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Outline

« Pain definition/conceptualization
« Types of pain experienced by people living with HIV

e Pain evaluation and treatment

 Focus on key features of self-management




What is pain? of IASP

ing together for pe

“An unpleasant sensory and emotional experience associated with, or
resembling that associated with, actual or potential tissue damage.”

* Pain is always a personal experience that is influenced to varying degrees by biological,
psychological, and social factors.

* Pain and nociception are different phenomena. Pain cannot be inferred solely from activity in
Sensory neurons.

* Through their life experiences, individuals learn the concept of pain.

* A person’s report of an experience as pain should be respected.

* Although pain usually serves an adaptive role, it may have adverse effects on function and
social and psychological well-being.

* Verbal description is only one of several behaviors to express pain; inability to communicate
does not negate the possibility that a human or a nonhuman animal experiences pain.
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® Anger ®Fear
® Traumatic life events

Biopsychosocial model of pain

Chronic pain: pain lasting >3m (i.e., beyond expected
healing time for acute injuries)

® Psychological distress ]

® HlV-related
mechanisms of pain ® Stigma
® Biological ® Close personal

relationships
® Environmental stressors

mechanisms of
. . psychiatric iliness
Nociplastic (aka | and substance abuse

central
sensitization)

@

=

® Quality of life

® Retention

® Adherence

® Health care utilization
| ® Virologic suppression Merlin et al 2014

Nociceptive Neuropathic

16™ INTERNATIONAL WORKSHOP ON &

AGING &HIV202E 21

S
e




Pain disorders in people with HIV

Pelvic pain (2%)

Myalgia (3%)

Headache (6%)

Neuropathic pain
(11%)

Chronic pain
unspecified (10%)

Arthralgia (16%)

Figure 2. Common chronic painful diagnoses in treated HIV.

Chronic pain disorders in HIV primary care: clinical
characteristics and association with
healthcare utilization

Jocelyn M. Jiao, Eric So, Jebakaran Jebakumar, Mary Catherine George, David M. Simpson,
Jessica Robinson-Papp*

Most common types of pain:
Spinal pain

Joint pain

Neuropathic pain

Headache

Muscle pain

Pelvic pain




People living with HIV and chronic pain are

complex

* QOverlapping pain syndromes
 Multiple co-morbidities
* Higher healthcare utilization

Headache and spinal

pain
3%

Other
1%

Spinal pain
25%

Headache
7%

Mixed
musculoskeletal
pain
Joint pain 12%
15%
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[Characteristics of HIV-infected patients with and without a chronic pain diagnosis*.
All patients (n = 638) Patients with a chronic Patients without a chronic P
pain diagnosis (n = 252) pain diagnosis (n = 386)
VACS index 28+ 21 3020 25 = 21 <0.001
Mean numeric pain score rating 21 =21 32=x21 14+18 <0.001
(on a scale of 0=10)
Healthcare utilization
Inpatient admissions 03 =10 DH=13 0.2 £0.7/0 0.001
Total days hospitalized 1973 24 87 1562 0.0071
ED visits 0921 14 =30 06 =12 <(.001
Radiological procedures 268+ 48 37 x£54 19+42 <0.001
Surgical procedures 01 =04 0205 01 =04 0.001
Comorbid substance use diagnosis 32% 43% 25% <0.001
Comorbid psychiatric diagnosis 48% 63% 39% < (0.001
Total number of psychiatric and substance use 1316 1919 1013 <0.001
diagnoses
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Symptoms co-occurring with pain

* Multiple distinct symptoms common among PWH with ability to
overlap and exacerbate one another

» Fatigue

. / Sleep
> Pain |« >

| / disturbance
Mood / ‘ Cognitive

disturbance impairment

https://doi.org/10.1016/j.jpainsymman.2009.05.013




Pain evaluation and treatment




Principles of chronic pain evaluation

e Diagnostic evaluation for new pain conditions is warranted
* Once pain is chronic, additional diagnostic evaluation should be limited

e Expectation should be set that finding a specific “cause” of the pain in
the painful area of the body may not be possible

 The idea of pain as a neurologic disorder can be introduced (this is
tricky to explain well): central sensitization like the volume being
turned up

 Sometimes the diagnosis “fibromyalgia” can be helpful




Treating pain in PWH

* No FDA approved treatments specific for pain in PLWH
* There are some HIV-specific guidelines (HIVMA/IDSA)

 Can also follow guidelines for general population and/or similar conditions
(e.g., diabetic neuropathy for patients with HIV-associated neuropathic pain)

* Important to set reasonable goals. Pain freedom is unlikely.

