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1. More accurate diagnoses of 

chronic pain or better treatment? 

 

2. Should we focus on decreasing 

pain or improving functionality? 

 

3. Do you ever feel at cross-

purposes with patients? 



1. More accurate diagnoses of 

requires a different view of pain 

 

2. Decreasing pain leads to 

improved function/return to work 

 

3. Patient alignment leads to better 

outcomes and increased provider 

satisfaction 



MMWR 2016 NHIS data: 

50 million (20% of adults) with chronic pain 

 Pain on most or every day in last 6 mos. 

20 million (8%) with high impact pain 

 Pain limiting life or work most or every 

day in last 6 mos. 



“Pain is so consuming that it can dismantle 
language, limiting one’s ability to speak to 
moans and groans. Words seem to fall in the 
face of such overwhelming distress.  Pain also 
upends a personal sense of identity. When a 
person is no longer able to define themselves, 
their world, and the their beliefs as they once 
did, an empty space remains.”             --
Anonymous 

“Let a sufferer describe a pain in the heel to a 
doctor and language runs dry.” --Virginia 
Woolf, On Being Ill 



32 year old woman with chronic low and mid back pain 
for 2 years.  It began suddenly while lifting something 
at work.  It was initially only in the lower back  on both 
sides, but has spread to the mid back, bilaterally.  The 
pain seems to vary in intensity, sometimes worse in 
the lower back, sometimes worse in the mid back.  
Normal neurological exam. 

She has been treated with PT twice, massage, 
acupuncture, and chiropractic.  She has been told that 
she has lax ligaments, alignment problems, disc 
disease, scoliosis. 

Nothing has helped.  Her pain levels are in the 6-8 
range.  She has stopped running and other exercise. 



There is mild thoracic levocurvature. Vertebral body 
height and alignment are maintained. No focal 
herniated disc central canal stenosis or significant 
neural foraminal narrowing is identified at any level. 
There is mild to moderate facet hypertrophy more 
prominent in the lower thoracic region. There is mild 
disc dehydration at T8-T9. 

Vertebral body height appears maintained. There is 
dextrocurvature of the lumbar spine. Mild disc space 
narrowing and loss of hydration seen at L5/S1. There is 
no central canal compromise. There is mild bilateral 
neural foraminal narrowing at L5/S1. There is 
multilevel mild facet arthropathy worst at L4/5.  

 



 

 

She saw a neurosurgeon who she reported told her 
this: 

 

“You have a bad back, it is damaged.  You have a 
bulging disc and other problems.  This is probably due 
to a genetic problem.  I cannot help you.  You will 
probably have to live with back pain.  You may not be 
able to have children.” 

 

 





55 year old woman with back pain for 
9 years.  It began at work on an 
assembly line and was severe. 

She has had many courses of PT, 
several injections and many other 
treatments. 

She is now on disability from work 
and was scheduled for surgery. 

She has bilateral lumbar pain with no 
radiation to her legs.  Neurological 
exam is normal. 



MRI showed grade 1 spondylolisthesis, 

severe disc space narrowing at L4-

L5, disc desiccation at L2-L3 & L3-L4 

 Disc bulging w/ compression of the 

thecal sac, bilateral neural foraminal 

narrowing and facet hypertrophy at 

L2-3, L3-4, L4-5, and L5-S1 

Right L4 and L5 nerve root 

compression due to bulging discs 

Schedule for surgery? 



Age (yr) 

Imaging Finding         20        30        40        50       60        70         80 

Disk 
degeneration 

37% 52% 68% 80% 88% 93% 96% 

Disk bulge 30% 40% 50% 60% 69% 77% 84% 

Disk protrusion 29% 31% 33% 36% 38% 40% 43% 

Annular fissure 19% 20% 22% 23% 25% 27% 29% 

Facet 
degeneration 

4% 9% 18% 32% 50% 69% 83% 

Spondylolisthesis 3% 5% 8% 14% 23% 35% 50% 

Prevalence of degenerative spine imaging 

findings in asymptomatic patients, n=3300 
 

Brinjiki W, et. al. Am J Neuroradiol. 2015, 36:811-6.  



