
   [image: cover]


   
      
         

         
            Rethinking Pain

            How To Live Well With Chronic Pain

            Dr Helena Miranda

            Translated from Finnish by Sheryl Hinkkanen

With a Foreword by

Mark Weisberg, PHD ABPP

         

         
            
               
[image: ]
               

            

         

      

   


   
      
         

            Foreword

         

         Chronic pain is a major public health problem around the world. Approximately 1.5 billion people worldwide are affected. Pain is the most common reason that people seek medical care. It is estimated that chronic pain affects 20% of the population in the United States and Australia, and up to 43% of the population in the UK. In many countries, healthcare costs for treatment of chronic pain outstrip those of cancer and cardiovascular disease combined. It is one of the leading causes of long-term disability.

         Over 75% of patients with chronic pain report feeling depressed due to their pain, and over 50% of chronic pain sufferers feel that they have little or no control over their pain.

         And yet, chronic pain is still considered a ‘black box’ in medicine, shrouded in mystery, confusion, and frustration. It is ubiquitous and poorly understood. Chronic pain represents a complex hologram of biomechanical, neurophysiological, neurohormonal and psychophysiological factors. Well-meaning clinicians often feel stymied in understanding and treating these patients. For this and many other reasons, many shy away from treating chronic pain.

         In Rethinking Pain: How to Live Well with Chronic Pain, Dr Helena Miranda brings a much-needed roadmap to understanding and treating these challenging conditions. She boils down complex concepts regarding the physiology of chronic pain into user-friendly and accessible information that can help the pain sufferer, as well as their family and friends. She provides a modern, humane and multifaceted guide to understanding pain and its management.

         A current buzzword in pain medicine is ‘central sensitization’. In other words, ways that the central nervous system can become hypersensitized in chronic pain such that our body’s natural alarm systems become distorted. This helps explain, in part, the myriad of symptoms (including digestive distress, multi-site pain, chemical sensitivity, mood fluctuations, and more) that chronic pain sufferers experience. Dr Miranda tackles this concept in straightforward, no-nonsense language that helps the reader make sense of what previously has been so bewildering and tormenting.

         Dr Miranda addresses many related concepts that are crucial in helping the chronic pain sufferer get control of their lives. These include the importance of deep sleep, the power of touch, sensible diet and exercise, and the importance of being discerning about where and how to get accurate health information. She provides a sensible guide for evaluating the appropriate use of medications as a bridge to eventual self-care. Also, I greatly appreciate that her work is evidence-based – she lists scientific citations for the topics she covers in each chapter.

         A particularly important and often misunderstood notion involves the impact of negative emotions on chronic pain. So many chronic pain sufferers have been through years of going to so many clinics and clinicians trying to get relief. Once they have been through every diagnostic test without significant findings, they may hear that the pain is ‘all in your head’. Subsequently, they may understandably feel defensive at any notion that emotions play a role in their pain. Dr Miranda tackles this conundrum skillfully, articulating how unaddressed fear, anger or sadness may serve to further dysregulate the autonomic nervous system and thus worsen real physical pain.

         Dr Miranda’s biographical details are impressive. She is a physician specialising in occupational medicine in Helsinki, Finland. She has a doctoral degree in pain epidemiology as well as a master’s degree in work environmental studies. She has over 40 peer-reviewed publications regarding musculoskeletal pain, its risk factors and effects on work disability. But even more impressive is her personal presence and enthusiasm for pain medicine. I have found her to be passionate in her quest to help patients and families suffering from chronic pain live better and more fully.

         Another unique feature of Helena’s book is her willingness to share her own personal journey coping with longstanding chronic pain. Patients on the chronic pain journey so often feel isolated and misunderstood. As the reader learns about Helena’s personal challenges with pain, they will feel as if someone is finally putting their story into words.

         Having worked in the field of chronic pain treatment for over 33 years, I deeply appreciate this invaluable resource for patients and their loved ones. I wish it had been available long ago! Dr Miranda is a beacon of hope for the chronic pain sufferer, and this book will help launch the reader on their journey of healing.

         
             

         

         Mark B Weisberg, PHD, ABPP Board Certified Clinical Health Psychologist Diplomate, American Board of Professional Psychology Co-author: Trust Your Gut: Get Lasting Healing from IBS and Other Chronic Digestive Problems Without Drugs Minneapolis, Minnesota, USA
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            Preface

         

         Dear reader, you have probably been suffering from pain for a long time – for months or even years or decades. Perhaps the reason for your pain has never been discovered, or no effective treatment has been found. You’ve tried many approaches, taken your share of medication, exercised and rested. You may have had at least one operation. You’ve fought to be able to keep working and may even have lost this battle to pain. A sense of hopelessness overcomes you at times: won’t this ever end? You perhaps feel very much alone with your pain.

         This book is meant for you. In the UK, the British Pain Society’s most recent survey revealed that around 28 million adults are living with chronic pain; in Europe, around 100 million do; globally, it’s about one billion people. You are not alone.

         Your pain also affects the people around you: your partner, family members, relatives, friends, colleagues, managers at work, healthcare professionals and other people who come into contact with you as a chronic pain sufferer through their work, including hairdressers, exercise instructors and sales assistants. I’ve written this book also for people who seek a better understanding of the phenomenon we call ‘chronic pain’ and want to support pain sufferers in practice.

         In my work as a doctor, I have provided care for working-aged people trying to get on with life despite their pain. I’ve also had a long career conducting scientific research on pain. Research has made tremendous progress in the last 10–15 years, and our understanding of pain has changed. It could even be said that a small-scale scientific revolution has occurred. I don’t know of any other common symptom – a symptom affecting everyone – for which new scientific knowledge would have been equally revolutionary.

         You’re entitled to accurate information about pain and about how you can take care of yourself best. For this book, I’ve collected together the scattered new scientific knowledge and tried to make it easy to grasp.

         All pain is experienced in the brain. To understand this, I’ll take you on a short trip through the fascinating world of brain research. It’s important to appreciate what happens in the brain when experiencing pain, and what changes prolonged pain causes there.

