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To my parents, whom I adore.


For my mom, Linda, who thinks it’s perfectly reasonable to soak dirty sneakers in a bidet, and my dad, Ramon, who always went out to “fancy dinner” with a jalapeño in his suit pocket.


My quirks can be explained by genetics and environment.









Foreword


FOR THIRTY YEARS, I’ve worked in the science of positive emotions, focusing on how these fleeting, uplifted states relate to health and well-being. Across these decades, I’ve seen the evidence for the health benefits of positive emotions proliferate and provide plenty of reasons for enthusiasm and hope.


I first met Dr. Hassett in 2016, when I was president of the International Positive Psychology Association (IPPA). That society serves as the intellectual home to a diverse group of researchers, psychologists, and other healthcare professionals who gather every two years to discuss the latest advances in research and practice. At that time, Dr. Hassett and a handful of academic researchers were working to establish a division within IPPA consisting of kindred spirits who studied the physical effects of positive emotions, what they termed “positive health.” That small but enthusiastic group laid the groundwork for a thriving community of people, including me, who are intrigued by the powerful effects that positive emotions, supportive relationships, and meaningful activities can have on physical health, including chronic pain.


Not long after our first meeting, I joined her team as a coinvestigator on a research grant application she was submitting to the National Institutes of Health (NIH). In this context, I learned about the important work underway at the Chronic Pain and Fatigue Research Center (CPFRC). Their pain research focused on explaining the complex role that the brain plays in the experience of pain, as well as how thoughts, emotions, and behavior impact the pain experience. Their truly groundbreaking research held the steadfast stance that chronic pain was not a mental health problem, as many others had claimed, but a biological condition in which the brain amplifies pain signals, making the pain feel much worse. They also showed that negative emotions and thoughts could amplify pain signals further.


As you might expect, Dr. Hassett’s pioneering work considers important processes, such as depression and catastrophic thinking, and their role in amplifying pain. Yet her truly unique contribution is that she studies the buffering effects of positive emotions and the benefits of resilience for people with pain. She has shown that more resilient people report less pain and lead lives that are more active and rewarding, despite their pain. Indeed, Dr. Hassett is a global leader in this area. As a tenured associate professor in the Department of Anesthesiology and the director of pain and opioid research at the University of Michigan, she has addressed the National Academy of Medicine, one of the highest academic honors, and won numerous awards for her research, service, and leadership.


Her work with people with chronic pain, published across more than 100 scientific articles, aligns well with what my team and I in the Positive Emotions and Psychophysiology Laboratory (PEP Lab) have shown over the years. You see, positive emotions, fleeting as they are, fundamentally change the way your brain absorbs information. Positive emotions momentarily broaden your mindset, allowing you to see the big picture more readily. We also have discovered, through randomized trials, that when people learn to cultivate more positive-emotion moments in their days, they little-by-little grow more resilient and resourceful and show improved biomarkers of health. In recent work, we followed married couples for thirty years and found that those with the most shared moments of positive emotion had the best health trajectories and lived the longest.


Perhaps the greatest frustration of academic researchers is that we test and identify effective strategies and treatments in our labs, but too few of these ever reach the people who might benefit the most. Supported by the NIH, Dr. Hassett; her mentor, Dan Clauw, MD; and the remarkable team at the CPFRC are conducting two large clinical trials to help us understand more about who responds best to what treatment for chronic pain. These studies consider medication, but they more broadly study treatments that empower patients to take more ownership of their care, including physical therapy and exercise, mindfulness approaches, acupressure, and cognitive-behavioral therapies. Those trials will add to what we already know: that the most effective treatments seem to be the ones that make the most sense to patients and that they’re willing to do. That principle lies at the center of Chronic Pain Reset. You will try and select the treatment strategies that make the most sense to you and that you might even be excited to do.


The first part of this book details the fascinating research that explains the neuroscience of pain, as well as how seemingly unrelated processes such as friendship, gratitude, pleasant activities, and happiness might influence pain processing in your brain. These scientifically sound chapters are short and written in a way that makes them understandable and even entertaining. Please don’t skip them! Between some of the chapters, you’ll find little treasures, stories written by people like you who live with chronic pain. These reflections are moving, educational, and inspirational. I hope you enjoy them as much as I do.


