pressed against my heel with the tip of a ballpoint pen. Nothing. No sensation of touch whatsoever in the area around the heel.


A dread fear worse than any nausea seized my stomach. Had it finally happened? Every leprosy worker recognizes insensitivity to pain as one of the disease’s first symptoms. Had I just made the wretched leap from leprosy doctor to leprosy patient?


Dr. Brand knew all too well what to expect after working with hundreds of leprosy patients. “Ordinary pleasures in life would slip away,” he wrote. “Petting a dog, running a hand across fine silk, holding a child—soon all sensations would feel alike: dead.” He feared his career as a surgeon would end. What would happen to his work, his patients? Worst of all, he would need to shut himself off from his children, for children are most at risk of infection. Frightened and alone, he would join “the society of the accursed.”


After a sleepless night, he woke up, jabbed his heel with a sewing needle, and immediately felt the sharpness of the point. With the pain came overwhelming waves of relief and joy. His heel, he realized, had been temporarily numb, most likely from sitting too long in one position. He could feel pain, there was no leprosy, he was free—and for the first time he understood at a deep, visceral level why leprosy victims look with envy upon those of us who feel pain. In this story, Dr. Brand also illuminates the emotions associated with chronic pain, especially fear and anxiety about the unknown, and he demonstrates negative projecting and catastrophization, which we will discuss later in the book.


Later in his career, Dr. Brand had the opportunity to work with rheumatoid arthritis patients, who begged him to relieve their pain with drugs. Some patients took such massive doses of steroids in an ill-fated attempt to relieve their pain that their bones gradually decalcified, growing soft, fragile, and vulnerable to injury.* One bedridden patient had taken so many steroids that “when she finally ventured from bed her foot bones crumbled like chalk.” Reflecting on the nature, purpose, and meaning of chronic pain, Dr. Brand describes what he calls “the conundrum of pain.”


“Why,” Dr. Brand asked himself, “would our own minds inflict on us a state that we automatically choose against?”


PAIN’S PARADOX


Pain functions to protect us. When we are hurt or injured, the life-saving message we require to save us from further injury is: “Pay attention to me! Now! Something is wrong!” Pain is a warning sign, a red flag alerting us to danger, and its signals and symptoms serve to protect us from harm. Which makes perfect sense when we are talking about acute pain—but why does pain persist when it has accomplished its essential function, when its meaning and purpose have been fulfilled? This is what I see as pain’s paradox: while pain is an exquisitely intricate and impossibly complicated system designed to protect us from harm, this system also can go haywire, lasting long after it has outlived its main purpose—that of warning us that something is wrong. People with chronic pain do not get the same relief that comes with the healing of a broken arm, a ruptured tendon, or a surgical incision. The pain lingers even though it serves no purpose. This is what physicians call maladaptive pain—it sets up house (a distinctly unwelcome guest) in the pain center in our midbrain. And it never goes away.


Never? You might be tempted right now to toss this book in the nearest wastebasket. But please—don’t give up now or you’ll miss the best part. I am here to tell you there is a way out. You don’t have to have a miserable life because of pain. You can learn how to manage your pain so that it no longer rules your life and your relationships.


FIVE FUNDAMENTAL LESSONS ABOUT CHRONIC PAIN


Throughout much of my career as a physician, I believed that pain was based in anatomical structural abnormalities or disease processes that damage the nerves locally within the tissue—a broken ankle, a surgical incision, back pain from a herniated disk, diabetic neuropathy, or neurological diseases, such as multiple sclerosis. I thought all kinds of pain were treatable with the right medication, procedural intervention, or operation. For many years I did not understand that the complex disorder of chronic pain is directly and intimately related to the organ system that’s housed in our skull—the brain. Nor did I fully comprehend the fact that chronic pain is, in large part, driven by our thoughts and emotions.


I learned these lessons from the best teachers of all—my patients. If you are living with chronic pain, my hope is that these lessons will validate your experience and help you take the first steps toward achieving balance in your life. And if you are a medical professional, I hope they will help guide you in your interactions with your chronic pain patients.


