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Abstract

Chronic pain is the leading cause of years lived with disability globally. Populations in low- and 

middle-income countries bear a disproportionate burden of chronic pain because of greater 

exposure to road injuries, interpersonal and political violence, unregulated manual labor and 

limited access to healthcare. Lessons from the field of global mental health can provide a 

foundation to begin tackling the global burden of pain. These lessons include the use of task-

sharing of front-line psychosocial care to non-specialized health workers; a transdiagnostic 

approach; use of syndemic models incorporating social determinants and co-morbidities; 

incorporating cultural idioms of distress, the symbolic meaning of pain, and traditional healing 

practices; and a person-centered approach emphasizing the embedded nature of an individual in 

her/his family, context and culture. The implications of this evidence for chronic pain management 

are manifold, for example: using transdiagnostic psychosocial interventions delivered by non-

specialist, non-physician health workers as the first step; personalized medicine approaches based 

on good practice principles of chronic disease management; and concurrently addressing the social 

determinants often associated with pain syndromes. Taken together, these principles should be 

used to design intervention platforms that can address the burden of chronic pain, while reducing 

risks of over-utilization of opioid medications, globally.

Introduction

“The greatest evil is physical pain,” stated St. Augustine of Hippo. Throughout history, the 

lives of countless people have been afflicted by chronic pain resulting from a variety of 

etiologies. Today, chronic pain remains a global public health problem with vast unmet 

needs for relief [27]. Globally, low back pain is the leading cause of years lived with 

disability (YLDs) accounting for 57.6 million YLDs annually, migraine is second (45.1 

million YLDs), neck pain is sixth (28.9 million YLDs), and other musculoskeletal disorders 

is seventh (28.9 million YLDs) [32]. A meta-analysis of chronic and persistent pain in low- 
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and middle-income countries (LMIC) including 119 studies (47,133 individuals) 

demonstrated pooled prevalence rates among the general population of 42% for headaches, 

34% for unspecified chronic pain, 25% for musculoskeletal pain, and 21% for low back 

pain; further, rates are considerably higher for elderly populations [37].

Risk factors for chronic pain include injuries caused by motor vehicle collisions, unregulated 

manual labor, obstetric complications, and exposure to violence such as gender-based 

violence and political conflict. All of these risk factors are disproportionately experienced by 

populations in LMIC [30]. There are more than 100 million road injuries requiring medical 

attention per year, and while the rates have decreased by more than 15% globally since 

1990, the rates increased in West Africa by 29% and southern Africa by 35% [30]. Ninety 

percent of disability adjusted life years (DALYs) lost from road traffic injuries occurs in 

LMIC [1]. Similarly, interpersonal violence-related injuries decreased globally by 19% in 

the past two decades but increased by 50% in southern Africa and the Pacific Islands [30].

Unfortunately, health care services to address pain are grossly inadequate in LMIC where 

the majority of persons with chronic pain lack access to a regular supply of appropriate 

medications and other services [48]. Although improving access to medication is vital, 

multidisciplinary and multidimensional approaches demonstrate better outcomes than 

medication alone [13; 68; 74]. Therefore, it is important to consider the role of psychosocial 

interventions, which are especially important because psychological distress is one of the 

prime mediators of the relationship between chronic pain and disability [46]. Psychosocial 

interventions are an important part of multidisciplinary care and a potential alternative to 

medication depending on the severity and nature of pain [15; 23; 84; 85].

Global mental health innovations in psychosocial interventions

The field of global mental health is concerned with reducing disparities in access to 

evidence-based mental health care and mental health outcomes within and between 

populations. A key thrust of the field has been to design and deliver psychosocial 

interventions to address these disparities.

Psychosocial interventions for pain

While psychosocial interventions have been primarily tested for mental health problems, 

there is suggestive evidence for a range of psychological interventions for chronic pain in 

high-income countries (HIC) [53]. Among adults, there are moderate benefits immediately 

after treatment for pain, disability, and mood, with benefits to mood sustained at follow-up, 

when compared in waitlist conditions [84]. Other interventions such as behavioral activation, 

lack evidence as described in the same review. Among children and adolescents, 

psychological interventions are beneficial for headache and associated disability but 

comparable benefits are not observed for other varieties of pain [23].

Regarding high quality guidelines for the management of pain, the Ontario Protocol for 

Traffic Injury Management (OPTIMa) Collaboration recommends education promoting self-

management and multimodal rehabilitation that include physical and psychological 

interventions (e.g., cognitive/behavioral approaches and exercise) for patients with high 
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levels of disability or significant distress associated with chronic low back pain [85]. For 

chronic pain, the Italian Consensus Conference on Pain in Rehabilitation gives mindfulness 

interventions a Grade A recommendation; group and individual cognitive behavioral therapy 

(CBT) receive a Grade B recommendation; and specifically, for chronic musculoskeletal 

pain, group CBT receives a Grade A and individual receives a Group B [13]. Interpersonal 

psychotherapy (IPT) enhances social support and reduces depression among women living 

with chronic pelvic pain; however, the direct benefits of IPT on chronic pain have not been 

demonstrated [69]. Taken together, the current literature demonstrates the promise of 

specific psychological interventions for different categories of pain, as well as highlighting 

limited impacts on some outcomes and areas that need further investigation.