         This book makes its most important contribution at the practical level. I want to provide you with pain management tools that work well and are easy to use – tools that are based on scientific knowledge and that give you the means to feel better. You can start using these tools right away even though the causes of your pain may be unclear and further investigations may be on the horizon.

         This book doesn’t present the medical criteria for various pain diagnoses, nor does it explain the function of surgical treatments, anaesthetic injections, pain pumps or electronic nerve stimulators. As important as these treatments are to some pain patients, they don’t play a decisive role in the management of chronic pain. Your healthcare provider can give you additional information, specific to your situation, about them. You may also wonder why the book contains very little traditional stretching and exercise instruction or advice. That information can be found in existing manuals on pain. In this book, I want to approach things from a new perspective and on the basis of the latest research data.

         The book contains 18 chapters, each devoted to a different practical tool for pain management. In each, I tell you about that tool, including how beneficial it can be relative to other approaches, why it works, what the latest research findings tell us about it, my own experience of it both as a pain-physician and as a pain sufferer, how to use it and where to start if you want to learn more about it. After reading this book, you may feel brave enough to begin trying out at least five new tools. I promise you that your life with pain will become easier. When you start to manage your pain, your quality of life will improve and you’ll begin to feel better.

         I can’t promise that your pain will stop. Most likely, it will still be present in your life in some form. Nor should you desperately aspire to have it disappear completely. On the contrary, the less you strive to be pain free, the better you’ll begin to manage your pain and the better your life will become. It may be difficult for you to accept this idea right now, but I believe that once you’ve read this book you’ll be more ready to take that on board. The only way to improve your situation is to let go of the wish to get back to your previous, pain-free life. You can attain something far more lasting and meaningful only by giving it up.

         In summary, the aim of my book is to help you take control of your pain. You’ll have the chance to live a good, high-quality life despite pain. There are many pain management methods that work well.

         Before you begin to learn more about those methods/tools, let me introduce you to someone who, like you, has suffered from long-term pain. That person is me. I’d like to share the story of my life with pain. Many aspects of my story may be familiar to you. I myself have suffered from pain for many years, from adolescence to the present day. I’ve gone through the different stages of chronic pain and the emotions it causes. I’ve made efforts and become frustrated, and at times I’ve tired of it all and thrown in the towel.

         These experiences, together with scientific knowledge and my work as a physician treating pain patients, have ultimately made me realise what my own pain is all about. Through these insights I have finally started to manage my own symptoms. I can now live a full and meaningful life despite chronic pain.

         This book was born out of the wish to share these insights with you, as a fellow pain-sufferer. I hope that you’ll have an open mind about my message, that you’ll take new knowledge and a new way of thinking on board – and that you’ll give yourself the chance to change your life. You can do it!

         
             

         

         Helena Miranda

Helsinki, 2019

         
             

         

         As you read through this book, tell me about the thoughts that it gives rise to: rethinkingpainbook@gmail.com

      

   


   
      
         

            Introduction

            A new understanding of pain

         

         Your pain, my pain

         One of the most important new research findings is the subjectivity of the pain experience. Everyone senses, experiences, understands and interprets pain in a personal way. Each of us has our own pain threshold, sensation of pain and pain tolerance. This individuality that is characteristic of pain poses challenges in terms of treatment, but it does also offer many possibilities because everyone can be directed to find the pain management method best suited to themselves.

         Because pain is such a personal experience, no other person – be it a loving partner, parent, co-worker or supervisor – can fully understand your pain, no matter how much he or she wants to do so. Nor is healthcare always able to provide adequate understanding and the individual support a pain patient needs. Without doubt, the sincere objective of all healthcare professionals is to alleviate the suffering of a person with pain symptoms, but it just isn’t always possible to give enough time, or there isn’t always enough information about what the right kinds of support are.

         Empathy, listening and empowerment are absolutely central to treating pain. Unfortunately, Western medical training doesn’t really teach these skills at all, and traditionally concentrates instead on diagnosing and treating diseases. Medicine diverges and specialises into narrower entities all the time – and this is worrying in terms of pain management. Of issues pertaining to health, pain in particular should be viewed holistically so that the forest can be seen for the trees, as the saying goes. The forest is a human being with not only a body but also a mind and emotions. The trees are the body parts, such as joints, muscles, bones, nerves and cells.

         Everyone experiences pain sometimes. It is a perfectly normal part of human life. As a person ages, it is actually quite unusual not to have some aches and pains. Most working-aged people currently have some sort of pain, most often back, neck, head or knee pain. Even young people aren’t free of back and neck complaints.

         Of course, there are completely pain-free people, too. A circus performer horrifies the audience by sticking long steel needles through his cheeks. He is one of the few thousand people in the world who lack the inborn ability to feel pain. Complete painlessness may sound pleasant, but it is an abnormal and potentially fatal condition caused by a rare genetic defect. These people have a short life expectancy and many of them die at a young age. The cause of death is often an accident or severe infection that spreads because there was no pain to warn them of the danger.
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         Acute pain thus serves as a warning signal. Pain protects us and teaches us to recognise our limits so that we can avoid injuring ourselves. This role is very important, because in this way pain ultimately sustains life.

         When acute pain remains untreated or pain is otherwise prolonged, the pain pathways of the central nervous system may become sensitised to pain, and pain may remain ‘on’ in the brain. The original trauma causing the pain, such as a foot injury, may heal completely, but the disturbed nerve fibres of the pain pathway continue to tell the brain that the foot hurts. According to current knowledge, any common pain symptom can become chronic and can sensitise the pain pathways of the central nervous system. Typical conditions associated with this phenomenon include back pain, headache, osteoarthritis and rheumatoid arthritis, irritable bowel syndrome and fibromyalgia. A person may simultaneously have, for instance, inflammatory pain caused by rheumatoid arthritis locally in a joint, and more general pain due to sensitisation of the central nervous system and the brain.

         Pain that has become chronic and that has at the same time sensitised the central nervous system, is hardly ever a sign of danger, at least not in the same way as acute pain. Chronic pain therefore shouldn’t be viewed in the same way as acute pain. I will come back to that.