MRI vs. Psych as predictors of LBP 

The development of serious LBP disability 

strongly predicted by baseline 

psychosocial variables. 

Structural variables on both MRI and 

discography testing at baseline had only 

weak association with back pain 

episodes and no association with 

disability or future medical care. 

Carragee et. al.  The Spine Journal 5 (2005) 24–35. 

 



Norwegian study of pain in the 

workplace 

   This study demonstrated cross-sectional and 

prospective relations of a variety of factors 

with back pain severity. The most robust 

predictors were decision control, 

empowering leadership and fair leadership.  

Physical workload, using one’s arms at or 

above the shoulders, and chronicity of 

physical work were not correlated with the 

development of back pain at a 2-year follow 

up. 

Christensen, et. al. Eur J Pain, 2012, 16: 921–933. 



Surgical Treatment for Chronic   

Non-specific Low Back Pain 
 

Several studies have found no 

difference in long term 

outcomes between surgery 

and conservative forms of 

therapy, including PT, 

observation, and exercise 

 
Peul, N Engl J Med 2007;356:2245-56. Brox, Spine 2003, 28:1913–1921. 

Osterman, Spine 2006, 31:2409–2414. 
 



Case-control study of WC in Ohio  

  

Reoperation rate = 27%; Complication rate = 36%; 

Days off work: 1140 vs. 316 

 
                   Nguyen et. al. Spine 2011, 36: 320-31. 



Meta-analysis: review of epidural 
injections for back pain 

  

Chou, et. al., Spine, 2009, 34: 1078–1093. 

Friedly, et. al., N Engl J Med 2014; 371:11-21. 

Evidence on efficacy of epidural 

injections specifically for spinal 

stenosis, low back pain without 

radiculopathy, or failed back surgery 

syndrome is sparse and inconclusive, 

but showed no clear benefit. 



Opioids for chronic pain 
  

Silverman, Pain Physician. 2009, 12: 679-684. Mitra, Journal of Opioid 
Management. 2008, 4: 123-130. 

Little data showing efficacy of long 

term treatment 

Risks of addiction 

Sensitization of receptors can lead to 

increasing pain over time 



Cochrane review: Psych Tx for  

Chronic Low Back Pain  

CBT and BT have weak 

effects in improving pain, 

minimal effects on 

disability associated with 

chronic pain, but are 

effective in altering mood 

outcomes. 

Eccleston, et. al., Cochrane Library, April 15, 2009. 
DOI: 10.1002/14651858.CD007407.pub2 
  



Two things I didn’t learn  

in medical school: 

The power of the mind 

The nature of pain 



Vision is constructed 



The power of the 

(subconscious) mind 

Conversion 

Contagious symptoms 

Hallucinations 

Stress-related symptoms  

 

 



Canadian construction worker  



UK construction worker  

Fisher, et. al.  British Medical Journal, January 7, 1995  



Vietnam War Injury 



Pain as a dynamic process 

• All pain is real.  There is not real pain 

and imaginary pain. 

• All pain is actually activated by the 

brain.   

• Pain can be triggered or generated by 

either tissue damage and also by neural 

pathways (in the absence of tissue 

damage)  

 



Brain evolution and design  

Danger/alarm signal is critical to 
survival, creating both fear and pain 

The brain is highly attuned to sense 
danger and respond to it on a 
subconscious level, very quickly 

Designed to be overly sensitive and to 
tolerate false positive results 

Responds similarly to physical and 
emotional danger signals 



Conscious 

Subconscious 

Signal 

Injury 

Danger 

No Danger 

Emotional  

Injury/Threat Pain 

Pain 

Pain Pathway 

Established 

Off 

Heals 

On 



Derbyshire, et. al. Neuroimage. 2004,23:392-401. 1=thalamus, 2=ACC, 

3=pACC,4=cerebellum, 5=Sensory cortex, 6=S2, insula. T scores of ACC—PI 

pain=6.3; HI pain=4.3, Imagined pain=0.0 

Can the brain create pain? 