Global research on psychosocial interventions

Unfortunately, research examining use of psychological interventions for treatment and 

management of pain among adults and children in LMIC is nearly non-existent. Among 

recent systematic reviews of psychological and other non-pharmacological interventions for 

pain, the majority include no studies conducted in LMIC for adults [33; 52], and there is 

similar gap in the evidence for pain among children and adolescents [23]. In one Cochrane 

review of 42 studies of psychological therapies to manage chronic pain among adults [84], 

the authors identified only two LMIC studies: one from India using biofeedback for 

fibromyalgia [2] and one pilot randomized controlled trial (RCT) from Brazil comparing 

client-centered and exercise therapy for chronic low back pain [51]. In a review of 19 studies 

for chronic musculoskeletal pain, only one study was conducted in an LMIC: arthritis self-

management in Hong Kong, which showed promising results [21]. There is also very limited 

evidence for interventions that address pain associated with cultural practices; for example, a 

recent systematic review of treatment for pain associated with female genital mutilation 

found no intervention trials [24]. Even studies employing cultural practices that originated in 

non-Western countries, such as tai chi, yoga, and mindfulness, have lacked RCTs in LMIC 

evaluating these practices [15]. Therefore, the gap between the overwhelming burden of 

disease attributable to pain in LMIC and the lack of research to develop evidence-based care 

highlights the crucial need for research on prevention and treatment of pain in these settings.

On the other hand, the field of global mental health has witnessed a flourishing of 

intervention and implementation research to address mental health problems in diverse 

LMIC. This has led to the generation of substantial evidence that is now being used to 

inform national mental health policies, practice, and government investment in mental health 

care. The growth of psychological intervention research in LMIC could offer an important 

opportunity for addressing the global burden of chronic pain. A central aspect of 

psychological interventions in global mental health is their delivery in a “task-sharing” 

framework. Task-sharing refers to the use of non-specialist providers, such as community 

health workers, lay volunteers, teachers, nongovernmental organization staff, and peers to 

deliver interventions that would typically require a clinical psychologist, clinical social 

worker, or psychiatrist in HIC. Such interventions are typically delivered in routine health 

care or community platforms. Task-sharing with non-specialists has been both feasible and 

effective for treating psychological distress and disorders [76; 79], and psychological 
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treatments delivered by non-specialists have an effect size comparable to psychological 

interventions delivered by specialists in HIC [76].

As examples of this body of evidence, positive results have been observed with interventions 

based on cognitive-behavior therapy and behavioral activation: “Thinking Healthy Program” 

in Pakistan [71] and “Healthy Activity Program” in India [66]; problem-solving therapies: 

“Problem Management Plus” in Pakistan and Kenya [12; 70]; enhancing social support: IPT 

in Uganda [7; 57] and the “Friendship Bench” in Zimbabwe [14]; motivational interviewing: 

“Counseling for Alcohol Problems” in India [58], trauma-focused psychotherapies: 

cognitive processing therapy in the Democratic Republic of Congo [4]; and common 

elements treatment approaches (CETA) that include elements of cognitive behavioral 

therapy, trauma-related care, and other evidence-based practices [8; 9; 56; 82]. Although the 

evidence in support of such interventions to address chronic pain is limited (as noted 

earlier), given the cultural acceptability, feasibility of delivery by non-specialists, and 

clinical effectiveness of these therapies, their role in pain management in LMIC should be 

evaluated.

Echoing the efforts in LMIC, a promising recent development has been the modification of 

group CBT and group educational interventions for low literacy populations with chronic 

pain seeking care in low-resource health facilities in the United States [78]. This trial 

examined delivery in low-income clinics and demonstrated benefits of both CBT and group 

education on pain outcomes. Moreover, the group education intervention alone, which would 

require minimal training, actually led to longer sustained gains in pain related outcomes. 

These findings are entirely consistent with the global mental health evidence base.

Transdiagnostic approaches to the psychological treatment for pain

Transdiagnostic approaches are increasingly being used for psychological interventions in 

global mental health [9]. The principle of transdiagnostic approaches is that diverse 

diagnostic phenotypes have similar mechanisms and benefit from similar treatment elements 

[25; 28; 47; 61]. Such transdiagnostic approaches work by targeting mechanisms that are 

common across conditions, such as avoidant coping, emotion dysregulation, sleep problems, 

or demoralization [6; 25; 29]. Another advantage of most transdiagnostic approaches is that 

they eschew the use of full ‘packages’ of psychological interventions such as CBT or IPT, in 

favor of ‘elements’ or ‘components’ such as activation (for mood problems), exposure and 

relaxation (for anxiety), and motivational enhancement (for addictive behaviors). These are 

easier to scale up because elements are easier to learn than entire packages. Once a provider 

learns how to deliver a parsimonious set of elements, they can apply it to a range of 

presentations by matching the element to the dominant clinical concern, typically defined by 

the patient [9; 82]. Therefore, transdiagnostic approaches are advantageous when training 

non-specialist health workers who are able to deliver an intervention without the need for a 

specific diagnosis or having competency in different packages of care for specific disorders.

This evidence base complements the emerging evidence in support of transdiagnostic 

approaches to pain and psychological distress in treatments delivered by specialists [6; 47]. 

The transdiagnostic approaches mentioned above also represent an opportunity for person-

centered approaches to care because it targets the primary concerns of the patient. It is easier 
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for a patient to understand and learn a single technique or skill, especially when that skill has 

been selected specifically for the her/his needs [62]. Transdiagnostic approaches also allow 

patients to come in seeking help for pain but also receive care that will benefit mental health, 

while not having treatments labeled exclusively as psychiatric care, which can be 

stigmatizing.

A syndemic framework for psychosocial interventions for pain

Efforts to deliver psychological services and other interventions in global mental health have 

also revealed the crucial needs to address other determinants of mental health, such as 

poverty and income inequality, physical health problems, violence, injury, abuse, and ethnic 

and gender discrimination. Many of these social determinants associated with psychological 

and psychiatric problems also increase the risk of chronic pain [49; 50; 65]. Thus, chronic 

pain is associated with poverty, unemployment, lower neighborhood socioeconomic status, 

and literacy levels [19; 26]. Child abuse not only increases risk of adult mental disorders but 

is also associated with sensitization of pain pathways [59; 80]. Unemployment and poverty 

increase stress exposures associated with common mental disorders and also contribute to 

demoralization and despair, which are associated with the experience of chronic pain [20].