Then, in part two of the book, Dr. Hassett will guide you through conducting an experiment of your own. Over the course of thirty days, she will share with you one activity, practice, or skill each day and encourage you to try it. From your own firsthand experience, you’ll determine the strategies that you’ll make part of your life after the exploration period ends. In the last two chapters, Dr. Hassett will show you how to create a Thriving Plan to help you decrease your experience of pain and add more joy to your life for years to come.


With its impressive scope and inspiring message, this book offers a fresh perspective on pain. If you’re one of the millions who live with chronic pain, count yourself fortunate to have this chance to absorb the discoveries and advice from a true expert in positive health. With practice, and with Dr. Hassett as your compassionate guide, you’ll discover for yourself new ways to unlock greater ease and more spaciousness in your daily life.


Barbara L. Fredrickson, PhD









Introduction


LEFT TO ITS OWN DEVICES, chronic pain cheats, lies, and steals. It can cheat you out of the life you envisioned for yourself before it came along. It can tell you lies: you are broken, in constant danger, or worthless. It often steals from you the most important activities, goals, and people in your life, as well as your sense of independence, security, and well-being. However, because you’re reading this book, you’ve told me that you’re ready to take back your life.


As a pain psychologist, I’ve worked with many people with chronic pain and have learned, firsthand, about the toll it can take. Through more than two decades of research, I also have learned that many people find ways to lead productive, interesting, enjoyable lives, despite the chronic pain that they often experience every day. They have reclaimed their lives from the misleading messages of chronic pain, and you can, too.


This book consists of three equally important parts. In the first, you’ll learn about the remarkable evolution of pain science over the last three decades. The data are overwhelming: pain is in the brain. Your experience of chronic pain may result partially or almost completely from changes in the structure and function of your brain. Throughout your life, your brain retains its ability to change, to rewire—a process known as neuroplasticity. Just as your brain has overlearned how to communicate pain signals, it can be taught new, more adaptive ways to function. Let’s think of this strategy as initiating a brain reset.


In this first part of this book, a series of short chapters will help you understand how many of the seemingly unrelated activities that you will try in the second part of this book might actually work for you. Understanding how or why a pain management strategy works can make it more effective, so I’ve tried to make the neuroscience easy to understand. Each chapter ends with a summary of ideas to remember. What you learn in the first part of this book may help you decide which of the activities, practices, and skills could work best for you over time. Everyone has different needs and preferences. What makes complete sense to one person given their worldview and understanding of their pain will make someone else roll their eyes in disbelief. That’s fine! Focus on what makes sense to you.


All the activities and practices in Part Two can influence or affect one part of your brain or another, building new neural connections meant to starve your pain instead of feeding it. Regardless of whether you’re an enthusiastic experimenter or an eye-rolling skeptic, I ask you to be willing to embark on an adventure and consider both new and tried-and-true ideas for the thirty-day exploration period in Part Two.


Each day, you’ll try something new. Every one of these offerings is based on scientific evidence, meaning that they have already been shown to be helpful for people with a variety of chronic illnesses, including chronic pain. Read and think about each activity, but more importantly, you need to try it. Even if you’ve done it or something like it before, do it again in the context of this thirty-day exploration period. At the end of each day, you’ll take stock of how it went and whether you want to incorporate that activity into your life. If so, add a star to that activity so you can easily refer to it later to create your Thriving Plan. These activities build on each other, so try each activity on the day that it is presented to you.


This reset will only work if you are an active and committed partner in the process. You can find shelves and shelves of self-help books in stores; however, actual changes in behavior by the readers rarely occur. This all-too-common lack of benefit comes from books that do not teach you practical skill-building. That’s exactly what we’re going to do here. When you get to the second part of the book, I will ask you not only to try the activities—all of them—but also to set reminders on your phone, or to use a visual reminder such as placing this book by your alarm clock or coffeemaker, so you see it and remember to take action. You might even want to create a reset challenge with others in your life who also live with chronic pain. Consider inviting people whom you like and trust to join you on this journey as part of your reset team. You might want to identify a prize, a desired object or experience, that you will collect after trying all the activities over the thirty days. Whatever works for you is fine by me, as long as you commit to spending at least 15 minutes a day trying and evaluating the activities, and then building and following your Thriving Plan.


Your Thriving Plan differs from most pain self-management programs because it’s not only helpful but personalized and meant to be fun. Your plan will consist of activities and practices that make sense to you, work for you, and that you enjoy doing. If you don’t like going to the gym, you don’t have to go to the gym! How about that? You will know exactly which activities to add to your Thriving Plan because you’ll have tried all thirty of them and have a good sense of which ones resonate with you.