Lesson #1: ALL PAIN IS REAL. Far too many of us (and I include myself, for I, too, live with chronic pain—more about that later) are chronically misunderstood. I’ve witnessed firsthand the high cost of having someone doubt the truth of my story, the reality of my pain. I’ve also been in the position of questioning the accuracy of another human being’s assessment of their own pain, as I did with Loretta at the start of this chapter. I am now firmly convinced that this skepticism and disbelief impeded my ability to help.


When you tell your doctor that you have a high level of pain, what happens inside you when you notice the signs—the subtle looking away, the roll of the eyes, the gaze that drops, or some facial expression that you instantly recognize as doubt (or, worse, distaste)—that the person who is responsible for your care does not believe you? That doesn’t feel very good, and it does not give you confidence that you are in the right place. Family members and friends may engage in the same doubting attitudes, which can strain relationships in both subtle and significant ways.


In a 2013 paper titled “A Narrative Review of the Impact of Disbelief in Chronic Pain” (published in the journal Pain Management Nursing) author Benjamin Newton and his colleagues discuss the feelings of rejection and isolation, along with the shame, humiliation, and self-doubt, experienced by individuals with chronic pain who are confronted with disbelief about their pain. The consequences of disbelief (often arising from the “invisibility” of chronic pain) are serious and profound, even to the point of affecting an individual’s personal integrity and self-identity and leading to depression, guilt, anger, helplessness, and hopelessness. Newton and colleagues conclude:


The invisibility of pain is possibly the central problem that sufferers face, and it is this aspect of pain that affects the identity of individuals. The lack of evidence to demonstrate the reality of the individual’s experience may lead others to question the credibility of the patient. Such questioning can affect the sense of integrity that individuals wish to maintain.


Even with the most advanced tests and techniques that can pinpoint where we feel pain in the brain and body, the truth remains that your experience of pain is personal and unique. In other words, your pain is what you say it is. Doctors don’t have a “Pain-o-Meter” that we can hook you up to so as to assess your pain level, nor do we have a blood test or X-ray that can detect or quantify your experience of pain. Although such research labs as Stanford are working on quantifying pain with the use of sophisticated functional MRI scans, at this point in time we do not have an objective way to measure pain in day-to-day practice.


What we do have are the totally subjective and rather inadequate and simplistic 0 to 10–point pain scales that are supposed to represent a numerical calibration of the pain experience. I’ve come to learn that because your pain is real, the number you assign to your pain level is not very helpful in and of itself. Here’s what I mean by that: I recently worked with a patient who always reported a pain score of 10 out of 10. With great frustration and not a little fury, he told me that “the nurses don’t believe me when I tell them my pain score. They don’t like me, and I don’t think you like me because I’m not getting any better.” The distress he was feeling, evidenced by his furrowed brow, red face, clenched jaw, and tightly scrunched-up shoulders, clearly revealed how much it cost him to hold onto this assessment.


Comparative Pain Scale
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Permission: The original Comparative Pain Scale was developed in 2002 by Jack Harich, a systems engineer at Georgia Tech. The scale has been revised for this book with his permission.


“Your 10 is your 10, Mitch,” I responded. “I get that you are trying to convey that you hurt an awful lot, but it’s hard for the nurses and your fellow patients to understand that you are always in the worst pain ever.” I gave Mitch the comparative pain scale and asked him to apply those words to his pain level. It turns out that he was so used to reporting 10 out of 10 because that’s the way he convinced doctors to prescribe more medication for him. And of course, his chronic bladder pain from interstitial cystitis was severe. There was no doubt about that.


“Well,” Mitch said, after studying the chart for several minutes, “I guess it’s not the worst pain I’ve ever had. So, it’s an 8½—are you happy, Doc?”


We shared a laugh and Mitch’s perception of his very real pain shifted by 15 percent right then and there.


Let’s drop the debate about whether your pain is real—because it is. I encourage you to trust your own experience. And as we move forward you will see that when you stop feeling the need to prove how bad the pain is, it very well may lessen and lose some of its power over your life.