         Learning can lead to problems

         Because the pain experience is unique, so are the factors that cause, worsen or ease pain and that affect coping with it. An individual experience of pain is always a complex event that combines physiological reactions, emotional experiences – past, present and future – and expectations. According to current knowledge, a great many factors affect the experience of pain in addition to local tissue damage. Studies reveal quite unexpected connections and factors that you might not have previously been able to associate with pain symptoms. So my wish for you now is this: while you read this book, stop for a moment, now and then, and think about how the ideas I present affect your own pain and the ways you cope with it. Keep an open mind and be curious about new ideas.

         On the basis of new knowledge, sensitivity to pain can, for instance, be hereditary. Many pain sufferers report that their father, mother or grandparents had similar pain symptoms: a bad back, rheumatic pains or a hip condition. Heredity is now studied eagerly, but no clear pain genes have been found as yet. Aside from genes and their variants – mutations – of great importance is which genes are turned ‘on’ and which ones are turned ‘off’. The function of genes affecting sensitivity to pain is regulated in part by our environment. The regulation of genes, according to current understanding, can go back to past generations or even skip over generations. It is important to be aware that even if pain is experienced here and now, our history, early life experiences and the environment in which we grew up also affect how we experience pain. More interesting observations about this are found in Chapter 4, Don’t underestimate the power of touch.

         However, learning and the gains derived from our learning probably play a more decisive part in experiencing pain than heredity. We learn pain behaviour from our environment throughout our life. We learn to relate to pain, for instance, according to how Mother reacted to our pain when we fell off our bike as a child, or how our parents or their parents reacted to their own pain. We act according to what we expect and believe will alleviate the pain. When our expectations are realised, the brain reward system is activated and a memory trace is created in our brain.

         Memory traces are also created when some function or thought is repeated. This repetition begins to reinforce itself and the function is quickly automated in the brain.

         When you practise dance steps, or try out a new song at choir practice, nerve cells begin to learn. In the end, the lesson is learned and the steps or words come automatically, without needing to think about them. Nerve cells also learn when you experience pain. Without noticing it, you may have programmed some pain-related behaviour into your brain’s ‘hard disk’ (to use a computer analogy) that isn’t beneficial for you in the long run. You may, for example, have taught yourself to stop everything and lie down to rest every time you feel unpleasant lower-back pain. You may also have been told that pain is a sign of danger and that anything that causes pain should be avoided. You don’t question the habit you’ve adopted unless you learn a new habit to replace it. Caution and avoidance may produce momentary relief, but in the long run they can only maintain the cycle of pain and cause the pain problem to become chronic.

         Your back will probably be better if you stay on the move and are active despite the pain. Besides being physically active, there are other lifestyle-related ways to influence your pain. Sleeping enough, avoiding smoking, good stress management, and achieving a suitable weight, are very important factors in terms of pain sensitivity and pain tolerance. Much new scientific knowledge about these has been obtained in the last few years. I promise that this book will bring uncover some new and surprising perspectives.

         It’s probably comforting to know that it’s never too late or too difficult to embrace new approaches to improve pain management. To a person suffering from pain, I can say with confidence that you can learn new tricks as long as you first realise why and how. New insights make it easier to take the bull by the horns. Most of the chronic pain patients that I’ve encountered in my work say they are ready to do anything to get pain relief. The right attitude is already there; all that’s needed is something to initiate the change. I hope that this book will give you these insights and good advice on the journey to a new and more meaningful way to live with pain.

         Emotions regulate pain
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         Thoughts, attitudes and feelings have tremendous importance in experiencing pain. Everyone knows that stubbing your big toe on the edge of the dresser in normal circumstances, perhaps when you are a little irritable, provokes cursing (incidentally, profanity has a purpose; it has been proved that cursing helps withstand pain better). When in a truly good mood, you might not necessarily even notice the pain. Feelings of joy and happiness relieve acute pain. Even chronic pain disappears from the mind momentarily when spending an evening with good friends and laughing.

         Of all positive emotions, falling in love is perhaps the most effective pain reliever there is. Intense, passionate love starts the brain pumping a true feel-good cocktail of gratification and intimacy hormones – dopamine, serotonin, oxytocin, vasopressin … – into the body. Falling head over heals in love raises pain tolerance as high as the clouds. Unfortunately, the end of love brings us crashing down to earth painfully. The heart feels tight and aches; longing pierces the chest. (For more about the bliss and pain of love see Chapter 11, Be open to love and affection.)

         Emotions affect pain and pain affects emotions. Pain always arouses many feelings in us: annoyance, worry, fear, frustration, insecurity, anxiety, depression. The most important emotion influencing pain is fear. Along with experiences of pain that have aroused fear in the past, we may be conditioned to respond to it in a particular way: we begin to fear the advent of any kind of pain in advance. I’m sure you know someone who always fears the worst. Such a person panics easily and experiences a feeling of helplessness, especially with regard to health-related matters. This feature is known as ‘catastrophising’. When fear overtakes our mind we are inclined to panic; the temptation is to act like a rabbit: to hide, to curl up under the covers, to be absolutely silent and motionless. Or there may be an immediate need to seek security and comfort at the doctor’s surgery.

         Fear is completely human. Our brain is set to fear dangers. However, the settings were made about 100,000 years ago, when survival was an utmost struggle. Then, there was good reason to be afraid. It’s problematic that the same settings are still on in the brain, even though sabre-toothed tigers and mammoths became extinct long ago and the other threats of that time – disease, drought, cold – have been tamed by medicines, plumbing and thermal underwear.

         For many modern humans, the danger sensors of the central nervous system and the brain are constantly on alert and operate overactively around the clock. Messages interpreted as dangerous flood the cerebral cortex, the part of the brain where the information is processed. Eventually, the flood of information constitutes uncontrolled chaos. Uncontrollable fears turn pain into suffering. In our time, ordinary back pain has become the tiger that may attack unexpectedly from behind the bushes, sinking its sabre teeth into our neck and destroying us, in our imagination. Recognising these unconscious fears and managing them is one of the most central aspects of modern pain management.