* Two general categories:

* Non-pharmacologic
* Pharmacologic
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Recommended non-pharmacologic treatments

» CBT, yoga for MSK pain, PT/OT, hypnosis for neuropathy pain, acupuncture
Recommended pharmacologic treatments

* For neuropathy: gabapentin, capsaicin patch, cannabis, alpha-lipoic acid
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Treatments tried by PWH for Pain

Pergent "Very Much'
or ‘Much' improved
OTC medication 16%
Prescription opioids 68%
Non-opioid prescription 34%
Topicals 19%
Cannabinoids 48%
Herbs/supplements 10%
Interventional pain managment 53%
Chiropractor 36%
Acupuncture 31%
Massage 49%
oT 34%
PT 44%
Exercise 29%
Yoga 35%
Meditation 24%
CBT 17%
Mental health 19%
Peer support 15%
Digital health 19%
Recreational substances 32%
Food 12%
0 100 200 300
number of respondants
Very much improved Minimally improved Minimally worse Very much worse
Much improved No change or don't remember Much worse
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Non-pharmacologic treatments

Active * Physical therapy *  Mindfulness based e Tai chi
* Exercise stress reduction * Yoga
* CBT (and other * Biofeedback * Meditation
behavioral * Progressive Muscle * Alexander technique
interventions) Relaxation/Motor
control
* Therapeutic * Moyofascial release * Hypnosis
ultrasound * Music therapy
 TENS
* Interventional pain ¢ Massage * Acupuncture, acupressure
management e Chiropractic and * Low level laser therapy
* Trigger point osteopathic * Reflexology
injections manipulation e Craniosacral therapy
* Feldenkrais
* Rolfing
* Reiki
* Aromatherapy
Passive * Magnets

* Natural products




Common threads among active non-pharmacologic
treatments (mainstream and CAM)

* Often combine psychological and physical components

* Psychological:
e Re-framing
» Self-efficacy
* Coping
* Physical:
e Strength
* Flexibility
e Cardiovascular fitness

* Body awareness

* How to use these skills preventatively and for management of
acute exacerbations




Introduction to Your Chronic Pain -.«..vveenaennis

E Xa m I e ¢ STO M P Physical Activity and Your Pain «.......c.coevennnen
. Losing Weight to Improve Your Pain ...............

Stress, Relaxation, and Your Pain...................

Sleeping Better to Help Your Pain ..................
Thinking Differently about Your Pain ...............

PO PU LATION INTERVENTION Talking with our Family and Friends about Pain .. FINDI NGS
146 Male, 126 Female, 202 Participants analyzed Taking Opioid Pain Medications ................... Pain was significantly better in the STOMP group compared with
6 Transgender Female the EUC group immediately after the intervention
— N\
O O
V — Study group
® EUC
\/ 8- ® sToMP
® ©
S
o 104 Enhanced usual 98 Skills to Manage Pain (STOMP) = 4
Adults living with HIV and care (EUC) 12-wk pain self-management intervention,
chronic pain Participants provided with including staff-led 1-on-1skill-building
Meanage,53.5y the STOMP manual sessions and group sessions co-led by peers 21
0 ‘ ‘ ;
Baseline 0 mo 3 mo
SETTINGS / LOCATIONS PRIMARY OUTCOME Time
. Pain immediately after the intervention was measured using the Brief Pain
O Two Iarg_e medical Inventory total score (range, O-10 points; higher scores indicate greater severity
|- — ] centersin the and interference); minimal clinically important difference was considered Between-group mean difference in painimmediately
A southern US to be 1 point after theintervention, -1.25 (95% Cl, -1.71to -0.78) P<.001

Jones KF, Long DM, Blair MJ, et al. Efficacy of a pain self-management intervention tailored to people with HIV: a randomized clinical trial.
JAMA Intern Med. Published online July 15, 2024. doi:10.1001/jamainternmed.2024.3071

© AMA
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Brief Pain Inventory - Interference Scores (BPI-I)

6.5
|

HIV-PASS

6

B
|

»Intervention designed to target both pain and
depression

5

Estimated Adjusted Mean

4.5
|

»Seven-session intervention: first in person and N
then Over the phone BIL ‘|1 2I é dllMonthcn‘af:i::.asessment é 1I2

—&— HIVPASS -—--®-—-- HE

» Intervention involved behavioral health
specialist providing: a) psychoeducation about
pain and depression; b) supportive coaching; c)
education on pacing; and d) behavioral
activation to increase engagement in pleasant
and meaningful activities

Ueloeleaer el 2022 \V I AGING&HIV (A




Pain treatments:
Pharmacological




Pharmacologic treatment options

* Try to keep regimens simple when possible but may require agents
from different classes

* NSAIDs/acetaminophen
* Gabapentinoids

* SNRIs

* Tricyclics

* Muscle relaxants

* Topicals




Cannabis

Classified as “hemp” or “marijuana” based on THC
concentration (THC is the main psychoactive
component)

Hemp is legal federally (since 2018) and was
intended to make CBD products (non-psychoactive)

Marijuana is still illegal federally, although states
have legalized and federal government typically does
not interfere

Some states have no legalization, some have medical only, some have medical and
recreational

Products and level of regulation and quality control vary state by state, making general
recommendations difficult