A conceptual model to integrate negative social determinants, chronic pain, and 

psychological disorders is the syndemic framework [54; 75]. Originating in medical 

anthropology, the concept of a syndemic refers to the interaction of two more conditions (co-

morbidities) that have an overlapping or intersecting biological pathways, and these 

conditions are mutually influenced by social determinants [54]. Prior syndemic models have 

been used to explain the clustering of violence exposure, intravenous drug use, and HIV/

AIDS, as well as clustering related to diabetes, depression, and migrant status [75]. Chronic 

pain and mental disorders could benefit tremendously from a syndemic approach because 

they have overlapping and complementary biological pathways, and they are clustered 

geographically in areas with constellations of risk factors: poverty, unemployment, high 

rates of manual labor, and lack of access to mental healthcare services. A syndemic 

approach can then be used to ensure that pain and mental disorders are addressed 

concurrently, another goal of person-centered care. The syndemic approach also provides 

evidence for why societal and economic risk factors are as central to personalized medicine 

as genetic and other biological profiles are.

Cultural and contextual considerations for interventions to treat pain

Another contribution from global mental health is the attention it has given to language and 

the idioms of distress. Cultural idioms for suffering are often grounded in the language of 

pain [44; 60]. Dukha in Nepali can reflect physical pain as well as psychological distress 

when referring to pain in the heart-mind [41]. Similarly, in Haitian Kreyòl, kè fè mal (heart 

that hurts) refers to emotional suffering [39]. In a review of cross-cultural qualitative studies 

of depression, including both HIC and LMIC, headaches and other pains were described in 

36% and 34% of studies respectively [31]. The interrelationship between idioms of pain and 

psychological process is not limited to depression. In Bali, extreme fright followed by 

emotional distress is also described with idioms implying head pain [83]. In Mongolia, 

yadargaa (a fatigue related syndrome associated with psychological distress) is often 
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recognized through pain in the heart, chest, back, and joints [43]. While there has been less 

attention to culture and context for the harmful opioid use epidemic in the U.S, a notable 

exception is research in the Appalachian region which has demonstrated the importance of 

cultural models to understand treatment-seeking behavior [77].

Few cross-cultural studies have distinguished between depression manifested with pain-

related complaints and depression that is co-morbid with a pain-related condition such as 

musculoskeletal and neuropathic injuries, and this an important area for further 

investigation. Attending to language is helpful to avoid misinterpretation of psychosocial 

distress as physical pain, which may lead to inappropriate treatments or misuse of resources 

[39; 42]. For example, among Latinos in the U.S., failure to adequately discuss pain misses 

an opportunity to discuss difficulties in emotional regulation [67]. In Haiti, misinterpretation 

of psychosocial idioms of pain as a purely physical problem leads to inappropriate use of 

medications and lack of referral to psychological and social services [39]. In all contexts, 

interventions that have undergone cultural adaptation focusing on language for expression of 

distress outperform un-adapted interventions [5; 16]. Therefore, it is crucial to use language 

that will facilitate participation in treatment programs while simultaneously assuring that the 

type of treatment is suited to the psychological, physical, and social aspects of the pain [34].

The meaning of pain and expectations related to treatment are vital to consider [18; 36; 55]. 

Some expressions of pain may be associated with religious devotion, gender roles, social 

status, and military service. To express being completely free of pain may be at odds with 

expectations for one’s identity in these roles [40]. Pain may also have a meaning which 

implies a religious or spiritual infraction or calling. Whereas these observations do not imply 

withholding an intervention or minimizing the experience of the pain, they are important to 

consider in the process of identifying and measuring clinical targets. Building upon this, 

collaboration with religious leaders and traditional healers may be helpful to understand how 

best to discuss and address pain. Psychosocial interventions can also be integrated within 

traditional health care systems by partnering with traditional health practitioners [63], 

including religious healers, mindfulness practitioners, bonesetters, and other non-biomedical 

professionals.

Mindfulness, yoga, and tai chi have shown benefits for pain reduction in HIC [15]. 

Mindfulness-based approaches have been incorporated into promising strategies, such as 

dialectical behavior therapy, in Nepal [72; 73]. The fields of Chinese medicine, Qur’anic 

medicine, Tibetan medicine, and Ayurveda also have approaches to diet, activity, and use of 

herbal medications to manage chronic pain [17; 45; 86], with strong evidence for the benefit 

of acupuncture for control of neck and low back pain demonstrated in a systematic review of 

75 studies [86]. Partnering with these practitioners may play a role for multidisciplinary 

approaches to pain treatment in global health efforts.

Harmful cultural practices in the etiology of pain, such as female genital mutilation, should 

also be assessed and addressed. Whereas harmful cultural practices are often highlighted in 

non-Western cultures, it is important to reflect upon harmful cultural beliefs and practices in 

Western settings too. Cultural expectations among some health care workers and patients in 

the United States may lead to overemphasis on eradicating pain rather than finding ways to 
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optimize functioning and quality of life in the presence of pain [3]: for example, cultural 

expectations that clinical care is successful when a pain score of ‘0’ versus a cultural model 

that emphasizes quality of life and functioning over the simplistic (and often unattainable) 

targets of pain eradication. Similarly, cultural attitudes regarding public access to and use of 

firearms increase not only mortality but also firearm-related injuries that increase risk of 

chronic pain [38; 81]. Resistance to public health measures to curb obesity through measures 

such as taxation on high sugar beverages, contributes to chronic joint and other 

musculoskeletal pain [11].