         Motivation is the driving force

         Motivation has a high impact on how we experience and interpret pain and how the feeling of pain affects our functional capacity. Athletes are great examples of motivation. Take, for instance, Finland’s top hockey player, Teemu Selänne. On 13 January 2010, in a game against Boston, a hard slap shot hit him in the face, breaking his jaw in three places. It took many hours of surgery to screw three metal plates to his jawbone. The most important game of the season lay ahead, and Teemu was seen on the ice less than three weeks after the fracture. He – once again – scored a goal, and didn’t seem to notice any pain during the game. A similar recovery would probably have taken a person without his drive and motivation many weeks longer. A strong will can ward off pain effectively and keep it from reaching consciousness.

         It’s good to remember that motivation also works in the opposite direction. Examples are found in working life. It may not occur to many people that the atmosphere at work, unfair management, or the monotony of work, can have an impact on pain symptoms and whether the pain sufferer feels able to cope. Sometimes the motivation to recover from pain is reduced because of the eventual return to an unpleasant work community or to disagreeable work following a long sick leave. The experience of pain is intensified then, and so are the negative emotions associated with pain. Pain tolerance is poor, functional capacity doesn’t seem to return, and pain is prolonged. This isn’t a case of invented or imagined symptoms; rather, pain is a real consequence of the stressful situation.

         Today, we are beginning to have a better understanding of the role of work in promoting health instead of seeing work only as something endangering health. Each of us has the right to work and everyone should have a chance to do work that’s suitable for them – the kind where they can cope despite pain. Many are excluded from working life too readily because of chronic pain, and that makes them even more physically ill. I look further at this difficult subject in Chapter 10, Keep working.

         How prolonged pain affects the sufferer’s financial situation is also important. When a person winds up excluded from working life due to pain and their income level collapses, there isn’t necessarily enough money any longer for that person to be taken care of. Okay if it’s enough to survive on, as many of my pain patients have said. Repeatedly rejected applications for sickness allowance or other disability benefits seldom restore the ability to work; they may only increase bitterness as well as the feeling of being ill used – and of pain. Fighting with the insurance company over accident compensation usually doesn’t alleviate pain; on the contrary, it often prolongs suffering. It hurts to be humiliated and there’s good reason to lick your wounds for a moment and take stock, but then you should look to the future. Dwelling on feelings of bitterness and mistreatment may in fact prevent rehabilitation from pain. Recognising the facts and moving forward, even if it’s necessary at times to crawl, is better than lying down and being exposed to attack for too long.

         Our painful society?

         Pain is surprisingly culture-bound; indeed, it may surprise you to hear that back pain is a very Western phenomenon. Research has found that Western Europeans have the most back pain in the whole world. Compared with countries with a low standard of living, back pain is twice as common in countries with a high standard of living. The high proportion of older people in the population of Western countries doesn’t explain this difference. In wealthy countries, people learn to take note of pain, and normal pain symptoms that are part of life are medicalised more readily. People are taught to be cautious and to protect their precious body. In poorer countries, back pain isn’t necessarily paid any heed because many more important dangers threaten health and survival. An interesting German study showed that when Germany was reunified and the borders were opened, the former East German citizens had significantly less back pain and disability than their Western neighbours. Ten years later, the two Germanies had blended permanently and the difference in the amount of back pain had virtually disappeared – Western ways were quickly adopted on the former East German side.

         On the other hand, immigrants coming from poorer countries may react strongly to their difficult situation through experiencing pain, seeking healthcare more quickly than usual. The accentuation of pain symptoms in the new country may reflect adaptation problems as well as difficulties in talking about their feelings and the discomfort of their life as a result of language barriers.

         Pain is always real

         In my practice, my patients with long-term pain often say that an enormous amount of energy is consumed by the feeling that their situation isn’t taken seriously. You, too, may have heard the following type of comment: ‘I can’t believe you are in so much pain when you appear to be in such good health.’ You may have experienced that your pain is invalidated and that you aren’t believed. This feeling is unfortunately common among people with chronic pain. I’m sure that no one close to you, no co-worker or healthcare professional, has intentionally belittled your pain. What’s involved here is a lack of knowledge and understanding, and also a lack of time rather than ill intentions.

         Let me now give you some news that should certainly be comforting: the pain people experience is always real. A person genuinely feels the pain he or she claims to be experiencing. Pain is always real.

         This fact has been revealed and validated by new brain research methods that can measure pain reactions objectively. This particular revelation has revolutionised our understanding of pain. Functional magnetic resonance imaging (fMRI), among other methods, can be used to identify the areas of the brain involved in experiencing pain with millimetre precision, and allows us to measure their function in real time. If a person reports feeling severe back pain, the areas of the brain that sense pain are activated widely. Electrical activity and circulation in these areas pick up speed, and the blood supplied to these areas is richer in oxygen, to maintain the accelerated activity. This event can be observed by functional magnetic resonance imaging (fMRI). Brain function and pain reaction can therefore be measured and viewed by computer in the pain laboratory at the same time as the person being examined experiences pain.
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         The extent of the brain areas with heightened activity corresponds reasonably well to the intensity of perceived pain. In other words, the stronger the pain described by the person is, the more extensive the activated brain areas are. There have also been studies where pain patients connected to the fMRI equipment have watched their own brain on the monitor and, through mental image exercises, have learned to regulate the activity of their brain’s pain areas. The person has been asked to think about pain, for instance as a flame whose size can be influenced by his or her own thoughts. Relief from pain, whether back pain or osteoarthritic pain, has been obtained in this way – that is, merely by viewing images of one’s own brain. These possible pain treatment methods of the future are exciting! They also give us clues as to what we can do now.

         There is thus no reason for outsiders to doubt the experience of pain. This knowledge is also vitally important with regard to healthcare personnel. We can finally move away from the frustration caused by credibility (‘The patient can’t have so much back pain because the test results and the X-ray were quite normal.’) and doubt (‘He’s here just to get sick leave.’). We can focus our resources on considering why this is the case: why is the patient experiencing such intense pain, what factors affect it and what would provide relief?

