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Praise for IT’S NOT JUST IN YOUR HEAD


“It’s Not Just in Your Head, particularly the section entitled ‘Your Two Brains,’ is phenomenal! It provides a clear and compelling exploration of the brain–gut connection, an area that has long been enigmatic within gastroenterology. Dr. Trachman skillfully translates complex neurogastroenterological concepts into accessible language, grounding her explanations in sound, evidence-based research. Her ability to make the science understandable while maintaining clinical rigor makes this book both informative and reassuring for patients and clinicians alike.

“What truly sets it apart from others is Dr. Trachman’s compassionate, patient-centered perspective. Drawing on her extensive expertise in psychosomatic medicine, she gives a voice to individuals with medically unexplained symptoms and functional bowel disorders—patients who are often misunderstood or dismissed. By validating their experiences and integrating the psychological and physiological aspects of gut health, this book offers clarity, credibility, and hope, making it a valuable and worthwhile investment for any patient seeking a deeper understanding and meaningful insight into their condition.”

—Dr. Tonya L. Adams, board-certified gastroenterologist and physician executive, and former assistant clinical professor of medicine at The George Washington University

“Full disclosure: I am a long-time fan of Susan Trachman, with whom I have collaborated on patient care for over twenty years—a rewarding, educational, and exciting journey. My always high regard for her as a physician and colleague is solidified at stratospheric heights with the publication of It’s Not Just in Your Head— elucidating, edifying, and riveting reading! This is a landmark book for all of us who focus on the mind–body connection professionally and for the clients we treat. Susan’s straightforward and sure-footed command of complex topics makes this work important for those with medically unexplained symptoms and for everyone who is a human body. The content, which covers key psychosomatic processes across organ systems, is relevant for all of us, essential to understanding the complex biopsychosocial choreography of being human.”

—Keith Saylor, PhD, ScM, president and CEO of NeuroScience, Inc., author, researcher, and consultant on Hoarding: Buried Alive

“Dr. Trachman has written a very valuable book that will enlighten physicians, patients, and families who are familiar with individuals that have a variety of persistent symptoms that are thought to have a major psychiatric component. In fact, issues in the brain are ‘real’ and often comorbid with such well delineated medical syndromes. Patients who experience such difficulties are often upset by labelling the issue as ‘all in one’s head’ and are convinced there is something seriously wrong to account for the pain, fatigue, or other bodily mysterious maladies. This important book reviews the data that such illnesses that can be serious or benign as far as mortality and morbidity often have concurrent brain pathology. Dr. Trachman urges physicians to use a biopsychosocial approach to better understand and thereby explain to the patient who is suffering from unexplained symptoms that maybe possible comorbidity that causes such somatic distress despite negative findings in routine evaluations.”

—Thomas N. Wise, MD, chair emeritus, Department of Psychiatry, Inova Health System, and professor of psychiatry, The George Washington University School of Medicine
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“I am a very strong believer in listening and learning from others.”

—Ruth Bader Ginsburg

For all of my patients who allowed me to listen and learn from them. I hope this book makes you feel heard and understood.

And for my children, Ben, Emma, Meg, and Levi. I hope that I’ve made you proud.
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INTRODUCTION


The part can never be well

unless the whole is well.

—PLATO



Have you ever experienced physical symptoms that have no obvious explanation? Have you visited multiple physicians, including specialists, who order laboratory tests and scans only to tell you, “The results do not explain your symptoms”? Hearing this, have you felt you were not taken seriously? Misunderstood? Shamed? Or even disbelieved? If so, you are not alone. You are in good company with individuals who have “medically unexplained symptoms” (MUS). Ten of the most common problems that lead adult patients to seek help from their primary care physician include chest pain, fatigue, dizziness, headache, swelling, back pain, shortness of breath, insomnia, abdominal pain, and numbness. These account for almost 40 percent of primary care visits, yet a “biological” cause is found only about a quarter of the time.

In this scenario, your doctor may express frustration at the lack of a diagnosis. More importantly, their exasperated response can make you feel disrespected, uncared for, and even hopeless. The medical community has different names for patients with MUS, such as somatisizers, functional disorders, or even malingerers. A study of patients with MUS found that reassurance from a health provider suggesting that negative test results means, “Nothing is wrong,” can make you believe your concerns are not taken seriously or are outright rejected.


Lucy’s Story

Lucy1 told me about visiting multiple doctors over several years before one finally arrived at a diagnosis for her symptoms.

She said, “After a week of what seemed like an intense flu with great fatigue and achiness, I felt exhausted. I dragged myself to work as the director of a nonprofit, took one- to two-hour naps at lunch, kept working, and dragged myself home. I slept the rest of the day into the night, woke up tired despite excess sleep, and slept all weekend to recover. I had times of achiness and times of intense pain, particularly when it was humid. When I think about it, though, I remember having a low-grade fever toward the end of the workday for several months before the flu.”