Now, here are a few necessary caveats. This program doesn’t substitute for regular medical or psychological care. Add this program to the care you already are receiving. Where the program suggests physical activity or exercise, always check with your physician to confirm that such activity is OK for you. This program is for chronic pain not due to cancer, although some activities and practices can help people cope with cancer pain, too. All the activities are intended to increase feelings of happiness, but some people living with chronic pain feel depressed and may need support from a mental healthcare provider. If so, please consult the Resources section in the back of this book (page 255) and seek appropriate help.


Having negative thoughts and feelings is completely normal for people living with chronic pain. Indeed, when you have chronic pain, many negative feelings are even expected. Here, I am asking you to allow those negative thoughts and feelings to exist without judgment; they are, after all, simply part of being human. But I also want you to hold space for having more positive thoughts, feelings, and experiences. You can do that, right?


In addition to me, other guides and companions will show you the road forward. In the “Lived Experience” sections throughout this book, fascinating people share their stories, reflections, and tips for living a better, more rewarding life despite living with chronic pain.


All right, are you ready to get started? If so, let’s go! Take a deep cleansing breath and turn the page of this book and your life.
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Pain Is in Your Brain


The pain you experience might have little to do with tissue or joint damage. Numerous studies have shown that some people have perfectly normal-looking X-rays or MRI scans of, say, the neck, back, or knee, but they still report intense pain in those locations. Others have scans that show obvious problems that should feel terribly painful, yet they experience no pain in those parts of their body, which I understand from personal experience.


As I sat anxiously on the exam table, the physician assistant was reviewing an MRI of my right kneecap. Bad news. “You broke it,” he said.


I had never broken a bone before. Two days earlier, my boot had snagged on an all-weather floor mat at my favorite café. In slow motion, my latte flew into the air, my laptop bag followed it with considerable velocity, then thud—a face plant. My right knee met the tile floor with a crack and fractured.


“How’s your left knee feel?” the PA asked, eyebrows furrowed.


My left knee? I told him that it felt fine.


“Well, you have pretty significant osteoarthritis of the left knee. The right knee isn’t great either, and that likely contributed to the fracture, but your left knee . . . are you sure it doesn’t hurt?”


It didn’t, which I proved by moving my left leg easily in all directions.


“Huh,” he said, with a look of curiosity and suspicion.


So how can this be? Blame it on the brain. The brain can amplify pain from an existing injury, nerve damage, or inflammation, or it can produce pain completely on its own.1 You feel pain in your neck, back, or knee, but pain doesn’t exist in that spot unless your brain interprets it to be there. Also, not just one area of your brain processes pain signals. Several areas do, and they interconnect via complex networks that involve even more areas of your brain. Think of your brain’s interconnectivity like an airline map showing all the places that its planes fly. Some areas, more heavily traveled and interconnected, serve as major hubs. If you have chronic pain, your hubs are different than those of people without chronic pain.2 It’s as if you’ve got planes flying to the wrong destinations! That can’t be good.


To complicate matters further, some of the structures, hubs, and networks of the brain that process pain overlap with the structures, hubs, and networks that process thoughts and emotions. That interconnectivity helps explain why your pain can feel so much worse when you’re thinking troubling thoughts or feeling worried, stressed, or depressed. Without the brain to interpret painful sensations, pain doesn’t exist. No, really. Think about a patient under general anesthesia and undergoing major surgery. The surgeon cuts a big hole in the patient’s body, but they don’t feel pain until they wake up in the recovery room and their brain begins processing information again. Then . . . ouch!


Your brain, to switch to a different metaphor, functions like the conductor of a symphony orchestra. An orchestra is comprised of many different musical instruments that produce a wide range of sounds. When warming up, they create a discordant jumble of hoots, thumps, and twangs. But when the conductor taps the baton on the podium, the performers come to order. A beat or two of silence follows, and then—with regular, meaningful movements of the baton that set tempo, control it, and otherwise coordinate the collective—the conductor coaxes purposeful, synchronized, beautiful music from the orchestra. At times, the performers provide feedback to the conductor, make mistakes, chit-chat with one another, or even act unruly. All of this holds true for your body, but make no mistake: The conductor (your brain) oversees and directs everything that’s happening.