Lesson #2: EMOTIONS DRIVE THE EXPERIENCE OF PAIN. I often get a call from a physician or concerned family member that begins with this question: “I’m not sure whether this is real pain or emotional pain—which you do you think it is?” My answer is always yes—yes, it is real; and yes, it is emotional. After all, emotions are just as real as physical sensations.


Many of the people I see in treatment are medicating emotional pain that they perceive as physical pain. They feel anxious and their back starts to hurt, so they take a dose of medication. Remember Lesson #1—you are not making it up. And once you understand and internalize Lesson #2—emotions drive the experience of pain—you will see how “real” your pain is. Anxiety does cause you to hurt more. Fear causes you to hurt more. Anger causes you to hurt more. In my experience, chronic pain is about 20 percent sensory (physical) and the rest, the other 80 percent, is emotional. The key emotions that make pain worse are fear, anxiety, anger, guilt, grief, and helplessness. (See Chapter 3 for an in-depth discussion of these emotions.)


Believe me, I understand from my own personal experience with chronic pain that it may be difficult to wrap your mind around the fact that your emotions not only generate but also perpetuate your pain. But I encourage you to try this little exercise: Close your eyes and locate the places in your body where you hurt. Now focus in on the place that is bothering you most. For me, it’s my lower back on the left side. As I close my eyes, I experience a tight sensation at the upper part of my butt with a burning and irritating sensation that travels down the outside of my left thigh. Immediately I feel frustrated. Actually, the emotion is more intense than frustration—I hate this pain. For the last decade it has been with me every moment of every minute of every hour of every day—and much like you, I don’t want it to be there!


As I experience the emotions of irritation and exasperation, my muscles tighten up and the pain gets worse. Suddenly I’m afraid that I’m going to have a miserable day and night, because that’s the story I have been telling myself for years whenever the pain flares up and threatens to negatively affect me. I won’t be able to sleep and, damn it, I have a full day of patients to see tomorrow, in addition to a staff meeting and a paper to prepare for an upcoming conference. Now I’m angry and a tad bit resentful—why did this have to happen to me? All I did was lean over to pick up a stupid carry-on bag. One little twist twelve years ago and my whole life changed. With those thoughts my anxiety increases—my whole life? Am I going to have to live with this pain for my whole life? My heart starts beating a little faster, my head feels “fuzzy,” and I’m having trouble concentrating.


My thoughts drift to my age. How much worse is this going to get when it’s compounded by the predictable and unavoidable problems of growing older, aging bones, arthritis? Will I be able to tolerate it if it gets any worse? I can’t and won’t take opioids because I’m in long-term recovery and even if I could, I have learned too much about the dangers of these drugs to even approach that pathway. But my back is throbbing and the disturbing thoughts continue. Will I be able to survive this ever-worsening pain without drugs? Now my muscles are really tight and the pain is worse, jumping from a score of 3 to 5 or even 6 in just a few minutes.


And right about then I am able to catch myself and stop the cycle of emotionally driven pain. I take a deep breath and bring myself back to earth, to this moment, calming myself with what I know to be true—the burning, radiating pain from the bulging disk pressing on the nerves in my low back is only a small part of my overall experience of pain. That’s the sensory experience and, yes, the pain is all too real. But most of my experience of pain—and virtually all my mental and emotional distress, my suffering—is related to my very human response of wanting to push away something that I don’t like but can’t avoid, being angry at myself for causing the injury in the first place, feeling a lot of fear about things that haven’t happened and may never happen, and letting my thoughts carry me away into a future fantasy (misery) land of intolerable pain and decrepitude.


I can honestly say that this cycle of mental and emotional anguish captures the essence of my own experience as well as what I see, hear, and feel when I am with my patients. I have to tell you, however, that this is the lesson about which I get the most push back from patients who infer that by giving emotions such a powerful position in the experience of chronic pain, I am actually demeaning their experience of pain. Nothing could be farther from the truth. Your emotions are not imaginary constructs but real physiological events taking place in your brain that then trigger a cascade of consequences leading to real physical pain.