Person-centered approaches to pain management

Global mental health care has been a pioneer in the development of person-centered 

approaches [22]. These innovations include the community orientation for long-term care; 

the integration of medication with psychological and social interventions; the engagement of 

family members in supporting recovery and addressing the needs of caregivers; addressing 

social and functional impairments in daily life beyond the specific symptoms associated with 

the disorder; supporting adherence and management of side-effects of medications; the 

deployment of non-specialists, including peers, to enhance the coverage and quality of care; 

digital technologies to support guided self-care and network patients; and collaborative care 

with case managers to address multiple morbidities [64]. Community-centered and person-

centered approaches recognize that there is not a one-size-fits-all solution either for 

individuals or for communities. Interventions need to be designed and implemented in a way 

that focuses on adaptation and contextualization for the specific setting.

Personalized medicine approaches are needed not just for universal mental health coverage 

but for the full range of chronic conditions that include pain. This can be guided by what we 

have coined as the “5C approach” [64]: a Continuing or long-term plan recognizing that 

‘cures’ are rare and the goal of care is to optimize the quality of life and health; person-

Centered care focusing on what matters to the patient rather than what is the matter with the 

patient; Community orientation to be the primary platform for delivery of interventions, in 

particular those related to continuing care, engagement with families, and the broader 

community; Collaborative care with seamless coordination enabled by community health 

workers or case managers with primary care and specialist care providers to ensure quality 

and early ‘stepping up’ of the intensity of care when needed; and a Compassionate stance 

which instils hope, which is key to the biological mechanism of healing and a motivator for 

health promoting behaviors [10].

Conclusion

A significant investment of resources is needed in LMIC to enhance access to the full suite 

of evidence-based intervention options to address the enormous unmet needs for persons 

living with chronic pain. Investing in research and services in LMIC will also highlight what 

must be done to address the burden of chronic pain in HIC. Despite advanced health care 

infrastructure and a lower prevalence of risk factors in high-resource settings, the prevalence 

of chronic pain in some HIC is comparable to rates in LMIC. In the United States, one in 

three adults suffers from chronic pain [35]. Many of those Americans live in regions of the 
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country where political and business leaders do not prioritize mental health and affordable 

specialist providers are not available. This creates a context not dissimilar to LMIC. The 

challenges of addressing chronic pain in these regions are exacerbated by the opioid abuse 

crisis. For these settings, non-specialist delivery of contextually-sensitive psychological and 

psychosocial interventions offers one avenue to address pain and opioid misuse. Non-

specialists who are familiar with local context are ideal to engage with families and 

communities and to integrate clinical interventions with local resources to address social 

determinants of chronic pain. The appropriate use of culturally-salient language would 

enable patients and families to buy-in to clinical interventions and social programs. 

Ultimately, global alliances among HIC and LMIC researchers and practitioners are a vital 

next step to enhance sharing of experiences in the common mission to confront the global 

burden of chronic pain.

Acknowledgments

Funding statement: BAK is supported by the U.S. National Institute of Mental Health (K01MH104310). VP is 
supported by the Wellcome Trust (106919/Z/15/Z) and NIMH (U19MH113211).

References

1. Adeloye D, Thompson JY, Akanbi MA, Azuh D, Samuel V, Omoregbe N, Ayo CK. The burden of 
road traffic crashes, injuries and deaths in Africa: a systematic review and meta-analysis. Bulletin of 
the World Health Organization. 2016; 94(7):510. [PubMed: 27429490] 

2. Babu A, Mathew E, Danda D, Prakash H. Management of patients with fibromyalgia using 
biofeedback: a randomized control trial. Indian J Med Sci. 2007; 61(8):455. [PubMed: 17679735] 

3. Barry DT, Irwin KS, Jones ES, Becker WC, Tetrault JM, Sullivan LE, Hansen H, O’Connor PG, 
Schottenfeld RS, Fiellin DA. Opioids, Chronic Pain, and Addiction in Primary Care. The Journal of 
Pain. 2010; 11(12):1442–1450. [PubMed: 20627817] 

4. Bass JK, Annan J, McIvor Murray S, Kaysen D, Griffiths S, Cetinoglu T, Wachter K, Murray LK, 
Bolton PA. Controlled Trial of Psychotherapy for Congolese Survivors of Sexual Violence. New 
England Journal of Medicine. 2013; 368(23):2182–2191. [PubMed: 23738545] 

5. Benish SG, Quintana S, Wampold BE. Culturally adapted psychotherapy and the legitimacy of 
myth: a direct-comparison meta-analysis. Journal of Counseling Psychology. 2011; 58(3):279–289. 
[PubMed: 21604860] 

6. Berking M, Lukas CA. The Affect Regulation Training (ART): a transdiagnostic approach to the 
prevention and treatment of mental disorders. Current Opinion in Psychology. 2015; 3:64–69.