Before we get any further in the exploration of the brain’s role in pain, something must be said. Your pain is real. Once more with feeling: your pain is real! What I hope to convey to you is that you also have the power to influence the pain signals traveling between your brain and body in such a way that you can make your pain better, less unpleasant, or completely go away for at least a while if not for good. When we supercharge the pain circuits in our brain with stress, fear, resentment, hopelessness, anger, and sadness we make the pain worse; however, when we choose to mix in joy, friendship, calm, love, purpose, and fun activities, we can influence the pain signals and make the pain much better.


Farm-Fresh Research


I’m a principal investigator at the Chronic Pain and Fatigue Research Center (CPFRC) in the Department of Anesthesiology at the University of Michigan. The center sits in a handsome office complex inspired by the architecture of Frank Lloyd Wright, surrounded by a farm containing a large herd of bison—seriously. Our team consists of about a dozen exceptional scientists; twenty or so program managers, study coordinators, research assistants; and student trainees who do a lot of the real work. Physician Dan Clauw, pain psychologist Dave Williams, and neuroscientist Steve Harte lead the CPFRC. I am director of pain and opioid research for the department and lead the clinical trials research team at the Back & Pain Center, our outpatient clinic.*


The nonnegotiable core principle of CPFRC research is that chronic pain is not a psychiatric disorder. Inferring that chronic pain is masked depression or hypochondria is wrong. Those antiquated ideas stand completely out of step with the neuroscience of pain. It’s widely accepted that many people with chronic pain have a pain processing system in the brain that’s too sensitive and reactive. It’s thought that such pain sensitivity is due in part to genetic and biological factors and the rest to environmental factors that stress the brain and body, such as adverse childhood experiences, systemic racism, sexism, trauma, toxic work environments, financial stressors, infectious disease, lack of exercise, poor sleep, substance use, loneliness, and many more considerations.


Many people with pain sensitivity also have generalized sensory sensitivity, which makes them highly sensitive to bright lights, loud noises, strong odors, and potentially intense social stimuli such as strong emotions, rejection, conflict, and interpersonal violence.3 This sensory sensitivity can worsen the side effects of medication, derailing treatment for pain and other conditions. Does any of that ring true for you, too?


The sensitized brain can have increased sensitivity to inner stimuli as well, such as your heartbeat, pulse, breathing, digestion, urge to urinate, muscle twinges, and so on. This sensitivity to activities within your body is called “interoception,” a fancy word for your ability to detect and feel internal bodily processes. For all these sensitivities, the central nervous system (your brain and spinal cord) seems to be set to “high,” and the brain amplifies information from both the environment and the body with an enthusiasm unknown to mankind, as University of Michigan football coach Jim Harbaugh might put it. When this happens, a whisper sounds like a scream, a sweet scent becomes a dizzying stench, and muscle aches can make you feel like you’ve been hit by a bus. Worse yet, your brain can interpret this amplified sensory information as a potential threat and activate your stress-response system, triggering an unnecessary fight-flight-or-freeze response. More about these false alarms in coming chapters.


People who have general sensory sensitivity sometimes refer to themselves as being highly sensitive persons (HSPs). Increases in scientific research and lay books and articles about life as an HSP imply a growing appreciation of this phenomenon. You’re not alone if you have these types of intense sensitivities. Going forward, I’ll use the term “generalized sensory sensitivity” because it describes a potentially modifiable brain process and not a problem with you as a human being.


Led by members of our team, a landmark study provided some of the first evidence of sensory sensitivity in people with chronic pain. It compared people with fibromyalgia to healthy volunteers (people without chronic pain) on tests of pain sensitivity and brain activation in response to pain. In the experiment, a device applied dull pressure to the thumb nailbed, generating moderate pain in people lying quietly in a brain scanner (fMRI). Our team found that the device had to apply almost twice the pressure to the nailbed of the pain-free volunteers to elicit the same verbal pain rating and similar brain activation pattern as people with chronic pain. The findings showed that the brains of people with chronic pain amplify the signal to make it feel even more painful. Since this study, many researchers have found extensive evidence of greater pain sensitivity in fibromyalgia and other chronic pain conditions, including chronic low back pain, pelvic pain, irritable bowel syndrome (IBS), temporomandibular joint pain (TMJ), migraine, osteoarthritis, rheumatoid arthritis, and others.4


Rewiring


The notion of sensitization comes from an old neuroscience axiom: Neurons that fire together, wire together. This adage means that the more the brain activates and processes a signal or series of signals, the more likely the brain will “remember” these signals and process them again in the same way—perhaps automatically. Think about riding a bicycle or driving a car. Even if it’s been years since you steered either vehicle, you could do it again right now without much difficulty. That’s your central nervous system storing automatic motor memory.