         The most important of course is that person with pain symptoms first accepts the reality of his or her pain so that the assistance on offer can be received. I often hear a long-term pain sufferer reflecting on whether the pain is only imagined, whether he or she might be going crazy, since tests find nothing wrong and the pain persists. The fact that the regular MRI of the back didn’t detect anything that would explain the pain doesn’t mean that the pain is not real. The cause of pain may just be elsewhere rather than in the structures or function of the back.

         Pain is always in the head

         People suffering from pain sometimes write on the internet indignantly, saying that they were offended by a doctor who had hinted that the pain was ‘in their head’ – in other words, something invented, imagined. Once more, I’ve got good news for you: there’s no longer any reason to be upset. Pain is in the head for all of us. Pain is experienced in the brain, especially in the cerebral cortex. Without the function of the cerebral cortex, we would experience no pain.

         The route goes like this:

         
            	You experience a pain stimulus. For example, a nail scratches your foot.

            	The sensation caused by the stimulus is conveyed as an electric signal from the skin through receptors and nerve fibres in particular to the outermost part of the brain, the cerebral cortex.

            	The sensation is processed in the brain and is quickly given meaning. This important event of assigning meaning is guided by the internal models of the mind called schemas.

         

         
             

         

         Imagine that the hard disk of your brain has a folder called Pain. The folder is a data store that contains your memories of pain, the stories you’ve heard, the articles you’ve read, your own experiences, thoughts, beliefs and emotions associated with pain. You constantly update this folder, deleting old, useless information and filing information that is new and important to you. You do this unconsciously. Now, when the nail scratched your foot, your brain, the world’s finest computer, started going through the pain folder in milliseconds, selecting a variety of things. In a few seconds the brain feeds into your consciousness a whole made up of the following components: the location and intensity of the pain; the unpleasantness of the pain and other related feelings; the importance of the pain to survival or coping in life, work, the couple relationship; etc. All of the pain you’ve experienced, whether being scratched by a nail, bitten by a mosquito, or lumbago of the back, is filtered through that folder, or schema.

         Through schemas, our brain interprets the original pain stimulus, such as a scratch on the foot by a nail, gives it meaning, and sticks a label on it that reads: Harmless, Suspicious, Dangerous – or some other adjective. On the basis of this label, this meaning, the brain either intensifies or suppresses the stimulus. The scratch on the foot by a nail usually causes only a small surface wound. But what if it has led to more serious consequences before? The nail then happened to be dirty and rusty, so a minor, seemingly innocent scratch caused serious blood poisoning and hospital treatment.
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         Now, a new but familiar scratch by a nail, no matter how slight and innocent, is linked with suspicion. Is there danger this time? The pain experienced is distinctly unpleasant. Droplets of sweat begin to rise on the forehead: ‘What if I have to go to the hospital and need a drip this time, too…’ The pain intensifies and may become unbearable. It is essential to go to the doctor to make sure that all is well. And once you’re assured that all is well and your immunisation against tetanus is renewed at the same time, the pain stops immediately. Or, on the other hand, if the reason for a colleague’s back pain turns out to be a metastasis of cancer (which is a rare cause of back pain), your own back pain begins to take on new features. The pain becomes stronger, it can no longer be tolerated as before, and you begin to worry and be a little anxious. ‘What if my back pain has the same cause?’

         Good news once again: because we are able to influence both our thoughts and our own expectations, concerns and fears, we can also edit the content of schemas to make them more realistic and more meaningful. We learn to give symptoms their correct meaning. In order for us to manage our pain better, it is essential that we recognise the impact of past experiences, worries, fears and negative expectations and begin to change them with determination. Only in this way is it possible to cope with longterm pain – and with future new pains.

         Chronic pain shapes the brain

         The start of the 2000s has been a golden age for research on pain. Studies that make use of brain imaging have opened up completely new perspectives on pain and its treatment. Just by looking at images of the brain, pain researchers can say what kind of pain a person is experiencing – acute or prolonged – with almost 100 per cent accuracy, without even seeing or hearing the person. Certain recognisable changes take place in the brain’s links, functions, and structures, and on the basis of these changes it is also possible to predict – already at an early stage of pain – whose pain will become chronic. In other words, just by looking at the brain. Hardly anything can be said about whether pain will become chronic by looking at magnetic images of the knee or the back. (Fortunately, these brain changes can largely be corrected when chronic pain is brought under control.)

         Using current methods, it can also be shown how our thoughts, feelings and attitudes alter the activity of neural networks in the central nervous system and bring about measurable physiological changes in our bodies. Thought and feelings are nerve impulses in the brain. The experience of pain is a series of nerve impulses that are processed by our thoughts and feelings, that is, by other nerve impulses. For this reason, it is increasingly difficult to try to separate the human mind from the body, nor is it meaningful any more. As was already known in antiquity, the human being, with his pain and suffering, is a biopsychosocial being.

         We can no longer examine pain by just relying on the traditional model where pain is always a sign of danger. The warning signal associated with pain protects the person and life in the acute phase, but when the pain continues, it loses its importance. Any pain at all can become chronic. When it becomes chronic, pain has lasted for months, sometimes years. It may be absent for a while, but it returns again and again. It may be continuous but tolerable so-called ‘basic pain’ that one learns to live with, but that gets worse from time to time and turns into unbearable pain – often for no particular reason. Worsening of this kind is typical of chronic pain. If the pain is not properly treated and brought under control, there is a danger that one’s strength will dissipate, even to the point of collapsing momentarily. Fortunately, however, the pain usually subsides and the quality of life slowly returns.

         A prolonged pain symptom can become its own independent illness. I explain this to my patients by saying that when it is prolonged, the pain that had originally been, for instance, in the back moves slowly to the central nervous system and the brain, that it becomes ‘centralised’. Although the original tissue damage may have healed – for example, an intervertebral disk prolapse has melted away by itself and no longer presses the sciatic nerve – the nerve pain can still feel the same because the brain incorrectly interprets the signals fed by the nerves as pain. Pain can, as it were, remain ‘on’ in the brain. Back surgery, ordinary anti-inflammatory drugs, or back muscle exercises are not much use for this sort of pain. Phantom pain is one example of pain produced by the brain: following amputation of the foot below the ankle, most amputees develop pain of the foot – some even severe pain – even though the foot itself no longer exists. That pain, too, is real, even if it is produced by the brain and central nervous system.