Lucy’s Experience with the Medical Profession

I asked Lucy about her experience with the medical professionals she visited in search of answers to her troubling symptoms. She replied, “When I sought medical care, I often teared up when describing my symptoms because I would try to soldier through much of the time, and telling the story made the emotions come up. The doctors would then say, ‘You’re probably depressed. See a psychiatrist, and they can put you on meds.’ I knew, however, that this was more than that, and I continued to seek help. Luckily, I’d been seeing a therapist, and she said, ‘Well, of course, you feel somewhat depressed—you have no energy, and you’re in pain.’ She also knew there was more to it and encouraged me to continue working toward an accurate diagnosis. I think she was also the one to identify that it might be chronic fatigue”—a close cousin of fibromyalgia and sometimes considered on the same spectrum.

“How many providers did you consult before arriving at a diagnosis?” I asked.

“Two or three primary care physicians, a couple of specialists at major hospitals that were no help at all, a chiropractor, a nurse, and an osteopath. Finally, I got a diagnosis when I switched to a different primary care physician. She said it was fibromyalgia. But the only thing she had to suggest was a low dose of antidepressants, which might help somewhat but would not address the cause, just relieve symptoms. I talked to some people who were in online fibromyalgia or chronic fatigue groups. They were very resigned to their illnesses, had some side effects from the low-dose meds, and said that as soon as they stopped them, their symptoms returned. So, I knew that wasn’t the path for me. I was certain I could heal. I was determined.”




Was Her Voice Heard?

I wondered if she felt her providers listened to her concerns during this long process, answered her questions, and made her feel respected.

“Did you feel understood/respected/valued by your providers?” I asked.

“Not by the docs at the hospital,” she replied. “They were super dismissive. And I felt they treated me with judgment. They had a superiority complex!”

Sometimes, patients with MUS feel hopeless and worthless after seeking answers from medical providers who are not forthcoming.

“Lucy, how did it make you feel? Did any provider make you feel hopeless, worthless, or unimportant?”

“Absolutely; at least two or three made me feel marginalized and even judged. I had to drag myself to those appointments. I took a cab to one because I had no energy to get there by public transportation. It was demoralizing.”




The Toll of Medically Unexplained Symptoms

Finally, I asked, “Did any of the providers you consulted suggest it was all in your head?”

In a very animated fashion, she replied, “Yes!”

For many people, doctors remain figures of authority. Traditionally, doctors are the ones you turn to when you are ill. We have fancy degrees, use expensive instruments, have lots of diplomas on the wall, and often wear white coats, just like the good guys on TV and in movies, where we often play the heroes who swoop in to save the day. So, what happens when the authority tells you, “There’s nothing wrong”? You may doubt your feelings, think negatively about yourself, or believe you are weak for feeling like you do. If Lucy’s story resonates with you and makes you tear up or become angry, know that you are not alone. There is hope for finding a diagnosis for MUS. As Lucy learned about the role of the brain-body connection and the various sources that contributed to her symptoms, she found relief over time. She sought answers to her questions and did not assume that the answers she was already given were her only options.

In my private practice and academic roles, I have witnessed the toll MUS takes on my patients. It can impact social and professional lives and cause real strain on personal and family relationships. Worse yet, it can cause anxiety and depression or make you feel out of control of your body—experiencing real symptoms that are not easily explained.

Aside from the negative emotional toll, the actual disabilities associated with MUS have an economic cost. Individuals with MUS take more sick leave, have higher unemployment rates, and generate higher healthcare costs due to frequent diagnostic tests and procedures that are not always in their best interest.




“It’s All in Your Head”

Most of the medical profession understands the importance of the therapeutic relationship and feels responsible for nurturing it, even when it is difficult. However, many doctors fluctuate in their willingness and capacity to engage with patients who have disorders we cannot readily explain. Physicians often feel overwhelmed and frustrated by the task of caring for patients with medically unexplained symptoms and lack confidence in their ability to meet their patients’ needs. As a result, the messages received by patients can sound like, “There is nothing wrong with you. It’s all in your head.” This was true for Lucy and many other patients arriving in my office. Sometimes the doctor’s language can be dismissive or minimize the symptoms. One patient, who had had an undiagnosed blood pressure issue that was making her anxious, was told, “You’re just having spells.” Other times, patients are told, “Stop using Dr. Google,” which is demeaning.