Where pain is concerned, the real estate devoted to pain processing in your brain expands (more neurons at work over larger areas in your brain), and these neurons become more sensitive and ready to fire together, thus transmitting a pain signal. Your pain becomes automatic, a bit like riding a bike. This happens because the brain has plasticity and remains pliable throughout your life. It’s because of the brain’s ability to rewire to process pain to excess that this type of pain is known as “nociplastic” pain.5 Noci means pain in Latin, and plastic comes from the ancient Greek word meaning “to mold.” When you have nociplastic pain, your brain has rewired itself and become very good at processing pain signals—too good. The brain can learn many unhelpful things, including how to generate pain at will, so my job is to help you help your brain learn something new and better.


A clever experiment showed just how quickly the brain can rewire itself. In a neuroimaging study led by Dillan Newbold, a team at Washington University in St. Louis, Missouri, put plaster casts on the arms of study participants for two weeks, rendering them unable to use one arm at all. The research team conducted a series of daily brain scans, 152 scans in total, to see how the volunteers’ brains responded. Without regular use of that arm, rapid changes affected the motor-movement processing areas of the brain related to the immobile arm. The neurons not being used by that arm went dormant. Investigators also observed pulses of spontaneous activity in the unused brain areas that helped these dormant neurons spring back into action once the casts came off and the study participants started using their arms again. This study illustrates not only the rapid rewiring that can take place in the brain but also, importantly, that it can return to its previous state without maintenance of the processes that rewired in the first place.6 What does that mean for you? It means that, if you want long-lasting improvement, you need to develop a program to help you maintain changes over time. You need a long-term Thriving Plan that will help your brain create new connections to buffer pain signals instead of amplifying them.


Top-Down, Bottom-Up, or Both


Another principle that might be helpful for you to understand is the idea of top-down and bottom-up pain. “Top” means the brain, while “bottom” refers to the rest of the body, neck to toes. Bottom-up pain comes from pain generators in the body, which might include inflammation from rheumatoid arthritis, bone grinding on bone in osteoarthritis, or nerve damage from an injury. In contrast, top-down pain can start in the brain and doesn’t require ongoing signals from pain generators somewhere in the body.7 Nociplastic pain is the scientific name for brain-amplified or brain-created top-down pain. Typical top-down pain conditions can include fibromyalgia, chronic low back pain, TMJ, interstitial cystitis, IBS, tension headache, chronic prostatitis, and many others. Going forward, I will mostly refer to nociplastic pain as top-down pain.


Why, you might ask, does the source matter? Pain is pain, right? Well, the most important reason is that different kinds of pain require different types of treatment. For bottom-up pain, we want to fix, if possible, whatever in the body is generating the pain. Replace the affected knee, fix the disc, decrease the inflammation in the hands, or strengthen weak muscles. If you’ve had painful areas of your body “fixed,” such as having a knee replaced or back surgery and the pain refuses to go away, then you likely have top-down pain.


[image: image]


The most effective approach for top-down pain is to target the brain with treatments such as medications that alter neurotransmitter concentrations or behavioral treatments that promote changes through exercise and other physical activity, changing the emotions that overlap with the pain signals, altering mindset to replace negative thoughts, and establishing new behaviors that promote well-being. All these strategies have the potential to result in functional and structural changes in your brain. The table on page 9 provides an overview of some of the characteristics of these two types of pain.


Here’s another critical idea. Pain isn’t binary. It doesn’t have to operate as either top-down or bottom-up. Our research and that of others has shown that most people with chronic pain likely have a combination of these two types of pain, which we describe as a mixed-pain condition. In those cases, people can benefit from both treatment strategies. For example, a person with rheumatoid arthritis also might have fibromyalgia and could benefit from medications to reduce inflammation and medications that target pain neurotransmitters, improving quality of sleep, and engaging in enjoyable physical activities.


Please take a moment to review the summary points below. This is by far the most technical chapter in the book but the one I really want you to understand. I encourage you to read it again and highlight sections that resonate with you.




IDEAS TO REMEMBER


•The brain can amplify pain signals from the body and even generate pain completely on its own.


•Many people with heightened pain sensitivity can have generalized sensory sensitivity, making them highly sensitive to bright lights, loud noises, strong odors, medications, and potentially intense social stimuli, such as feeling rejected or scrutinized.