         The brain plays tricks on us

         Studies indicate that nothing can be trusted, especially not one’s own brain. As sharp and skilled as the human brain is considered to be, it can still feed us information that is completely wrong. The working of the memory is a good example of this. Studies have shown that our memory is unreliable. Our brain distorts the memory traces linked with the past, feeds new and invented information or information picked up elsewhere in their stead, and provides a memory of the past that doesn’t necessarily have anything to do with reality.

         A person isn’t able to remember past things, such as the pain he or she has experienced previously, with precision. Our memory of the time and strength of our previous pain episode may be completely wrong, and we may even forget having had an operation if we no longer have any complaints. A time span of a year is already too long for us to be able to remember clearly the pain experienced then. Our pain memory depends largely on what the pain situation is at the moment of remembrance. We may even ‘remember’ another person’s pain as our own experience. This doesn’t happen intentionally or consciously; it occurs because our brain feeds us incorrect information, a sort of illusory memory. It’s offered to us so deftly that we strongly believe that the experience is our own.
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         This illusory memory trick isn’t limited just to our memories; sad to say, it continues at this very moment. Our brain can effectively make us worried and scared without reason. It can give pain a meaning that isn’t based on facts. If the back becomes sore as a result of lifting a heavy box, the mind can become worried that the back is now broken. While struggling with pain we may begin to fear paralysis and ending up in a wheelchair even though deep down we realise that this concern is unrealistic. Nor is the situation eased any if a co-worker adds fuel to the fire by saying that something similar happened to the sister of his cousin’s wife and in the end she was paralysed …

         However, significant tissue damage is very rarely found to be the cause of local lower back pain. The back is strong and doesn’t break easily. On the contrary, current knowledge indicates that ordinary local back pain improves best if the back is used normally despite pain.

         The mere expectation of pain can cause pain

         No smoke without fire, the saying goes, but sometimes smoke alone is enough. New studies have also found that our brain is capable of producing pain-like experiences without an external physical pain stimulus. The mere expectation of a painful event activates the pain areas of the cerebral cortex; a person can then experience pain-like sensations. Just the threat of violence at work may increase workers’ pain symptoms. In addition, the pain is felt as stronger because the brain is already sensitised to expect the experiencing of pain, is tuned to the appropriate frequency. The same phenomenon can be observed when we look at pictures of people suffering from pain: the pain areas are activated. When a mother sees her child being injected at the clinic, she also feels discomfort. In other words, pain can be catching, just like emotions – cheerfulness, negativity or depression – can pass from one person to another.

         Feelings are intensified in a group. Except in the case of exclusion from the group. There have also been studies where a discriminatory situation has been created in a group of subjects. One of the subjects hasn’t been included in the playgroup or a game, and has been left alone outside the group. The same areas of the brain are activated in the subject experiencing discrimination as are activated in the case of physical pain. The subject begins to feel physically uncomfortable, painful. If you wonder how the atmosphere at work can influence workers’ pain symptoms, or why the student bullied at school often has a headache, here is some scientific basis.

         However, the brain doesn’t just vex us, it is also a great resource in treating pain. Our brain can produce appreciable pain relief. This is illustrated best when a person strongly believes in the analgesic effect of some treatment. Then the pain actually subsides. Many of these placebo-related studies have been published in recent years, and the results are astonishing. The mere positive expectation of pain relief can alleviate pain more effectively than morphine. This can be measured objectively through changes in the activity of the brain: the electrical activation of nerves in the pain areas of the brain is suppressed and the person’s own pain control system begins to operate effectively. When in turn we believe that no treatment will help us, not even morphine, the pain is not likely to ease up even if morphine were secretly given intravenously (the nocebo effect). Morphine is one of the most powerful analgesic drugs that mankind has been able to develop, but a positive attitude or belief in pain relief is an even more effective remedy. This revolutionary finding should be used more in the treatment of pain.

         Chronic pain puts the brain in overdrive

         The central nervous system has a complex pain control system that at its best is very effective. Our body constantly sends messages about different sensations to the central nervous system – such as how the soles of the feet feel when standing for a longer period of time. Not all messages reach the brain: more than 70 per cent of these sensations stop at the level of the spinal cord. The brain has much more to do than observe the messages of discomfort coming from the body. These signals are deflected by descending nerve pathways (pathways from the cortical layer to the dorsal parts of the spinal cord) and by neurotransmitters that attenuate the progression of pain signals. The effective ‘painkillers’ produced by the brain, morphine-like substances such as endorphins, also play a key role by preventing the signal from reaching consciousness.
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         When this system is disturbed, it starts allowing innocent signals to get through, which are then interpreted mistakenly as pain. The protective wall begins to crack. The sensory areas of the cerebral cortex of the brain begin changing shape, and the amount of grey matter in the brain starts decreasing as pain continues for a long time (grey matter is responsible for processing information in the brain). The less grey matter in the brain, the more intense the pain. These changes begin very soon, after even a three-month period of pain.

         People with these changes – that is, with a disturbed pain control system – can find it difficult to sit in place for longer periods of time. Sitting for even half an hour starts to produce sensations of pain. This isn’t because something would be wrong with their buttocks. Their central nervous system doesn’t filter sensations of discomfort adequately; instead, they reach the brain where they are interpreted as pain. A healthy person is well able to sit without pain for several hours straight – although such a sitting spell isn’t advisable for other health reasons.

         Anxiety and depression further weaken the protective wall of the central nervous system and impair the activity of the descending nerve pathways that block pain. Pain tolerance weakens. These are fortunately often temporary disturbances that are corrected when anxiety, depression and pain are treated. More permanent disturbances in the pain control system have been observed, for example, among people with headaches, irritable bowel or painful bladder syndrome, or fibromyalgia. According to the current understanding, fibromyalgia is a disorder of the nervous system, a neurological syndrome. Its main symptoms are wide-ranging pains that vary in intensity and location, constant fatigue that isn’t alleviated by sleep, reduced stress tolerance, swelling and numbness of the limbs, and sensitivity to draughts and temperature changes.