The part of the message that says, “It’s all in your head,” is true because your brain is in your head. However, many healthcare providers do not explain to their patients with MUS that there is a brain-body connection, and to assume the brain and body function independently is patently wrong. The brain and body are a unit. Think of your brain as the CEO of the company, your body. Each organ system is a manager, and the managers are responsible for sending feedback to the “boss” so that they can adapt to the working environment and adjust as necessary. Whatever your brain is feeling creates repercussions in various parts of your body. The reverse is true as well. If you feel sick to your stomach, your gut sends a message to your brain: “We don’t feel well.” In turn, your brain responds.

By the time you finish reading It’s Not Just in Your Head: Understanding Medical Illness from a Biopsychosocial Perspective I hope you will appreciate that, yes, part of your symptoms may very well be in your head. The two-way connection between your brain and your body is constantly active, and sometimes the physical illness you experience results from what is going on in your brain via bidirectional communication.




“Trachman, Diagnosis!”

I have been a psychiatrist for over thirty years and have taught medical students, residents, and postresidency fellows for much of that time. My specialty is psychosomatic medicine. That is a subspecialty within psychiatry that focuses on the brain-body connection and the impact of psychological factors on physical disease. The majority of patients referred to me by other specialists have coexisting medical and psychological illnesses. Often, diagnosing and evaluating the psychiatric component of the patient’s complaint leads to an amelioration or even remission of the physical complaint. Sometimes, we even identify unexpected coexisting medical factors that other specialists did not previously consider.

My interest in this area began as a third-year medical student. The chief of my psychosomatic medicine specialty service, Dr. Kent, was a British neurologist and psychiatrist who wore his hair long, his mustache bushy, and clogs as his preferred footwear much of the time. He modeled himself after Mick Jagger of the Rolling Stones and, in his own way, had a rock-star persona. He had a real following among the male psychiatry residents, many of whom tried to imitate his bravado by similarly letting their hair grow long, wearing clogs, and stylishly popping up the collars of their white coats, just as he did. Every morning, we made rounds in one of the major hospitals at the Texas Medical Center in response to requests from any medical services that had questions about an issue regarding patient care that tests or examinations alone could not readily explain. We were the psychiatry CSI team.

Dr. Kent could be pretty intimidating. His preferred facial expression was a snarl; he was highly sarcastic and frequently condescending. On rounds in the hospital, he was fond of pointing to a patient who might be walking in the hallway and calling on one of us inexperienced students, demanding, “Diagnosis?” Hesitation in responding—or worse, an incorrect answer—led to cutting remarks, a stare, and a scowl. Once, I got lucky when he picked on me. I had fortunately reviewed the symptoms of Parkinson’s disease the night before, and coincidentally, Dr. Kent set his sights on an older gentleman who was shuffling down the hall.

“Trachman, diagnosis?” he demanded.

“Parkinson’s?” I answered.

“Are you asking or telling me?” he grunted, obviously dismayed that he didn’t get the better of me.

Dr. Kent was not a charmer, but to his credit, he was an excellent teacher. I learned so much about psychiatry and also neurology and internal medicine, necessary information if you want to practice psychosomatic medicine.

By the end of the rotation with Dr. Kent, I planned to apply for a psychiatry residency and hoped for a fellowship in psychosomatic medicine. Just before the end of this elective, I witnessed one of the funniest cases I ever saw in medical school, which sticks with me to this day. It often reminds me not to assume I know the answer to a problem without considering all the possibilities.

We were asked to see Mrs. Plato, a lovely sixty-five-year-old woman who had heart surgery several days before and was being monitored in the intensive care unit (ICU). She had a history of diabetes that intensive care specialists could not control, and they wondered whether they’d been missing a psychological cause for her elevated blood sugar.

Mrs. Plato was in the surgical ICU after her operation as a precaution; her open-heart procedure had gone well. Despite many attempts to control her blood sugar, her readings remained inconsistent with what was expected since she received insulin and was prescribed a diabetic diet in the hospital. After interviewing this very cooperative woman, we learned she had a large family that visited often. She was overweight and understood she would need to comply with a diet prescribed by the American Diabetes Association after discharge.

Her family history included several members with diabetes. She insisted that she took her insulin as prescribed. We reviewed her chart and noted that her blood sugar levels were highest after family visits. We wondered, Were these visits stressful? Stress can cause a surge of cortisol or stress hormones, resulting in a higher blood sugar reading. During the interview, she told us she looked forward to her family visits, and they all got along well. Perhaps her excitement about seeing them caused the same result? As it turned out, the family visits were connected to the problem, but not in the way we expected.

Generally, after interviewing the patient, one of our team members would perform a brief physical examination. Occasionally, we detected something that the medical management team hadn’t noticed. In this case, to conduct a heart exam, we had to gently elevate her very pendulous breasts. Much to our surprise, we found not a heart issue but a package of Twinkies! Her family brought her treats that she hid under her voluptuous mammary glands. Final diagnosis: elevated blood sugar secondary to Hostess snack foods! I still remember the first and only time I witnessed Dr. Kent laugh after we consulted with the infamous “Twinkie Lady.” He was so loud that the nurses could hear him at their station down the hall.