7. Bolton P, Bass J, Neugebauer R, Verdeli H, Clougherty KF, Wickramaratne P, Speelman L, Ndogoni 
L, Weissman M. Group interpersonal psychotherapy for depression in rural Uganda: a randomized 
controlled trial. Jama. 2003; 289(23):3117–3124. [PubMed: 12813117] 

8. Bolton P, Bass JK, Zangana GAS, Kamal T, Murray SM, Kaysen D, Lejuez CW, Lindgren K, 
Pagoto S, Murray LK, Van Wyk SS, Ahmed AMA. , et al. A randomized controlled trial of mental 
health interventions for survivors of systematic violence in Kurdistan. Northern Iraq: BMC 
Psychiatry; 2014. 14

9. Bolton P, Lee C, Haroz EE, Murray L, Dorsey S, Robinson C, Ugueto AM, Bass J. A 
Transdiagnostic Community-Based Mental Health Treatment for Comorbid Disorders: Development 
and Outcomes of a Randomized Controlled Trial among Burmese Refugees in Thailand. Plos 
Medicine. 2014; 11(11)

10. Bressan RA, Iacoponi E, Candido de Assis J, Shergill SS. Hope is a therapeutic tool. Bmj. 2017; 
359

11. Brownell KD, Farley T, Willett WC, Popkin BM, Chaloupka FJ. The public health and economic 
benefits of taking sugar-sweetened beverages. New England Journal of Medicine. 2009; 361(16):
1599–1605. [PubMed: 19759377] 

Kohrt et al. Page 8

Pain. Author manuscript; available in PMC 2019 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



12. Bryant RA, Schafer A, Dawson KS, Anjuri D, Mulili C, Ndogoni L, Koyiet P, Sijbrandij M, Ulate 
J, Harper Shehadeh M, Hadzi-Pavlovic D, van Ommeren M. Effectiveness of a brief behavioural 
intervention on psychological distress among women with a history of gender-based violence in 
urban Kenya: A randomised clinical trial. PLOS Medicine. 2017; 14(8):e1002371. [PubMed: 
28809935] 

13. Castelnuovo G, Giusti EM, Manzoni GM, Saviola D, Gatti A, Gabrielli S, Lacerenza M, 
Pietrabissa G, Cattivelli R, Spatola CAM, Corti S, Novelli M, et al. Psychological Treatments and 
Psychotherapies in the Neurorehabilitation of Pain: Evidences and Recommendations from the 
Italian Consensus Conference on Pain in Neurorehabilitation. Frontiers in Psychology. 2016; 
7(115)

14. Chibanda D, Weiss HA, Verhey R, Simms V, Munjoma R, Rusakaniko S, Chingono A, Munetsi E, 
Bere T, Manda E, Abas M, Araya R. Effect of a Primary Care-Based Psychological Intervention 
on Symptoms of Common Mental Disorders in Zimbabwe A Randomized Clinical Trial. JAMA-J 
Am Med Assoc. 2016; 316(24):2618–2626.

15. Chou R, Deyo R, Friedly J, Skelly A, Hashimoto R, Weimer M, Fu R, Dana T, Kraegel P, Griffin J, 
Grusing S, Brodt ED. Nonpharmacologic Therapies for Low Back Pain: A Systematic Review for 
an American College of Physicians Clinical Practice Guideline. Annals of Internal Medicine. 
2017; 166(7):493–505. [PubMed: 28192793] 

16. Chowdhary N, Jotheeswaran A, Nadkarni A, Hollon S, King M, Jordans M, Rahman A, Verdeli H, 
Araya R, Patel V. The methods and outcomes of cultural adaptations of psychological treatments 
for depressive disorders: a systematic review. Psychological medicine. 2014; 44(06):1131–1146. 
[PubMed: 23866176] 

17. Clifford T. Tibetan Buddhist Medicine and Psychiatry. York Beach, Maine: Samuel Weiser, Inc; 
1990. 

18. Das V. Language and body: transactions in the construction of pain. In: Kleinman A, Das V, Lock 
MM, editorsSocial Suffering. Berkeley: University of California Press; 1997. 67–92. 

19. Day MA, Thorn BE. The relationship of demographic and psychosocial variables to pain-related 
outcomes in a rural chronic pain population. PAIN®. 2010; 151(2):467–474. [PubMed: 20817401] 

20. de Figueiredo JM, Griffith JL. Chronic Pain, Chronic Demoralization, and the Role of 
Psychotherapy. Journal of Contemporary Psychotherapy. 2016; 46(3):167–177.

21. Du S, Yuan C, Xiao X, Chu J, Qiu Y, Qian H. Self-management programs for chronic 
musculoskeletal pain conditions: A systematic review and meta-analysis. Patient Education and 
Counseling. 85(3):e299–e310. [PubMed: 21458196] 

22. Eaton S, Roberts S, Turner B. Delivering person centred care in long term conditions. BMJ: British 
Medical Journal. 2015:350.

23. Eccleston C, Palermo TM, Williams AC, Lewandowski Holley A, Morley S, Fisher E, Law E. 
Psychological therapies for the management of chronic and recurrent pain in children and 
adolescents. Cochrane Database Syst Rev. 2014; 5:CD003968.

24. Ezebialu I, Okafo O, Oringanje C, Ogbonna U, Udoh E, Odey F, Meremikwu MM. Surgical and 
nonsurgical interventions for vulvar and clitoral pain in girls and women living with female genital 
mutilation: A systematic review. International Journal of Gynecology & Obstetrics. 2017; 136(S1):
34–37. [PubMed: 28164286] 

25. Farchione TJ, Bullis JR. Addressing the Global Burden of Mental Illness: Why Transdiagnostic 
and Common Elements Approaches to Evidence-Based Practice Might Be Our Best Bet. Cognitive 
and Behavioral Practice. 2014; 21(2):124–126.