         In fibromyalgia, the accelerating – that is, the sympathetic – regulation of the autonomic nervous system functions so that the nervous system is overactive and irritated. Functional magnetic resonance imaging of the cerebral cortex of a chronic pain sufferer shows continuous hyperactivity of the neural networks. The cerebral cortex is subject to a chaotic flurry of nerve signals. Whereas in the evening the brain should shift to a restful state and people should fall into regenerative sleep, the pain patient’s brain doesn’t always work that way. It’s hard to fall asleep, sleep is fitful, and the amount of deep sleep is slight. No wonder that the person is just as tired in the morning as in the evening – if not more tired.

         
            
[image: ]
            

         

         The brain of chronic pain sufferers reacts in a deviant way also to other stimuli in addition to painful stimuli. A person with symptomatic pain can gradually become sensitised to many things: draughts, noise, bright lights, poor indoor air quality, etc. The overactivity of the sympathetic nervous system can stay ‘on’, creating a vicious circle between pain and overstimulation of the nervous system. The pain management toolbox described in later chapters will help you jump out of this circle.

         Instructions for assembling a toolbox

         The goal of good pain management is that, as often as possible and for as long as possible, you would be able to enjoy good periods, days or weeks when pain doesn’t hinder your life. Then you may not necessarily even notice your basic pain. However, the pain will always worsen from time to time, often for no reason. Then the goal is that the more difficult stage would last as little time as possible, the pain would disrupt as little as possible, and your functional capacity would be at least reasonable.

         I speak with my pain patients about a varied toolbox for good pain management. A person with pain symptoms should assemble a personal toolbox of that kind. It should contain many different tools that can be used in appropriate amounts in the appropriate situation. When pain is particularly bad, in addition to medication (if needed), things like a visit to a spa and some pampering, listening to your favourite music, watching the sunset, enjoying a fun movie or even taking a moment longer than usual in the embrace of a loved one, can work extremely well as tools. When the pain is no longer so bad, it’s time to take a long walk in the country, forage for blackberries, tend the garden, take a short trip with friends, or maybe try to go to the gym again.

         It is good to remember that learning and taking possession of a new pain management method on average takes a couple of months. You should thus be merciful and take your time when getting to know new approaches. You shouldn’t give up right away even if it seems that there are no results. Start with the method that seems easiest. Most of the tools don’t involve medication. You can also use the tools to enhance the effect of medications taken to treat pain, thus keeping the use of painkillers at a reasonable level.

         Everyone has the inborn ability to create health and help him/herself feel better. You haven’t lost this ability despite long-term pain. It’s important to realise that the pain itself doesn’t make life unbearable. What makes life unbearable is the suffering that results from our pain-related thoughts and feelings. The losses associated with pain and the limitations it causes hurt people more than the pain itself. When we face our feelings and change our way of thinking, at the same time we change course towards better health and a better quality of life.

      

   


   
      
         

            My own story

         

         I’m a medical doctor and a pain researcher, and I’ve defended a doctoral dissertation on the pain symptoms of working-aged people and their risk factors. I’ve studied pain for more than 20 years. As my main work nowadays I develop the treatment of pain in occupational health care, and in my doctor’s practice I mostly treat pain patients. I myself am a pain patient. Pain has been present in my daily life for a long time. I suffer from migraines, chronic sciatic pain, occasional knee and hip pain, and early osteoarthritis in the small joints of my hands. I’ve had more than my share of toothaches. As I write this book I am 47 years old.

         This is my life: I have a migraine about once a week, sometimes more often. I’ve lived with migraine since I was 14. Sciatic pain started five years ago. I had surgery to treat it a couple of years ago, but the operation was only partly effective. There is permanent nerve damage to the sciatic nerve in the L5 segment that innervates the right leg, and I walk with a slight limp. The pain is almost constant. Sciatic pain is my so-called ‘basic pain’.

         I have plenty of other pains as well. The price of my career as a team handball goalkeeper in my youth has been the rapid progression of degeneration of my knees and hips. Some of my fingers no longer straighten properly due to osteoarthritis. The roots of my teeth become infected from time to time because I grind my teeth hard at night and old fillings have begun to leak. And I have plenty of fillings, since I loved sweets as a child!
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         My work with pain patients is actually made easier by the fact that I can empathise with their pain experiences. I know what it feels like when you can’t sleep on either side for more than five minutes without pain. I’ve also experienced waking up in the early hours of the morning with awful migraine pain, knowing I have an important meeting in the morning.

         I’m also familiar with being inspired during a better period to take up physical exercise again, and then finding I have been too eager and started at too high a pace. Bam, the pain sets in immediately after I’ve started, and is so unbearable that, once again, exercising has to wait for several days. Or weeks. When a patient tells me how hard it is to concentrate when the pain gnaws away at them, I know the feeling: ordinary things take longer, one’s memory fails at times, one’s nerves are on edge and many things other than pain become irritating – the seemingly never-ending building works in the city where I live and the noise they cause, a heavy cloud of perfume on the bus, the internet being too slow and the glaring sunlight can all be extraordinarily annoying. Arrgh!

         When you are sensitised to pain, many ordinary healthcare procedures are worrying in advance: the dentist, electroneuromyography, having a cervical smear test. What if the procedure causes unreasonable pain or the pain remains ‘on’ for many days? It hurt me the previous time. Do I need yet another root canal treatment? Sigh. Once again I have to ask for a local anaesthetic as soon as I walk in the door, and I must remember to take a painkiller in advance.

         Painkillers have become so familiar to me that just seeing the package sometimes causes nausea. I wouldn’t want to take any more pills! Still, I can’t live without medications. I always carry migraine drugs in my wallet and ibuprofen in my handbag. I never know when I might need them. I’ve tried various pain threshold medications – and they’ve been some help. Unfortunately, I’ve noticed that I’ve also been sensitised to the side-effects of drugs. (This is common among chronic pain sufferers.) This, combined with my somewhat impatient and demanding nature, has led to my stopping drug treatments too quickly.