•Your brain can amplify pain and other sensory signals and perceive them as a physical threat, activating your stress-response system unnecessarily (like a false alarm).


•Areas of the brain that process pain signals also process thoughts and emotions in a way that negative thoughts and emotions can make pain worse and vice versa. More positive thoughts and emotions can lessen the experience of pain.


•The brain has plasticity, meaning that it can change in structure and function in a way that could help improve how you experience pain.


•Long-lasting pain improvement requires a long-term plan. By the end of this book, you’ll have the tools needed to help you help your brain create and maintain new circuits that buffer pain signals instead of amplifying them.







Lived Experience: Ben


As I sat on my board waiting for the right wave, feeling the ocean rise and fall underneath me, it never occurred to me that my life was about to change radically. At age twenty-five, I was the picture of good health: strong and fit, a semiprofessional surfer, working as a corrective exercise specialist in New York City. Then came Lyme disease, and everything changed.


Eight years ago, I was bedbound with chronic Lyme disease for the majority of three years. I tried everything: IV infusions of antibiotics, coffee enemas, and crystal-bed therapy. Western medicine, Eastern medicine—you name it, I tried it. For years after the infection subsided, I found myself stuck in a vicious cycle of chronic pain, fatigue, anxiety, and depression. Every time I felt a bit better and tried to return to living a full life, all the old symptoms came back, and it was never clear why. Doctors didn’t have the answers, so I took healing into my own hands.


A funny thing happens when you spin an egg. If you spin a raw egg, stop it from spinning, and let go again, it will resume spinning on its own because the yolk and white inside the egg are still in motion. That’s how I felt during that time. I could get a handle on myself for brief moments during meditation, deep breathing, or relaxation exercises, but the moment I stepped back into the world, it was as if some internal wiring mechanism started me spinning again, just like that egg.


I told a friend that it reminded me of when I used to surf. Sometimes you end up deep underwater but can look up and see the surface, the light and blue sky above. I felt like I was stuck fifty feet underwater, and life was happening on the surface. Sometimes I could make it to the surface, but the moment I stopped struggling and kicking, I sank all the way back down. Worse yet, I felt like I had a scuba weight belt around my waist, making the struggle that much harder. I told her that I wished for a way to take off the weights and make my way to the top.


“Well, Ben,” she said, “what are the weights?”


Not until I turned my attention to the brain and used neuroscience to understand what was happening did I learn that the weights were old wiring and obsolete programming in key areas of my brain. As it turns out, if you’ve experienced a period of long-term stress and then a powerful environmental trigger—in my case, a bacterial infection—these two events can collide to create an overactive stress response and other biological changes that Dr. Hassett discusses throughout this book. I also learned that the brain has the incredible ability to reset itself and to adapt back to normal. Some 86 billion neurons, once considered fairly static, can rewire themselves. Your brain literally can change its structure and its function, especially how your stress-response system works. The best news is that you have the power to drive this change.


After ten months of dedicated, self-directed neuroplasticity training, like what appears in this book, my symptoms completely subsided, and my health has returned fully. In a TEDx talk, I recounted that the biggest takeaway for me was that the body and mind already have all the resources that they need in order to be healthy and calm. We just need to identify and harness those resources.


*


Ben Ahrens is a TEDx speaker, chronic illness recovery expert, and cofounder of re-orgin.com. Learn more about his story and his science-based brain retraining program at: re-origin.com/program.
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Co-Occurring Symptoms and Conditions


Before I joined the research team at the University of Michigan, I was intrigued by how Daniel Clauw, director of the Chronic Pain and Fatigue Research Center, thought about pain. In the rheumatology research world, Dan’s was the dissenting voice about the underlying cause of pain conditions such as fibromyalgia and chronic low back pain. He was one of the first to suggest that the problem underlying fibromyalgia was an idiosyncrasy in how the brain processed pain (top-down) rather than a problem with muscles, as originally thought. He also proposed that these top-down, brain-driving pain processes can co-occur in other chronic pain conditions, including osteoarthritis, lupus, and rheumatoid arthritis. He emphasized that other symptoms such as fatigue, poor sleep, and difficulty concentrating accompany chronic pain and might even prove more life-altering than the pain itself. But the kicker was that Dan dared to challenge the commonly held belief that psychiatric conditions or a psychiatric disorder in disguise caused most chronic pain. In the early years, Dan’s focus on a biological explanation for the pain wasn’t a popular position among his colleagues.