26. Fuentes M, Hart-Johnson T, Green CR. The association among neighborhood socioeconomic 
status, race and chronic pain in black and white older adults. Journal of the National Medical 
Association. 2007; 99(10):1160–1169. [PubMed: 17987920] 

27. Goldberg DS, McGee SJ. Pain as a global public health priority. BMC Public Health. 2011; 11(1):
770. [PubMed: 21978149] 

28. Goschke T. Dysfunctions of decision‐making and cognitive control as transdiagnostic mechanisms 
of mental disorders: advances, gaps, and needs in current research. International Journal of 
Methods in Psychiatric Research. 2014; 23(S1):41–57. [PubMed: 24375535] 

Kohrt et al. Page 9

Pain. Author manuscript; available in PMC 2019 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



29. Griffith JL. Hope Modules: Brief Psychotherapeutic Interventions to Counter Demoralization from 
Daily Stressors of Chronic Illness. Acad Psychiatry. 2018; 42(1):135–145. [PubMed: 28752229] 

30. Haagsma JA, Graetz N, Bolliger I, Naghavi M, Higashi H, Mullany EC, Abera SF, Abraham JP, 
Adofo K, Alsharif U, Ameh EA, Ammar W, et al. The global burden of injury: incidence, 
mortality, disability-adjusted life years and time trends from the Global Burden of Disease study 
2013. Injury Prevention. 2016; 22(1):3–18. [PubMed: 26635210] 

31. Haroz EE, Ritchey M, Bass JK, Kohrt BA, Augustinavicius J, Michalopoulos L, Burkey MD, 
Bolton P. How is depression experienced around the world? A systematic review of qualitative 
literature. Social Science & Medicine. 2017; 183:151–162. [PubMed: 28069271] 

32. Hay SI, Abajobir AA, Abate KH, Abbafati C, Abbas KM, Abd-Allah F, Abdulkader RS, Abdulle 
AM, Abebo TA, Abera SF, Aboyans V, Abu-Raddad LJ, et al. Global, regional, and national 
disability-adjusted life-years (DALYs) for 333 diseases and injuries and healthy life expectancy 
(HALE) for 195 countries and territories, 1990-2016: a systematic analysis for the Global Burden 
of Disease Study 2016. The Lancet. 2017; 390(10100):1260–1344.

33. Henschke N, Ostelo RWJG, van Tulder MW, Vlaeyen JWS, Morley S, Assendelft WJJ, Main CJ. 
Behavioural treatment for chronic low-back pain. Cochrane Database Syst Rev. 2010; (7)

34. Hinton DE, Lewis-Fernandez R. Idioms of distress among trauma survivors: subtypes and clinical 
utility. Culture, Medicine & Psychiatry. 2010; 34(2):209–218.

35. Institute of Medicine Committee on Advancing Pain Research Care and Education. Relieving Pain 
in America: A Blueprint for Transforming Prevention, Care, Education, and Research. Washington 
(DC): National Academies Press (US) National Academy of Sciences; 2011. The National 
Academies Collection: Reports funded by National Institutes of Health. 

36. Jackson J. Chronic pain and the tension between body as subject and object. In: Csordas TJ, 
editorEmbodiment and Experience: The Existential Ground of Culture and Health. Cambridge: 
Cambridge University Press; 1994. 

37. Jackson T, Thomas S, Stabile V, Shotwell M, Han X, McQueen K. A Systematic Review and Meta-
Analysis of the Global Burden of Chronic Pain Without Clear Etiology in Low- and Middle-
Income Countries: Trends in Heterogeneous Data and a Proposal for New Assessment Methods. 
Anesthesia & Analgesia. 2016; 123(3):739–748. [PubMed: 27537761] 

38. Kalesan B, Villarreal MD, Keyes KM, Galea S. Gun ownership and social gun culture. Injury 
Prevention. 2016; 22(3):216–220. [PubMed: 26124073] 

39. Keys HM, Kaiser BN, Kohrt BA, Khoury NM, Brewster AR. Idioms of distress, ethnopsychology, 
and the clinical encounter in Haiti’s Central Plateau. Social Science & Medicine. 2012; 75(3):555–
564. [PubMed: 22595073] 

40. Kleinman A. What really matters: living a moral life amid uncertainty and danger. New York: 
Oxford University Press; 2006. 

41. Kohrt BA, Harper I. Navigating diagnoses: understanding mind-body relations, mental health, and 
stigma in Nepal. Culture, Medicine & Psychiatry. 2008; 32(4):462–491.

42. Kohrt BA, Hruschka DJ. Nepali concepts of psychological trauma: the role of idioms of distress, 
ethnopsychology and ethnophysiology in alleviating suffering and preventing stigma. Culture, 
Medicine & Psychiatry. 2010; 34(2):322–352.

43. Kohrt BA, Hruschka DJ, Kohrt HE, Panebianco NL, Tsagaankhuu G. Distribution of distress in 
post-socialist Mongolia: a cultural epidemiology of yadargaa. Social Science & Medicine. 2004; 
58(3):471–485. [PubMed: 14652045] 

44. Kohrt BA, Rasmussen A, Kaiser BN, Haroz EE, Maharjan SM, Mutamba BB, de Jong JT, Hinton 
DE. Cultural concepts of distress and psychiatric disorders: literature review and research 
recommendations for global mental health epidemiology. International Journal of Epidemiology. 
2014; 43(2):365–406. [PubMed: 24366490] 

45. Lad VD. Textbook of Ayurveda. Albuquerque, New Mexico: The Ayurvedic Press; 2002. 

46. Lee H, Hübscher M, Moseley GL, Kamper SJ, Traeger AC, Mansell G, McAuley JH. How does 
pain lead to disability? A systematic review and meta-analysis of mediation studies in people with 
back and neck pain. Pain. 2015; 156(6):988–997. [PubMed: 25760473] 

47. Linton SJ. A Transdiagnostic Approach to Pain and Emotion. Journal of Applied Biobehavioral 
Research. 2013; 18(2):82–103. [PubMed: 24143062] 

Kohrt et al. Page 10

Pain. Author manuscript; available in PMC 2019 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



48. Lohman D, Schleifer R, Amon JJ. Access to pain treatment as a human right. BMC Medicine. 
2010; 8(1):8. [PubMed: 20089155] 

49. Lund C, De Silva M, Plagerson S, Cooper S, Chisholm D, Das J, Knapp M, Patel V. Poverty and 
mental disorders: breaking the cycle in low-income and middle-income countries. Lancet. 2011; 
378(9801):1502–1514. [PubMed: 22008425] 

50. Lund C, Stansfeld S, De Silva M. Social determinants of mental health. In: Patel V, Minas H, 
Cohen A, Prince MJ, editorsGlobal Mental Health: Principles and Practice. New York: Oxford 
University Press; 2014. 116–136. 