I hope I have made it clear that your pain is real—not just to you, but to me and many other doctors and health care practitioners who understand chronic pain. Emotions help drive your pain, but they do not in any way, shape, or form make it less real.


Lesson #3: OPIOIDS DON’T ALWAYS MAKE CHRONIC PAIN BETTER—in fact, they often make it worse. No scientific evidence exists to show that long-term (three months or longer) use of opioids effectively reduces chronic pain. I need to repeat that sentence to underscore its critical importance: Not one scientific study shows that opioids are effective for chronic pain if taken for more than three months. Steady use of opioids causes a multitude of serious side effects and, sometimes, life-threatening results. Furthermore, in far too many cases, opioids backfire and can actually cause more pain—the phenomenon known as opioid-induced hyperalgesia, which we will discuss in detail in the next chapter.


If you’re not quite ready for this one, you’re not alone. One of the hardest parts of my work is trying to explain to my patients that opioids are, in all likelihood, making their pain worse. Certainly for the acute pain of a broken leg or a kidney stone, or postoperatively, opioids are effective and appropriate as a short-term treatment over a finite time period. But with opioid use for chronic pain, increasing doses, increasing pain, decreased function, and inability to discontinue the drugs without significant withdrawal symptoms, lead inevitably to poor results. Of course, “poor” is an understatement when it comes to the ever-present realities of drug dependence, addiction, overdose, and death.


So—if you take opioids for an extended period of time (longer than three months), your body responds by creating more pain. Yes, that’s right—your painkilling drugs are functioning as pain-creating drugs, increasing and exacerbating your pain. If you stop taking the drugs—and I know this is hard to fathom—your pain will lessen. Over the years I’ve treated hundreds of patients on very high doses of opioids, and with very few exceptions, pain levels decrease significantly when the drugs are discontinued.


It’s amazing to me how many patients respond to that information with the words, “I kind of knew that, but I was afraid to believe it because then I’d have to give up my safety net.” Others look at me as if I’m nuts, saying, “No way!” But what about you? Are you willing to consider the possibility that your drugs might be increasing your pain? Many of my patients offer two basic responses to that question. Perhaps these express your feelings as well?


Response #1: “When I take a pill, I know that there will be some small measure of decrease in my pain. Yes, the relief is short lived, but it is precisely that reliable decrease in pain, that experience of ‘taking the edge off ’ that I’ve come to depend on.”


Response #2: “How bad is my pain going to be when I stop? It only makes sense that the pain is going to be much, much worse, and it is already so terrible. How could I possibly bear it?”


I can only reassure you that (1) the short-lived relief you experience after taking your pills is not in any way, shape, or form worth the long-term escalation in your pain, and (2) you can bear it. You can bear it because, like thousands of other people living with chronic pain, you will have significantly less pain when the drugs are out of your system. And so the tough part is to take that leap of faith. You will need to believe me when I tell you that these drugs are not your best friend but in fact, may be your worst enemy.


Why should you trust me? What if I’m wrong? What if the pain gets worse? And my answer to these questions is: “You can always go back to this life that you’ve been living with the opioids.” But if I’m right, your life will get better when the drugs are eliminated. In fact, your life may improve beyond your wildest dreams!


After a recent weekend working with family members, I was approached by Joe, a big burly midwesterner who I guessed was in his midsixties. Joe’s wife had been in treatment for thirty-five days for chronic pain and addiction to OxyContin.


“I don’t know how to thank you,” he said, shifting from one foot to the other, clearly uncomfortable with the emotions that threatened to overwhelm him. On the verge of tears, he said in a choked-up voice, “I have my wife back. She has a sparkle in her eyes and a spring in her step. For the fifteen years she was using those damn pills, that sparkle, that spring were gone. She was gone. Now she’s back.”


Eliminating opioids from your life is not just about lowering your pain levels—it’s about waking up and noticing that the sky is blue . . . getting the sparkle back in your eyes . . . reconnecting with the people who love you and who are suffering with you . . . and, to be frank, having a good bowel movement without a laxative (since opioids are constipating).