Gracely RH, et. al. Arth Rheum. 2002;46:1333-43. 

 

The pain of fibromyalgia is real 



Giesecke, Gracely, Clauw DJ. Arth Rheum. 2004, 50: 613–623. 

 

 

Chronic back pain and fibromyalgia 

pain share central pain amplification  



Kross, et. al. PNAS. 2011, 108: 18244–18248. 

Emotional pain equals 

physical pain 



Overlap between PTSD and 

FM/IBS 

PTSD rates in patients with FM and 

IBS of up to 37% and many more 

show subclinical symptoms. 

 In 129 military veterans with PTSD, 

80% reported chronic pain 

Dobie, et. al. Arch Intern Med, 2004;164(4), 394-400. Amir et. al. 

Journal of Psychosomatic Research, 1997;42, 607-613. Sherman 

et. al. Clinical Journal of Pain, 2000;16, 127-134. Beckham et. al. 

Journal of Psychosomatic Research, 1997;43, 379-389. 

  



FM association with childhood  

victimization  

Van Houdenhove, Current Rheumatology Reports 2005, 7:365–370. 

 



Association of victimization and pain  

Goodwin, et. al. 2003; Sumanen, et. al. 2007; Latthe, et. al. 2006;Meltzer-Brody 

et al., 2007; Mayer, et. al., 2001  
 

Childhood adversities (divorce, family 

conflict, sexual abuse, physical 

abuse, etc.) and adulthood experience 

of conflict and victimization are 

elevated in people with migraine 

headaches, interstitial cystitis or 

painful bladder), pelvic pain (and 

irritable bowel syndrome 



Success of lumbar surgery based upon 
certain risk factors 

  

Schofferman, et. al. Spine, 1992, 17:S138-44. 



Back pain chronification: Emotions at 

onset linked to lack of recovery 

Baliki, et. al. Nature Neuroscience, 2012. 15: 1117-1119. 

Functional connectivity between NAc and 

PFC predicts chronic back pain 

 



Emotion-related circuitry 

increases in persistent back pain 

 
Hashmi, et. al., Brain 2013: 136; 2751–2768 
 



Changes in muscle activity with anger  

recall in back pain patients 

Burns JW. Emotion, 2006, Vol.6, 309–319. 

Increases in para-spinal muscle tension 
without increases in BP, HR or other 
muscle group activation 



Chronic Widespread Pain predicts worse 

surgical outcomes 

Increased post-op opioids with FM in joint 
arthroplasty 

Aberrant analgesic response to MBB in FM  

Centralized pain associated with increased opioids, 
increased pain 

42% prevalence of FM in spine pain patients; 
increased pain and disability 

FM predicts poorer analgesic outcomes after total 
knee and hip arthroplasty 

 Brummett, et. al., Arthritis Rheum. 2013, 65: 3285–3292.  Anesthesiology 2013, 119: 1434-43. 
Reg Anesth Pain Med 2015, 40: 249–254. Reg Anesth Pain Med 2014;39: 13–17.  
Arthritis & Rheum. 2015, 67: 1386–1394. 
 





   Medical diagnosis of Psycho-Physiologic 

Disorders: 

• Physical exam does not reveal clear objective 

signs of pathology; no evidence of ongoing 

injury and a normal neurological examination 

• Lab studies and imaging reveal normal or 

“normative” findings, such as degenerative disc 

disease or bulging discs frequently found in 

patients without pain 

• Light palpation elicits significant symptoms or 

results in unusual radiation of symptoms  

 



Diagnosing Psycho-Physiologic Disorders:  

What is the FIT? 