51. Machado LA, Azevedo DC, Capanema MB, Neto TN, Cerceau DM. Client-centered therapy vs 
exercise therapy for chronic low back pain: a pilot randomized controlled trial in Brazil. Pain 
Medicine. 2007; 8(3):251–258. [PubMed: 17371412] 

52. Marin TJ, Van Eerd D, Irvin E, Couban R, Koes BW, Malmivaara A, van Tulder MW, Kamper SJ. 
Multidisciplinary biopsychosocial rehabilitation for subacute low back pain. Cochrane Database 
Syst Rev. 2017; 6:CD002193. [PubMed: 28656659] 

53. Markozannes G, Aretouli E, Rintou E, Dragioti E, Damigos D, Ntzani E, Evangelou E, Tsilidis 
KK. An umbrella review of the literature on the effectiveness of psychological interventions for 
pain reduction. BMC Psychol. 2017; 5(1):31. [PubMed: 28859685] 

54. Mendenhall E, Kohrt BA, Norris SA, Ndetei D, Prabhakaran D. Non-communicable disease 
syndemics: poverty, depression, and diabetes among low-income populations. The Lancet. 2017; 
389(10072):951–963.

55. Morris DB. Sociocultural and religious meanings of pain. Psychosocial factors in pain: Critical 
perspectives. 1999:118–131.

56. Murray LK, Dorsey S, Haroz E, Lee C, Alsiary MM, Haydary A, Weiss WM, Bolton P. A 
Common Elements Treatment Approach for Adult Mental Health Problems in Low- and Middle-
Income Countries. Cognitive and Behavioral Practice. 2014; 21(2):111–123. [PubMed: 25620867] 

57. Mutamba BB, Kane JC, De Jong J, Okello J, Musisi S, Kohrt BA. Psychological treatments 
delivered by community health workers in low-resource government health systems: effectiveness 
of group interpersonal psychotherapy for caregivers of children affected by Nodding Syndrome in 
Uganda. Psychological Medicine. 2018. 

58. Nadkarni A, Weobong B, Weiss HA, McCambridge J, Bhat B, Katti B, Murthy P, King M, McDaid 
D, Park AL, Wilson GT, Kirkwood B, et al. Counselling for Alcohol Problems (CAP), a lay 
counsellor-delivered brief psychological treatment for harmful drinking in men, in primary care in 
India: a randomised controlled trial. Lancet. 2017; 389(10065):186–195. [PubMed: 27988144] 

59. Neigh GN, Gillespie CF, Nemeroff CB. The Neurobiological Toll of Child Abuse and Neglect. 
Trauma, Violence, & Abuse. 2009; 10(4):389–410.

60. Nichter M. Idioms of distress revisited. Culture, Medicine & Psychiatry. 2010; 34(2):401–416.

61. Nolen-Hoeksema S, Watkins ER. A Heuristic for Developing Transdiagnostic Models of 
Psychopathology:Explaining Multifinality and Divergent Trajectories. Perspectives on 
Psychological Science. 2011; 6(6):589–609. [PubMed: 26168379] 

62. Norcross JC, Wampold BE. What works for whom: Tailoring psychotherapy to the person. Journal 
of Clinical Psychology. 2011; 67(2):127–132. [PubMed: 21108312] 

63. Nortje G, Oladeji B, Gureje O, Seedat S. Effectiveness of traditional healers in treating mental 
disorders: a systematic review. The Lancet Psychiatry. 2016; 3(2):154–170. [PubMed: 26851329] 

64. Patel V. Rethinking personalised medicine. The Lancet. 2015; 385(9980):1826–1827.

65. Patel V, Burns JK, Dhingra M, Tarver L, Kohrt BA, Lund C. Income inequality and depression: a 
systematic review and meta-analysis of the association and a scoping review of mechanisms. 
World Psychiatry. 2018; 17(1):76–89. [PubMed: 29352539] 

66. Patel V, Weobong B, Weiss HA, Anand A, Bhat B, Katti B, Dimidjian S, Araya R, Hollon SD, 
King M, Vijayakumar L, Park AL, et al. The Healthy Activity Program (HAP), a lay counsellor-
delivered brief psychological treatment for severe depression, in primary care in India: a 
randomised controlled trial. Lancet. 2017; 389(10065):176–185. [PubMed: 27988143] 

67. Paulus DJ, Bakhshaie J, Garza M, Ochoa-Perez M, Mayorga NA, Bogiaizian D, Robles Z, Lu Q, 
Ditre J, Vowles K, Schmidt NB, Zvolensky MJ. Pain severity and emotion dysregulation among 

Kohrt et al. Page 11

Pain. Author manuscript; available in PMC 2019 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Latinos in a community health care setting: relations to mental health. General Hospital 
Psychiatry. 2016; 42:41–48. [PubMed: 27638971] 

68. Pieh C, Altmeppen J, Neumeier S, Loew T, Angerer M, Lahmann C. Gender differences in 
outcomes of a multimodal pain management program. Pain. 2012; 153(1):197–202. [PubMed: 
22100358] 

69. Poleshuck EL, Gamble SA, Bellenger K, Lu N, Tu X, Sörensen S, Giles DE, Talbot NL. 
Randomized controlled trial of interpersonal psychotherapy versus enhanced treatment as usual for 
women with co-occurring depression and pelvic pain. Journal of Psychosomatic Research. 2014; 
77(4):264–272. [PubMed: 25280823] 

70. Rahman A, Hamdani SU, Awan NR, Bryant RA, Dawson KS, Khan MF, Azeemi MM-U-H, 
Akhtar P, Nazir H, Chiumento A, Sijbrandij M, Wang D, et al. Effect of a Multicomponent 
Behavioral Intervention in Adults Impaired by Psychological Distress in a Conflict-Affected Area 
of Pakistan A Randomized Clinical Trial. JAMA-J Am Med Assoc. 2016; 316(24):2609–2617.