         I’m a medical professional and a determined producer and avid consumer of research data on pain. For years I’ve surveyed international science forums and gathered the knowledge on pain that I’m sharing in this book. I read and speak about pain passionately. I’ve been told that I can talk about pain comprehensibly and inspiringly. I genuinely want to help pain patients.

         Still, it’s been surprisingly difficult for me to embrace my own message. I’ve minimised my symptoms, resorted to medical treatment too much, hoped that surgery would improve my back and in the end surrendered to thinking that if I only wait long enough, one day the pain will be gone. I’ve knowingly exposed myself to work-related stress and I’ve forgotten to rest. I haven’t been able to see myself with the same compassion that comes into play when I care for my own patients. I haven’t had time to listen to my own needs as I have been too busy accomplishing goals.

         Many years passed in which I lived with sciatic pain that didn’t end. It caused much frustration and sorrow. And serious reflection: where am I going with this pain, where would I like to get to and what can I do to help myself?

         Slowly – sometimes forcing myself – I have started to test the tools I present in this book. The most difficult thing has been to try medication-free modes of treatment that require some input of one’s own. First I had to be convinced by research data. I doubted and hesitated, and eventually persuaded myself to try – and, finally, I was convinced in practice. This process has taken time. But if anything is true, then taking control of one’s own pain calls for time – and one needs to give oneself time.

         I confess that I’ve been despondent – and still am at times – and the feeling makes me curl up in pain on the sofa. Sometimes I wish for nothing so much as no longer waking up with the feeling of a red-hot iron spike in my head (a migraine attack), or that the sensation in my right leg would return to what is once was. Logically, I know this isn’t going to happen. My present complaints won’t be cured; they will always be a part of my life. I’ve started to accept this also on the emotional level, and this acceptance has been a decisive factor in my life.

         It’s been a long journey, or at least so it has seemed. Accepting pain has been like a period of mourning, with various stages that just need to be got through. As with grief, prolonged pain brings with it a kind of shock: ‘These pains aren’t getting any better!’ And then a stage of denial: ‘This can’t be happening to me; up to now I’ve been so healthy and well-functioning. I’m a doctor. Doctors don’t get sick!’ Feelings of anger have then floated to the surface: ‘Why is it that medicine supposedly isn’t able to cure this pain?’, as well as bitterness: ‘Why is life treating me so badly?’ Then I have felt sadness: ‘I’m sad because I can no longer play soccer in the yard with my children,’ and even some feelings of depression: ‘Life with pain is no life at all,’ until I moved on to the stage of acceptance: ‘Okay, I have these pains. I have to learn to cope with them. Let’s get on with it.’

         The hardest thing has been accepting the fact that I can’t do all the things I used to do before, nor at the same pace. I’ve always loved running after a ball. I’d love to play badminton, soccer or tennis if my pains would allow. But they no longer do. I don’t plan to go downhill skiing or hiking with my active children because I can’t do these sports. I’d like to build something with my hands, to renovate an old house or just add a terrace to the cottage. Not with this back. I can’t promise a close friend of mine that together we can go sailing for a few days on his boat. As wonderful as it might be to spend time with my friend at sea, the idea of sitting in a sailing boat on a hard bench in a confined space and inclined position, with the wind blowing against my back, brings drops of sweat to my forehead. Ahoy, captain, back pain sighted to the right, migraine to the left – I can’t do it!

         I look for alternative ways to live a full life – either completely new ways or familiar ways in a slightly modified form. Here’s one example: I enjoy travel. I’m a big city person, definitely; I may appreciate the beauty of nature, but I love the smell of asphalt and the rattle of streetcars. I’m blown away by big and bustling cities where people rush around on the streets on weekdays in the same way as people here in a department store during the Black Friday sales. Unfortunately, I’m no longer able to walk greater distances without my sciatic pain becoming unbearable. Just a couple of hours strolling around in a big shopping centre makes my hand rummage in my handbag for a painkiller. I am able to cycle for hours at a leisurely speed without feeling any back pain. I’ve started to explore cities by bike. I favour cities where it’s safe to cycle – and relatively level. One such city in Finland is Tampere, and in Europe, Berlin, Antwerp (a new discovery that I recommend), Vienna, and Copenhagen. I find out in advance where I can rent a bike.

         It’s been gratifying to see the city opening up before me as a varied, eventful and interesting place – in quite a different way from exploring it on foot or from the window of a tourist bus. In other words, I can still do what I love, but a little differently than before.

         I can live with this miserable reality – chronic pain – because I have slowly started to accept it as part of my life. I can already see hope, light and a happy future in my life even though I’ll never be cured of these pains. At least I can still work, but I know that it may not be possible 10 years from now. I’ve started to prepare for this idea. Nowadays I enjoy my free time because my pain no longer paralyses me. The most important thing is that I’m able to give and receive love because I’ve learned to love myself, and I no longer blame myself for my pain or for leaving my pain untreated. I’ve given myself the right to be a person who suffers from chronic pain. I still don’t feel sick, and being a pain patient isn’t my new identity.

         My own experience as a pain patient as well as new research knowledge have helped me to realise something crucial when treating chronic pain patients: I no longer try to solve the patient’s problems during one visit. If there were such a solution, my patients would have found it themselves long ago. The pursuit of a quick solution only leads me and my patients to despair and frustration. Today I see my role more and more as an empathetic ‘fellow traveller’: it’s my job to hear and understand people suffering from pain, find out what’s involved, provide the right information, guide, support and coach patients to take control of pain. Deep down, the pain patient understands that there’s no quick fix that will remove the pain even though the person might secretly hope that the new doctor will provide permanent assistance.

         For me personally, the only road to a more meaningful life despite pain has been to get reacquainted with the competent, courageous and skilled person within me, the person I was before the pains began to gain more ground and crush my self-esteem. I have met that person again in peace, listened and understood, nurtured and cherished her. That’s why I haven’t been steered any longer by despair, anxiety, frustration or bitterness, but rather by tranquillity, confidence in my own abilities and strength, and by the fact that life carries me forward.
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