Functional: 
•  Symptoms begin without a physical precipitation 
•  Symptoms persist after an injury has healed 
•  Symptoms are in a distribution pattern that is symmetric 
•  Symptoms occur on one whole side of the body or occur on 

half of the face, head, or torso 
•  Symptoms spread over time to different areas of the body 
•  Symptoms radiate to the opposite side of the body or down a 

whole leg or arm 
•  Symptoms that occur in many different body parts at the 

same time 
•  Symptoms that have the quality of tingling, electric, burning, 

numb, hot or cold 



Diagnosing Psycho-Physiologic Disorders:  

What is the FIT? 

 Inconsistent: 
•  Symptoms shift from one location in the body to another 
•  Symptoms are more or less intense depending on the time of 

day, or occur first thing in the morning or in the middle of the 
night 

•  Symptoms occur after, but not during, activity or exercise 
•  Symptoms occur when one thinks about them or when 

someone asks about it 
•  Symptoms occur when stress is increased or one thinks 

about stressful situations 
•  Symptoms are minimal or non-existent when engaged in 

joyful or distracting activities, such as when on vacation 
•  Symptoms are minimal or non-existent after some kind of 

therapy, such as massage, chiropractic, Reiki, acupuncture, an 
herbal or vitamin supplement 



Diagnosing Psycho-Physiologic Disorders:  

What is the FIT? 

Triggered: 
• Symptoms are triggered by things that are not related to 

the actual symptom, such as foods, smells, sounds, light, 
computer screens, menses, changes in the weather 

•  Symptoms are triggered by the anticipation of stress, 
such as prior to school, work, a doctor’s visit, a medical 
test, a visit to a relative, or a social gathering; or during 
those activities 

•  Symptoms that are triggered by simply imagining 
engaging in the triggering activity, such as bending over, 
turning the neck, sitting or standing—diagnostic AND 
therapeutic test 

•  Symptoms are triggered by light touch or innocuous 
stimuli, such as the wind or cold 



 

Proportion of chronic 

conditions that is brain 

induced: 

 

Headaches: 98% 

Fibromyalgia: 99% 

IBS: 99% 

Anxiety/Depression: 99% 

Pelvic pain syndromes: 90% 

Chronic neck/back pain: > 85% 

 



AGE        LIFE EVENT             PATHWAY              SYMPTOMS 

Stress/Hurt Danger 

Stress/Hurt Danger ! 

Stress/Hurt Danger 
!! 

Stress/Hurt Danger !!! 









      Clues to the diagnosis of PPD: 

• Occurrence of a significant number of 

PPDs in the past (Review of Symptoms 

lifetime checklist) 

• History of adverse childhood events (ACE 

scale) 

• Personality traits of self-criticism, self-

sacrificing, perfectionism, need to please, 

and others (personality traits checklist) 

• Onset of symptoms coincide with 

significant stressful life events (life 

trajectory interview) 



Psychophysiolgic Disorder 

(PPD) Interventions 
 Education—Pain education and application to 

current and prior syndromes (studies—Moseley/ 

U. of Michigan RCT) 

 Behavioral interventions—Brain reprocessing: 

decreasing fear, brain challenging triggers, pain 

not dangerous (studies—Hsu/Schubiner RCT, U. of 

Colorado fRMI RCT) 

 Emotional interventions—ISTDP “styled” 

exercises, emotive writing, emotions underlying 

painful experiences (studies--ISTDP, Fibro RCT—

EAET) 

 Life changes—boundaries/forgiveness/meaning 



Education—Pain education and application 

to current and prior syndromes Kohns, et. al. in 

preparation 

 

Reassurance and pain education in acute 

back pain—meta-analysis: Reduced visits, 

more reassured Traeger AC, et. al. JAMA Intern 
Med. 2015;175(5):733–743.  

 

Neuroeducation for chronic back pain RCT: effects 
on bending and fear, less on disability  Moseley, et. al. 