Lesson #4: FOCUS ON IMPROVING FUNCTION. With most chronic pain conditions, the goal of eliminating pain altogether is not realistic. Improvement of function, on the other hand—being able to engage in activities, interact in joyful ways with your family and friends, and be productive and active despite the pain—should be the preeminent concern for both you and your doctor.


If you don’t focus your energies on improving your life rather than simply decreasing your pain, you are shortchanging yourself. If your doctors aren’t asking about your function—in other words, “How far can you walk? How is your sleep? Are you participating in activities with your family? Are you awake when you want to be awake (or are you falling asleep in your soup at the dinner table)?”—then they are missing the purpose of appropriate pain treatment, which is to make you feel, act, and react better—to help you get out of bed, be awake and alert during the day, look around you with joy and even wonder, get a good night’s sleep, and have your soup in you instead of on you.


I take a holistic approach to the treatment of illness. What are the appropriate goals of pain recovery? Are they simply to bring your pain score down from a 7 to a 5? I think not—I surely hope not. In fact, you will find that your pain score—the magnitude of your pain—is much less important in the long run than your overall engagement in life is. I see so many people admitted into treatment who are on high doses of painkillers, prescribed by well-meaning doctors and health-care practitioners, whose lives have essentially disappeared.


“I didn’t exist,” Ella, 56, said, describing the years she spent addicted to opioid medications prescribed for fibromyalgia and pain following two unsuccessful spinal surgeries. “My body moved through space, slowly and painfully, but the caring, energetic, creative person I used to be was gone, blotted out by the drugs. Everything that I used to be simply vanished without a trace.”


If your doctors are treating you with the goal of taking your pain away, but you are actually feeling worse, incapable of leading an active and productive life, that is just not proper pain treatment. If you are not feeling better and you are less able to participate in life, where is the benefit of the treatment?


Lesson #5: EXPECTATIONS INFLUENCE OUTCOME. The answers to many of the problems that plague those of us who live with chronic pain lie in the power of our mind. Hundreds of scientific studies prove that our beliefs and predictions about the future—our expectations—have a profound impact on what happens next. Simply believing that a treatment will work often results in a positive outcome. Alternatively, if we have a “negative outcome expectation” of a specific treatment modality, we may have created a self-fulfilling prophecy. (The placebo effect, which we will discuss in Part 2, offers a compelling example of the power of expectations.)


The idea that your expectations—of success or failure—will have a profound impact on your physical and mental health may be difficult to accept. Like others who have extensively studied this phenomenon, however, I am convinced that most of us have tapped into a mere fraction of the true power of our minds. I think of yogis who can slow down their heart for minutes at a time, to the point that even a stethoscope can’t detect a heartbeat. I think of people who walk again after their spinal cord has been “irreparably” injured or of severely brain-injured patients who return to a full and active life. Miracles happen every day. How can we explain them? Many of us shake our head and write them off to unbelievable, inexplicable phenomena that belong in Ripley’s Believe It or Not! museums but could never happen to us.


I challenge you to suspend your disbelief and read this book with an open mind and heart. I promise that if you take that leap of faith into what may seem like the unknown and unlikely—if you commit yourself heart and soul to the concepts and strategies described in this book—you will experience a real and lasting transformation in your physical, emotional, mental, and spiritual health. Let me repeat—if you are open to possibilities, miracles happen every day.




 






An important note about discontinuing medications. Throughout this book, we’ll talk about life without painkillers. Here is some information you absolutely need to know about discontinuing your medication:


Do not simply stop your medications. Over time, your body most likely has become accustomed to them and you may be physically dependent on them. Simply stopping these medications suddenly may be dangerous. You must consult a knowledgeable health-care provider or treatment center to supervise withdrawal from habit-forming medications, including opioids, sedatives, hypnotics, and alcohol.
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* In a prophetic footnote (The Gift of Pain was published in 1993, two years before Purdue Pharma introduced OxyContin to the world) Dr. Brand writes, “If we suppress the need for brain endorphins (the body’s natural painkillers) by providing artificial substitutes, the brain may ‘forget how’ to produce the natural substances. Heroin addicts show the final result: an addict’s brain demands more and more artificial substances because it can no longer satisfy the cravings of its own opiate receptor sites. Long-term heroin addicts sometimes develop a hypersensitivity to pain after they come off the drug. The slightest pressure of a sheet or clothing causes intense pain because the brain no longer manufactures the neurotransmitters that deal with such routine stimuli.” We will explore the role of neurotransmitters, opioid receptor sites, and hypersensitivity to pain in the next chapter.




