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			Abstract

			Integrative healthcare approaches are known to improve patient outcomes by delivering systematic and cost-effective approaches to care. Adolescents who survive gunshot wounds present with  a complex constellation of symptoms, both physically and psychologically, and require a systematic approach to their recovery. Collaboration between primary care providers and behavioral health providers allows for treatment of the whole person, including pain management, physical recovery, and psychological recovery. This case report highlights an integrated care approach between a pediatrician and a licensed clinical social worker, offering suggestions to maximize care under pain management recommendations
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			Introduction

		

	
		
			The following review will highlight behavioral health approaches to foster psychological and physical recovery for adolescents following their discharge from an emergency department. The collaboration of physical and mental health care, often labeled as “integrative health care” or the “collaborative care model,” has improved outcomes for patients by using a defined, systematic, and cost-effective approach to care [1]. Those who survive intentional violence or other types of injury present unique treatment considerations. Considering the collaborative care model, patient care would focus on three domains: recovery from the physical trauma itself, management of pain after injury, and management of psychological distress from injury. 

		

	
		
			Violence, pain, and PTSD

		

	
		
			Community violence can be considered an epidemic, considering that two thirds of urban youth have experienced physical violence victimization, with suburban youth reporting less but still signification levels of victimization [2]. Youth with such victimization are at risk for psychological trauma symptoms like hyperarousal, sleep difficulty, changes in mood or cognition which impact recovery on all fronts [3,4]. They are also more prone to further victimization [5] or drastically at risk for becoming 

perpetrators of violence themselves [6]. The presence of pain along with psychological trauma symptoms require systemic, targeted care. Pain is described as the “unpleasant sensory and emotional experience associated with actual or potential tissue damage or described in terms of such damage,” which is often an adaptative response to injury and subsides with appropriate care [7].  The problem of pain is evidenced by data that indicates that 32% of youth with chronic pain, i.e., pain that persists past 3 months, report comorbid PTSD [8]. This comorbidity has significant repercussions, as high rates of comorbidity are known to correlate to higher levels of pain intensity and psychological problems and substance use [9-11]. 

		

	
		
			Pain management recommendations

		

	
		
			The CDC Guidelines for Prescribing Opioids for Chronic Pain specifically address  the treatment of acute pain. Pain medications should be prescribed at the lowest effective dose for the shortest duration possible. In the face of the opioid epidemic, CDC guidelines state that, for acute pain, opioids should be ideally prescribed for 3 days, and no longer than 7 days [12]. They further recommend that non-pharmacological methods be employed as well. These methods are ideally provided by a skilled mental health clinician, who collaborates with the primary care provider providing feedback on the patient’s on-going perceived level of pain. For those youth who progress to complain of chronic pain, on-going treatment using non-pharmacological methods is the preferred modality [12].

		

	
		
			Behavioral health approaches to pain management

			Behavioral health approaches can support recovery, specifically with pain management and PTSD symptoms. Cognitive behavioral approaches have been known to promote successful outcomes for patients recovering from intentional injury13. Such factors focus on thoughts related to pain and the traumatic event, as well as the behavioral responses. Patients with “pain catastrophizing” will appraise their pain more intensely, and this is mediated by their feelings of fear [14]. To coach these children, acceptance strategies are best. Relaxation skills found effective for teenagers include sensory soothing techniques (e.g., aromatherapy, mindful eating), focused breathing, progressive muscle relaxation, and general mindfulness techniques [15]. Coping thoughts include “Pain is managed, not cured- this will pass,” “The more I fight the pain, the more it will persist,” “Pain is not re-injury. Pain is a signal for me to take care of myself.” Statements like the latter help patients to increase self-efficacy and confidence, with the hope of mobilizing a relaxation strategy. Pain-rating scales can help benchmark pain and serve as a way to show a pain hierarchy, both of which can limit the potential for cognitive bias in a patient’s negative appraisals of pain [16].

		

	
		
			Case application

			James is 15-year-old male treated for a gunshot wound of his lower back, seen by detention nursing staff for necessary follow-up and referred to behavioral health care for management of his pain and post-traumatic stress symptoms. His structured assessments for pain and PTSD completed with the LCSW were in clinically significant ranges. James was provided psychoeducation about PTSD and behavioral approaches to pain management like relaxation skills. Treatment consisted of developing positive coping skills in the presence of his PTSD symptoms and pain symptoms. He also worked to develop a cognitive connection between the two symptom clusters. James’ favorite relaxation skill he learned was mindful eating. He would be given a hard candy and was instructed to experience it mindfully, paying attention to the taste, texture, hardness and other features related to the candy itself. He was instructed to slow and control his breathing during this practice. He was able to use lessons to this skill when he would feel extreme pain or a trauma reaction e.g., an intrusive thought, which was a method to divert attention from the unwanted experience to a positive experience. He also enjoyed playing with kinetic sand and doing aromatherapy, delivered in the same didactic as the mindful eating exercise. Once James was able to modulate his feelings and stress level appropriately, he was coached to accept pain, knowing that he would be able to handle it. He was able to manage without the use of opioids and was given ibuprofen as his primary pain reliever. At his six months follow up, James reported drastically fewer PTSD symptoms and reported better ability to manage any leftover pains he felt.

			Discussion

			Collaboration between a primary care provider and behavioral health clinician are integral to the pain management of an adolescent. This care coordination helps with subjective and objective reports of pain, which allows for the best path of treatment for an adolescent. Adolescents admitted to a local detention center post gunshot wound often arrive shortly after the trauma, and the youth often arrive with prescriptions for opioid medications. Incarcerated youth are at a higher risk of drug dependence and abuse, underscoring the important of teaching them skills in pain management that do not include the use of opioid medications [17]. Adolescents who survive gunshot wounds present with a complex constellation of symptoms, both physically and psychologically, and require a systematic approach to their recovery. Collaboration between primary care providers and behavioral health providers allows for treatment of the whole person, including pain management, physical recovery, and psychological recovery. The case study illustrates that care can be effectively provided in a residential setting, and these successes can be translated to the outpatient setting through continued warm hand-offs, and open lines of communication between providers.  This study warrants attention for further research into the particular mechanisms that facilitate positive treatment outcomes for youth with comorbid pain and psychological trauma symptoms. 
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