The Clinical Journal of Pain. 2004, 20: 324-330 

 
 

https://journals.lww.com/clinicalpain/toc/2004/09000
https://journals.lww.com/clinicalpain/toc/2004/09000
https://journals.lww.com/clinicalpain/toc/2004/09000


Self-Guided Pain Psychology 

and Neuroscience Education  
(Kohns et al., in prep) 

• 15-min, on-line self-assessment and education exercise 

• “Pain and Brain” exercises started with a 3-minute 
animated video on pain and the brain 

• 5 self-evaluation / educational exercises, presented in 
order of increasing “psychological inference” 
1) Pain widespreadedness and other centralized syndromes 

2) Pain catastrophizing and kinesiophobia 

3) Personality traits that contribute to pain 

4) Stressful events related to pain onset or exacerbation 

5) Adverse childhood experiences 

• Goal:  
– Help patients assess the “centralization” of their pain 

– Encourage them attribute pain to brain and psychological 
processes 



Self-Guided Pain Psychology 

and Neuroscience Education  
(Trial Design) 

• 104 patients with musculoskeletal pain in 
University of Michigan research patient 
registry 

• Randomized to “Pain and Brain” or 
“Health Behavior” (control condition) 
exercise 
– Comparable in length and engagement 

• Assessment: 
– Immediate post-exercise (attributions, 

attitudes, readiness for pain self-
management) 

– 1-month follow-up (clinical outcomes) 



Self-Guided Pain Psychology 

and Neuroscience Education  
(Results) 

• Immediate outcomes of Pain and Brain 
exercise: 

– Greater psychological and brain-related 
attributions for pain 

– Lower disability and pain-medication beliefs 

– Greater “readiness” for pain self-management 

• 1-month outcomes: 

– Lower pain severity and lower pain interference 

– Marginally lower “kinesiophobia” (fear of 
movement) 

– No effect on depression, anxiety, or fatigue 

 



 Behavioral interventions—Brain reprocessing: 

decreasing fear, brain challenging triggers, pain 

not dangerous  

 

 Hsu/Schubiner: FM RCT 

 

 Berger/Lumley/Schubiner: FM/back pain  

 outcomes 

 

 Ashar/Wager/Gordon/Lumley/Schubiner:U. of 

 Colorado fRMI RCT 



Hsu, Schubiner, et. al. J Gen Int Med. 2010; 25: 1064-1070. 



FM RCT Design 

45 randomized to 

ASA intervention 

(24) or wait-list 

control (21) 

ITT analysis, 21 

completed the 

ASA group 

 





Effect sizes and NNT 

NNT for a 30% reduction in pain = 2 

NNT for a 50% reduction in pain = 4 

 

Within group effect size = 1.11 SD at 

6 weeks; 1.14 at 6 months 

Between group effect size = 1.14 SD 

at 6 weeks; 1.46 SD at 6 months 

Hsu, Schubiner, et. al. J Gen Int Med. 2010; 25: 1064-1070. 



Outcome Data from Providence 

Hospital Mind Body Program  

 

75 patients, mean age 51, mean pain 

duration 8.8 years, baseline pain 5.1/10, 

57% with significant childhood trauma, 

mean # of Sx 13.5, CC: 45% FM, 45% neck 

and back pain 

>30% Improvement: Post-tx  64%; 6-mo. 67% 

>50% Improvement: Post-tx  43%; 6-mo. 53% 

Burger, Lumley, Schubiner, et. al., Journal of  
Psychosomatic Research, 2016 





Emotional interventions—ISTDP 

“styled” exercises, emotive writing, 

emotions underlying painful 

experiences  

 

Studies—ISTDP studies 

NIH funded Fibro RCT—EAET 



Meta-analysis: Psychodynamic 

Psychotherapies 

 Shedler J. American Psychologist. 2010. 65,: 98–109 

 