The Ugly History of Treating Chronic Pain



Let’s face it. If you have chronic pain, you likely have met a dismissive healthcare professional. I’m not talking about the kind-yet-misinformed type but rather the professional who is downright unprofessional in approaching your pain and other symptoms. There you are, feeling like hell, but you dare to hope for help and yet again are disappointed by a healthcare worker’s reaction. There could be a smirk involved, perhaps a curt “There’s nothing really wrong with you,” or the ever-irritating referral to psychiatry, which implies that your pain is purely psychological. Perhaps, after five minutes of conversation or fewer, you get a prescription for an addictive painkiller. For some, this is a godsend, but for too many those meds become a godforsaken rabbit hole that can turn destructive very quickly.


At scientific meetings, Dan has been known to confront uninformed and dismissive healthcare professionals. After most scientific talks, the speaker takes audience questions. Picture the environment. The speaker, in this case, Dan, stands at a podium, on a raised stage, with slides projected on a fifteen-by-thirty-foot screen. Lights illuminate him and the faces of the hundreds or sometimes thousands of attendees. Audience members approach the microphones in the seating area. After a few thoughtful questions from engaged professionals, someone invariably will approach the mic with a smug expression and an air of superiority. The audience listens to this new questioner, who, in diplomatic but easy-to-decipher code words, calls pain patients whiners and implies that their care is a waste of physician time. All eyes dart back to Dan because those who know him know what’s coming next: a weapons-grade verbal smackdown. Dan is kind and gentle with people who simply are unaware of recent scientific data or evidence, but when this lack of knowledge combines with arrogance or dismissiveness of patient suffering—well, pass the popcorn. Dan understands that it’s crucial for scientists to stand up for patients. Armed with a powerful arsenal of neuroscience findings cultivated from the hard work of Rick Harris and Steve Harte, lead neuroscientists from our group and many others,8 Dan dismantles outdated beliefs and believers with aplomb. Here are three of his most common rebuttals.



1. Chronic Pain Is Not a Psychiatric Illness



Yes, depression and anxiety commonly occur in conditions such as chronic low back pain and fibromyalgia. Upward of 50 percent of people with chronic pain have a lifetime history of depression. That rate is certainly high, but it doesn’t account for 100 percent of patients, nor does it explain away the pain. As a matter of fact, close to 30 percent of people in America will have a depressive episode at some point in their lives. Get this: Lifetime rates of depression in people who suffer a heart attack are about 40 percent, but nobody’s telling them that their heart attack is purely psychiatric, right?9 If chronic pain is a psychiatric illness, then why haven’t about half of people with chronic pain ever had a psychiatric illness in their lifetimes much less a current one?


A couple of recent studies conducted by our group help us understand the factors that do put people at risk for chronic pain. Chelsea Kaplan and Andrew Schrepf, two brilliant young researchers from our team, showed, in an elegant pair of studies that followed children over several years, that depression and anxiety didn’t increase the risk that a child would develop widespread chronic pain later in life. Instead, having poor sleep, numerous bodily symptoms, cognitive problems (difficulty with concentration, attention), and distinct changes in the structure and the function of the brain predicted which children later developed chronic pain. These data suggest that depression and anxiety don’t come before pain nor do they predict its onset.10


2. Symptoms in Addition to Chronic Pain Don’t Mean That the Patient Is Exaggerating


As noted earlier, five symptoms tend to occur together in people with pain. When you have a cold, symptoms such as coughing, runny nose, headache, fatigue, difficulty concentrating, and feeling blah (cranky or apathetic) co-occur. In chronic pain, other symptoms often include poor sleep, fatigue, difficulty concentrating, and feeling blah (poor mood). Notice a pattern? When you’re unwell, such as when you have a cold or flu, you feel tired, are in a bad mood, and can’t think straight. The brilliant design of your immune system makes that happen.


When a virus or bacterium infects you, your immune system kicks into high gear and releases cytokines, the immune system’s communication team and strike force, which seek and destroy invaders. Cytokines usually trigger inflammation, a sure sign that your body is trying to kill unwanted guests. The release of certain types of cytokines, commonly called sickness cytokines, also explains why you feel so lousy when you get sick. This behavioral aspect of your immune response can help you survive (retire to a cave so a giant predator doesn’t eat you) and helps you not spread disease to the rest of your tribe. So, yes, symptoms cluster in a predictable manner, and their manifestation and expression can serve an important purpose. Unfortunately, these overlapping symptoms can make you feel much worse than having just pain alone. But there’s some good news coming in a bit.