TWO
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BRAIN MATTERS


How Chronic Pain Changes the Brain
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The most complicated three-pound mass of matter in the known universe.


—JAY GIEDD, NEUROSCIENTIST


Two years ago, Paul arrived at Las Vegas Recovery Center from the Deep South.


“I’m a Southern Baptist kid, sir,” Paul proudly announced during our intake interview. We both laughed. Although he was in his early fifties and a physician, Paul did indeed look like a little kid with his cherubic face and earnest expression—and even more so when he took to wearing a red bandana as a headband when working out. If I needed to describe him in a few words, they would be unassuming, earnest, humble, and even, perhaps, a little goofy.


I liked him immediately. His open-mindedness and willingness to learn and engage in treatment were a breath of fresh air. He absorbed information like a sponge, gratefully and good-naturedly accepting the plan that the treatment team laid out for him.
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Moderate

Interferes with many
activities. Requires
lifestyle changes but
patient remains
independent. Unable
to adapt to pain.

Strong pain, like an abscessed tooth
or an inflamed arthritic joint. So
strong you notice the pain many
times during the day and cannot
completely adapt to it.

5

Very Distressing

Strong, deep pain, such as chronic
low back pain or spraining your ankle
and then twisting it again. Not only
do you notice the pain all the time,
you are now so preoccupied with
managing it that your normal
lifestyle is curtailed.

6

Intense

Strong, deep, piercing pain so intense
it seems to partially dominate your
senses, causing you to think
somewhat unclearly. At this point
you begin to have trouble focusing
on your job or maintaining normal
social relationships. Comparable to a
ruptured ligament or tendon or an
unrelenting migraine headache.
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0

No pain. Feeling perfectly normal.

Minor

Does not intetfere with
most activities. Able to
adapt to pain
psychologically and
with medication or
devices such as

cushions.

1
Very Mild

Very light, barely noticeable pain,
like a mosquito bite or a poison ivy
itch. Most of the time you never
think about the pain.

2

Discomforting

Minor pain, like lightly pinching the
fold of skin between the thumb and
first finger with the other hand, using
the fingernails, or an aching joint
that is just noticeable but still in the
background.

3

Tolerable

Very noticeable pain, like an
accidental cut, an injection or blood
draw, or a blow to the face causing a
bloody nose or black eye. The pain is
not so strong that you can’t get used
to it and after a period of time, it
goes away.
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Severe

Unable to engage in
normal activities.
Patient is disabled
and unable to
function
independently.

7

Very Intense

Pain so severe that it completely
dominates your senses, causing you to
think unclearly much of the time. At
this point you are effectively disabled.
Comparable to an unhealed fracture
of the wrist or elbow that constantly
throbs and aches.

8

Utterly Horrible

Pain so intense you can no longer
think clearly at all. If the pain has
been present for a long time, you may
experience severe personality
changes. Suicide may be considered
and may even be attempted.
Comparable to a serious burn or
untreated stomach ulcer.

9

Excruciating

Unbearable

Pain so intense you cannot tolerate it
and can’t picture life without
painkillers or surgery, no matter what
the side effects or risks. If drugs or
surgery don’t work, suicide is
frequently considered. Comparable to
late-stage cancer, childbirth, or a
kidney stone.

10

Unimaginable

Unspeakable

Pain so intense you may lose
consciousness. Most people have
never experienced this level of pain.
Those who have suffered a severe
accident, such as a crushed hand, and
lost consciousness as a result of the
pain (rather than from blood loss)
have experienced level 10.
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