71. Rahman A, Malik A, Sikander S, Roberts C, Creed F. Cognitive behaviour therapy-based 
intervention by community health workers for mothers with depression and their infants in rural 
Pakistan: a cluster-randomised controlled trial. Lancet. 2008; 372(9642):902–909. [PubMed: 
18790313] 

72. Ramaiya MK, Fiorillo D, Regmi U, Robins CJ, Kohrt BA. A Cultural Adaptation of Dialectical 
Behavior Therapy in Nepal. Cognitive and Behavioral Practice. 2017; 24(4):428–444. [PubMed: 
29056846] 

73. Ramaiya MK, McLean C, Regmi U, Fiorillo D, Robins CJ, Kohrt BA. A dialectical behavior 
therapy skills intervention for women with suicidal behaviors in rural Nepal: A single‐case 
experimental design series. Journal of Clinical Psychology. 2018

74. Samwel HJ, Kraaimaat FW, Crul BJ, Dongen RD, Evers AW. Multidisciplinary allocation of 
chronic pain treatment: Effects and cognitive‐behavioural predictors of outcome. Br J Health 
Psychol. 2009; 14(3):405–421. [PubMed: 18718110] 

75. Singer M, Bulled N, Ostrach B, Mendenhall E. Syndemics and the biosocial conception of health. 
The Lancet. 2017; 389(10072):941–950.

76. Singla DR, Kohrt BA, Murray LK, Anand A, Chorpita BF, Patel V. Psychological treatments for 
the world: Lessons from low- and middle-income countries. Annual Review of Clinical 
Psychology. 2017 Apr.13:5.1–5.33.

77. Snell-Rood C, Merkel R, Schoenberg N. Negotiating the Interpretation of Depression Shared 
Among Kin. Med Anthropol. 2018:1–15.

78. Thorn BE, Eyer JC, Van Dyke BP, et al. Literacy-adapted cognitive behavioral therapy versus 
education for chronic pain at low-income clinics: A randomized controlled trial. Annals of Internal 
Medicine. 2018; 168(7):471–480. [PubMed: 29482213] 

79. van Ginneken N, Tharyan P, Lewin S, Rao GN, Meera S, Pian J, Chandrashekar S, Patel V. Non-
specialist health worker interventions for the care of mental, neurological and substance-abuse 
disorders in low-and middle-income countries. The Cochrane database of systematic reviews. 
2013; 11:CD009149.

80. Walsh CA, Jamieson E, MacMillan H, Boyle M. Child Abuse and Chronic Pain in a Community 
Survey of Women. Journal of Interpersonal Violence. 2007; 22(12):1536–1554. [PubMed: 
17993640] 

81. Weinberger SE, Hoyt DB, Lawrence HC III, et al. Firearm-related injury and death in the united 
states: A call to action from 8 health professional organizations and the american bar association. 
Annals of Internal Medicine. 2015; 162(7):513–516. [PubMed: 25706470] 

82. Weiss WM, Murray LK, Zangana GAS, Mahmooth Z, Kaysen D, Dorsey S, Lindgren K, Gross A, 
Murray SM, Bass JK, Bolton P. Community-based mental health treatments for survivors of 
torture and militant attacks in Southern Iraq: a randomized control trial. BMC Psychiatry. 2015; 15

83. Wikan U. Illness from fright or soul loss: a North Balinese culture-bound syndrome? [see 
comments]. Culture, Medicine & Psychiatry. 1989; 13(1):25–50.

84. Williams ACdCEccleston C, Morley S. Psychological therapies for the management of chronic 
pain (excluding headache) in adults. Cochrane Database Syst Rev. 2012; (11)

Kohrt et al. Page 12

Pain. Author manuscript; available in PMC 2019 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



85. Wong JJ, Cote P, Sutton DA, Randhawa K, Yu H, Varatharajan S, Goldgrub R, Nordin M, Gross 
DP, Shearer HM, Carroll LJ, Stern PJ, et al. Clinical practice guidelines for the noninvasive 
management of low back pain: A systematic review by the Ontario Protocol for Traffic Injury 
Management (OPTIMa) Collaboration. Eur J Pain. 2017; 21(2):201–216. [PubMed: 27712027] 

86. Yuan Q-L, Guo T-M, Liu L, Sun F, Zhang Y-G. Traditional Chinese Medicine for Neck Pain and 
Low Back Pain: A Systematic Review and Meta-Analysis. PLOS ONE. 2015; 10(2):e0117146. 
[PubMed: 25710765] 

Kohrt et al. Page 13

Pain. Author manuscript; available in PMC 2019 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript


	Abstract
	Introduction
	Global mental health innovations in psychosocial interventions
	Psychosocial interventions for pain
	Global research on psychosocial interventions
	Transdiagnostic approaches to the psychological treatment for pain
	A syndemic framework for psychosocial interventions for pain
	Cultural and contextual considerations for interventions to treat pain
	Person-centered approaches to pain management

	Conclusion
	References