3. Having Multiple Chronic Pain Conditions and Seeing Many Specialists Doesn’t Make the Patient a Hypochondriac


The medical community often fails to see the bigger picture. You likely have heard the old parable that has roots in ancient India. A group of blind men encounters an elephant for the first time and tries to figure it out based on what they can feel with their hands. Each man reaches out and touches a different part of the elephant’s body and describes what he understands. The man who touches a leg thinks they’ve found a new type of tree. Another man, who finds the trunk, is sure it’s a powerful snake. Each is certain that what he knows is true, unwilling to consider the broader picture. Some of these men even become enraged, believing that the other men must be lying because the answer is so obvious. In some versions of the story, the disagreements end in bloodshed. The moral of the story is that we humans tend to believe that, based on our subjective and limited experience, we alone possess the truth.


This tendency helps explain why each subspecialty in medicine has its own unique chronic pain condition. In rheumatology, which considers the whole body and all systems, fibromyalgia commonly is diagnosed. In orthopedics, chronic low back pain is thought to explain away the pain, while in dentistry, the pain is attributed to temporomandibular disorder (jaw pain). In many cases, a physician diagnosing pain in the lower back doesn’t ask about more widespread pain, such as fibromyalgia. Similarly, the doctor who diagnoses fibromyalgia might not ask about IBS (pain in the gut) or chronic headaches. Consequently, people with chronic pain often accumulate several diagnoses because they see different physicians who each make a diagnosis based on the body part they know and love. Unfortunately, this scattershot approach misses the big picture. It’s an elephant!


Chronic pain conditions are complex; they upend lives, and a respectful approach is required. As the neuroscience of pain slowly makes its way into day-to-day medical practice, Dan’s firm push-back of physicians and researchers with antiquated ideas is required less and less, which is reassuring. Still, most medical trainees don’t receive adequate education about causes and the need for interdisciplinary and more comprehensive pain care. It’s also important for healthcare providers not to lose sight of the humans and the human potential that sit atop that exam table, feeling vulnerable and looking for help.


When we teach new healthcare trainees about diseases and conditions, it’s often helpful to share a case to make the symptoms and disease concepts come alive. Kindly indulge my desire to do the same for you. This is the case of a forty-four-year-old Caucasian male who has severe chronic low back pain. It began in college, likely from a football injury. Since those early years, he has undergone multiple back surgeries, none resulting in adequate relief. The most recent surgery was complicated by sepsis, a full-body infection so severe that it nearly killed him. Over the years, he has sought treatment from many physicians and other healthcare professionals, and he is taking multiple pain and other medications. Yet his severe pain persists, at times completely disabling. Several specialists all see his pain as arising from different causes and emanating from different parts of the body. He is seeing an orthopedist (spine), urologist (prostate), otolaryngologist (ear, nose, and throat), and endocrinologist (Addison’s disease). He has been diagnosed with several chronic pain conditions throughout his life, including IBS, which began in childhood, and in adulthood: chronic prostatitis, chronic low back pain, headache, and myofascial pain (widespread pain). He also has a history of insomnia and depression. His IBS symptoms are severe enough at times to cause total incapacitation yet aren’t as disruptive as the low back pain, which plagues him daily.


Aspects of this case might feel quite familiar. Unfortunately, it wouldn’t be unheard of for a physician reviewing this case to think regretfully: lost cause. You might sense the same hopelessness for the man in the case study or perhaps in your own life. But what if I told you that the patient in this case was President John F. Kennedy? Does that change anything? What do his remarkable achievements and lasting influence on American and global history say about the power of resiliency? You still can lead a meaningful, influential, and productive life despite living with chronic illness and pain.11


SPACE: The Final Frontier


So what about all those co-occurring symptoms that complicate life with chronic pain? Another colleague and friend from the CPFRC whom I want you to know is David Williams. Dave is a fellow psychologist, pain researcher, and a talented musician. Based on his work over the years, he created the acronym SPACE to refer to a cluster of symptoms in chronic pain:




Sleep


Pain


Affect (anxiety, depression, malaise)


Cognition (poor concentration or clarity of thought, memory issues, brain fog)


Energy (fatigue)12





Dave and other members from our team, including Andrew Schrepf and Steve Harte, have led efforts to show that these symptoms all interconnect, likely the product of a combination of widespread and excessive sensitivity within the central nervous system and/or persistent low-level inflammation throughout the body.
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