The National Academies of Sciences, Engineering

and Medicine (NASEM), 2017 and 2024

N
™ % The Health Effects

of Cannabis and

NATIONAL Cannabinoids
ACADEMIES

Chapter Highlights

antiemetics.
more likely to expenience a clinically significant reduction 1 pain symptoms

improves patient-reported spasticity symptoms.

there 1s mnadequate information to assess their effects.

e In adults with chemotherapy induced nausea and vomiting. oral cannabinoids are effective
* In adults with chronic pain, patients who were treated with cannabis or cannabinoids are

e In adults with multiple sclerosis (MS) related spasticity, short-term use of oral cannabinoids

* For these conditions the effects of cannabinoids are modest; for all other conditions evaluated Cannabis Policy

Impacts ‘Public Health

https://www.nationalacademies.org/news/2024/09/to-protect-public-health-federal-government-
should-provide-guidance-to-states-that-have-legalized-marijuana-close-hemp-regulatory-loopholes-
create-public-health-campaign

2022 systematic review

that depends on the type of cannabinoid. CBD has a significant therapeutic effect for epilepsy
(SMD - 0.5[CI - 0.62, — 0.38] high grade) and Parkinsonism (- 0.41[CI - 0.75, — 0.08]
moderate grade). There is moderate evidence for dronabinol for chronic pain (- 0.31[CI -
0.46, - 0.15]), appetite (- 0.51[CI - 0.87, — 0.15]) and Tourette (- 1.01[CI - 1.58, - 0.44]) and
moderate evidence for nabiximols on chronic pain (- 0.25[- 0.37, — 0.14]), spasticity (-
0.36[CI - 0.54, — 0.19]), sleep (- 0.24[CI - 0.35, — 0.14]) and SUDs (- 0.48[CI - 0.92, -

and Health Equity

Consensus Study Report

2024 Update voicing concerns...

* Use rates and THC concentrations rose
considerably raising concerns for adverse effects

* Semisynthetic hemp derived delta-9 and delta-8
THC have become widely available and largely
unregulated

Consumers should look for products with certificates
of analysis from certified labs.
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Original research  Open access = Published: 02 July 2021
Consensus recommendations on dosing and

Ca n n a bis: ge n e ra | gu id a nce administration of medical cannabis to treat chronic

pain: results of a modified Delphi process

Arun Bhaskar, Alan Bell, Michael Boivin, Wellington Brigques, Matthew Brown, Hance Clarke, Claude Cyr,

Route onset Duration Notes Elon Eisenberg, Ricardo Ferreira de Oliveira Silva, Eva Frohlich, Peter Georgius, Malcolm Hogg, Tina Ingrid
. . . . Horsted, Caroline A. MacCallum, Kirsten R. Miiller-Vahl, Colleen O'Connell, Robert Sealey, Marc Seibolt,
Vapor/lnhaled 30s-2m 1-2h Requwes Vaporlzatlon device Aaron Sihota, Brennan K. Smith, Dustin Sulak, Antenio Vigano & Dwight E. Moulin &3
Transmucosal 2-15m 4-6h Patients must be counseled not to Journal of Cannabis Research 3, Article number: 22 (2021) ‘ Cite this article
swallow the liquid, or onset will be much
slower (up to 2 hours)
Starting cannabinoid type [ CBD-predominant ]
Oral 1-2h 8-10h First pass hepatic metabolism I
Starting CBD dose [ CBD-predominant 5 mg twice daily ]
N CBD-predominant
. . . CBD titration [ 10 mge/:eay (;c:;:lla d:am; dose) ]
* First pass hepatic metabolism means that non-oral e
routes of administration require much lower doses When to add THC [lf paint s it resching wsacmantsgows when ]
* Transmucosal (based on nabiximols): 1 spray contains
2.7mg THC and 2.5mg CBD; starting dose 1 spray daily el b

with titration up to a maximum of 12 over 2 weeks.
* Bioavailability of inhaled even higher than
transmucosal although exact ratios not known.

THC titration

A 2.5 mg every 2-7 days until goals are met or a
maximum dose of 40 mg/day THC is reached*

*Refer for expert consultation if considering > 40 mg/day THC

“Routine” recommendations for oral
dosing, also have “Conservative” and

https://pp.jazzpharma.com/pi/sativex.au.Pl.pdf “Rapid” protocols.
https://jcannabisresearch.biomedcentral.com/articles/10.1186/s42238-021-00073-1

m B&iRﬁTéNawﬁKfvgngE




Conclusions

* Pain is a complex biopsychosocial experience
* Three main forms: nociceptive, neuropathic, nociplastic commonly overlap

e Pain is very common in people with HIV, neuropathy is one common form but musculoskeletal pain also
very common.

e Often co-occurring pain syndromes, and other overlapping symptoms (e.g., fatigue)
 PWH with pain often try many different treatment approaches.

» Self-management techniques share in common the core features of CBT
Re-framing

Self-efficacy

Coping

Improving physical fitness

Body awareness

e Cannabis is commonly used by PWH for pain but should be approached with caution.
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