Psychodynamic therapy 

Abbass et al. (2006) Various disorders, general symptom improvement 0.97 

12 studies 

Leichsenring et al. (2004) Various disorders, change in target problems 1.17 

7 studies 

Anderson & Lambert (1995) Various disorders and outcomes 0.85 9 studies 

Abbass et al. (2009) Somatic disorders, change in general psychiatric 

symptoms 0.69 8 studies 

Messer & Abbass (in press) Personality disorders, general symptom 

improvement 0.91 7 studies 

Leichsenring & Leibing (2003) Personality disorders, pretreatment to 

posttreatment 1.46c 14 studies 

Leichsenring & Rabung (2008) Long-term psychodynamic therapy vs. 

shorter term therapies for complex mental disorders, overall outcome 1.8 7 

studies 

de Maat et al. (2009) Long-term psychoanalytic therapy, pretreatment to 

posttreatment 0.78c 10 studies 





 
Multi-site RCT for Fibromyalgia 

 
• NIH-funded, 2-site, 3-arm, allegiance-controlled RCT 

(Wayne State University;  University of Michigan, 
Providence Hosp.) 

• Patients: n = 230 (94% female, M = 49 years old); 8 
sessions, 90-min, once per week, small group 

• Assessments: Baseline, post-treatment, and 6-
month follow-up 

 

Lumley, Schubiner, et al., PAIN, 2017. 



Emotional Awareness and  
Expression Therapy  

Symptom-stress life review 

Experiential expression exercises of 

 anger, guilt, sadness 

Developing compassion and 

 forgiveness 

Learning to honestly confront troubled 

 relationships 
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EAET: What we have learned 

Many patients, especially those with central pain, have 
unresolved trauma, relational problems, conflicts 
Pain is connected to emotions 
Patients usually need help processing their emotions 
Experiencing and expressing avoided reduces symptoms 

--Some people have major improvements 
EAET is superior to CBT for significant pain reduction 

 



Great Rx for the Few 

Who “Get It” 



What patients need to “get” 

Your symptoms are real, but they will not 
harm you 

Your brain has been sensitized and is 
creating symptoms 

Symptoms are due to neural pathways 

Most people have this, at least to some 
degree 

This is not your fault 

You can get better 



Educational interventions 

Understanding/believing PPD 

Clinical evaluation to rule in PPD 

Explanatory model to create meaning 

Confidence in self 

Hope and optimism 

Chance for growth and agency 

www.thankyoudrsarno.com and the 
tmswiki.org 

Two documentaries in the works: All The 
Rage and This Might Hurt 

 



I am 21 months post-op (3rd back surgery, a 3-level 
fusion this time.  21 months spent trying every therapy 
in the book, anything and everything to get out of 
enormous unrelenting back pain. [On top of 22 years of 
constant chronic limiting back pain.] With no success...... 
My doctor sent me the link to your website 6 days ago; I 
went to it the next day; considered the possibility that 
yes, maybe this could apply to me......came back a day 
later to read all the material more seriously and 
realized:  absolutely, this describes me to a "T.” With that 
shift in belief the back pain subsided-----almost like 
"poof!"-----it went from like  a 7 to a 1 on the pain scale, 
to off the pain scale onto a "discomfort" scale. I believe 
this was totally due to the complete shift in my belief 
system---no half way for me.....a total realization: this is 
me.   



Then, another BIG change:    Once I got it that there is 
nothing structurally wrong with my back, on the 4th day, 
I started walking.  I could barely walk around the 
building, and I kept up a steady mantra of "I can't 
walk."  And there I was taking a pleasant walk around 
the complex.   
 
Forgive me for being effusive here but WOW!-----what a 
day-and-night difference ---- from crippled, fearful, 
bewildered, discouraged, bordering on despairing------to 
“on my way”--to regaining my life.  



Cognitive-Behavioral 

interventions 

Affirmations to reduce fear/combine 

with pain inducing movements 

Activate power and 

separation/indifference and outcome 

independence: “genuine indifference” 

Move forward with movements, 

activities, work 

Meditate/visualize 

Calm the nervous system/affirm health 



Similarities/differences with 

CBT, ACT, MBSR: 
 

Techniques are similar, but the goal is different 

Fear reduction is tantamount and is difficult to 

achieve without diagnosis of PPD 

Goal of recovery versus coping 

Techniques geared to demonstrating neural 

pathways 

Emotional processing, dealing with negative 

thoughts and compassion can be integrated  



“I had a huge success today.  I was in 
quite a bit of pain but super determined 
to walk in the neighborhood. I said to my 
subconscious mind: "I am walking today 
despite the pain. You can make it easy 
for me or you can make it difficult. But I 
am doing it!" I walked about a half an 
hour and my pain lessened 
considerably. This was a huge 
breakthrough for me and means the 
program is working! I am astonished. I 
cannot believe it.” 



    Emotion focused techniques: 
 

Access emotions on a regular basis 

Search for emotions when symptoms 

 arise 

Expressive writing  

Emotion expression therapy 



  Expressive Writing as Therapy: 

 
Yesterday I did the first writing exercise, with tears 

streaming down my face at times, to find that my anxiety 

comes from a whole different place than I thought it did. 

When I was finished, my whole body was screaming with 

pain, like saying, no, you can't stand facing that, I have to 

prevent that all costs. And I wrote a letter to my brain 

replying that, yes, I can face it, I want to and I'm capable 

of doing it, and today the pain is all but gone.  

A few days ago I had to stand for hours without the 

possibility of sitting down, something I haven't been able 

to do for many years on account of the vicious back pain, 

and it was perfectly all right! This made me so proud and 

happy. 

 



         Changes in one’s life 
  

 Current life situations can add greatly to   

 stress and undermine PPD recovery 

 Accepting unalterable situations with grace  

 is necessary 

 Setting boundaries often required 

 Acting to change things is empowering   

 when possible 

 



Compassion: A key ingredient for 

the patient and for the provider 

Be patient; don’t expect patients to 

understand this; it’s hard to get; 

they are in real pain; their lives 

have been painful. 

Please don’t add to stigma. 

 

  “The true basis of the good bed-side 

manner is a large heart.” 

Peabody F. JAMA 1892, 18: 203-204 



Psychophysiologic Disorders 

• Stress and unresolved emotions create 

real, physical pain via neural pathways 

• No disease process in the body, i.e., 

physiological, but not pathological changes 

• Symptoms are a message created by 

subconscious processes 

• Pain and other symptoms can persist for 

years due to learned neural pathways 

• Reversal of mind body symptoms can 

occur by cognitive, behavioral and affective 

interventions 



      “Working in the field of pain management 

for many years, I was aware that chronic 

pain could occur from traumatic 

experiences. But we didn’t know how to use 

that knowledge. We could only offer support 

and help them cope with their pain when 

medications and injections were only 

partially helpful.  Since I have understood 

that the mind commonly generates pain and 

learned how to recognize that process, I 

realize that the majority of my patients have 

a psycho-physiologic disorder and that 

many of them can recover.”  --Joel Konikow, 

MD, Swedish Hospital Pain Center, Seattle  



“The reign  

  of pain  

   lies mainly  

    in the brain” 



Resources  

 Tmswiki.org; Unlearnyourpain.com 

 Books for patients by Sarno, Schubiner (Unlearn 

Your Pain, Unlearn Your Anxiety and 

Depression), Hanscom, Clarke, Oldfield, 

Schechter, Sachs, Ozanich 

 New book for professionals: Hidden from View—

Abbass, Schubiner 

 Training—Schubiner and Gordon--Providence 

Hospital, Detroit area, May 4-5, 2018; 

Multiversity 1440, Santa Cruz, CA, January 2019 

 Films—All the Rage; This Might Hurt 