What’s Next on Your Journey?

After completing It’s Not Just in Your Head, you will understand how the brain-body connection is involved in many common medical illnesses, such as heart disease, gastrointestinal disease, infections, and autoimmune disorders. Patient examples throughout illustrate how these disorders can be challenging to diagnose but can be understood in the context of the bidirectional communication between the brain and body. A breakdown of various biological processes will be explained, revealing how these common disorders occur from a physiological standpoint. Reviewing treatment options will help empower you and provide hope for managing your illness and living your best life.

We did not expect to find such a novel answer to our consultation question about Mrs. Plato’s elevated blood sugar. But if you assume you already know the answer, you will never consider alternatives. Lucy kept looking until she found alternative solutions to improve her health. Sometimes, searching for answers means looking outside the box. You never know, you might find your own version of a Twinkie.




	
1 All names have been changed to protect patient privacy.
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CHAPTER 1 THE BIOPSYCHOSOCIAL MODEL: WHY YOU SHOULD READ THIS WHOLE BOOK



Nothing will change unless or until those who control resources have the wisdom to venture off the beaten track of exclusive reliance on biomedicine.

—GEORGE ENGEL



The belief that the mind and body are separate entities makes no sense, right? If I cut off your head, could you continue to live? Of course not! But for centuries, brilliant philosophers and physicians considered the mind and body to be distinct entities. This idea led the medical profession to view illness solely as a biological cause. Expanding on that hypothesis explains why so many individuals find their way to my waiting room. They are told, “There is nothing medical we can find to explain your symptoms. It must be in your head. Go see a psychiatrist.” This limited view fails to consider that, as humans, we have thoughts and emotions, and that we live and work in a world where we are impacted by our environment and those around us. As this book discusses, many illnesses are significantly affected by psychological factors such as trauma, as well as social factors.

For example, untreated depression is an independent risk factor for cardiovascular disease. Anxiety can lead to gastrointestinal illness. Stressful home or work environments can initiate or exacerbate the symptoms of autoimmune disorders. To successfully treat these disorders, some early pioneers in medicine conceptualized a more holistic approach to illness management. In the decades that followed, this would evolve into the biopsychosocial model.

Benjamin Rush, considered the father of American psychiatry, firmly believed in the holistic approach to medicine. Many consider him a forerunner in psychosomatic medicine.

Sir William Osler, one of the most famous English physicians of the nineteenth century, believed that the future of medicine should include an understanding of the influence of the mind over the body and their interdependence.

Dr. Helen Flanders Dunbar was a unique woman of her time. She attended Yale Medical School, specializing in medicine and obstetrics, and received her PhD from Columbia University in the 1930s. She founded the American Psychosomatic Society and was an early editor of Psychosomatic Medicine. Her book Emotions and Bodily Changes: A Survey of Literature on Psychosomatic Interrelationships popularized the term psychosomatic and led to the holistic approach to medical practice.

However, in the nineteenth and twentieth centuries, as medicine advanced technologically, greater emphasis was placed on cellular disease mechanisms. When Louis Pasteur and Robert Koch made their discoveries about the role of bacteria in disease, they laid the groundwork for the principle that every disease has a single specific cause. As a result, mental or emotional factors took a less prominent role.

On December 10, 1913, identical twins George and Frank Engel were born in their family’s Upper East Side brownstone in New York City. They were delivered by a very prominent physician, who happened to be their paternal uncle. Uncle Manny, known as Dr. Emmanuel Libman-Sacks, was a highly respected physician with an elite clientele. Despite his friendly sounding moniker, Uncle Manny was described as “cold, aloof, and intimidating.”

Uncle Manny’s office was conveniently located in the brownstone where George and Frank grew up, but it also made for a decidedly nontraditional arrangement for the family. It was not unusual for his famous patients—Albert Einstein, Fanny Brice, or George Gershwin—to arrive at their door waiting to see their renowned physician. His office was in an area of their home considered sacred and not to be breached.

The home was so immersed in medicine that the twins’ older brother had several surgeries performed by a world-famous head and neck surgeon in their sterilized bathroom. George recalled, “I thought that was ordinary living, that such medical activities went on in every house.” Uncle Manny greatly influenced George and was instrumental in his life’s pursuit of understanding the molecular basis of disease.

George’s mother had a profound influence on him as well but in a much different way. Mrs. Engel was described as “dramatic” and suffered from multiple physical complaints that were out of proportion to any physical findings. She was diagnosed a “hysteric” because no biological basis could be found for her many physical symptoms. Even her brother Manny, the prominent physician, was at a loss to explain the basis for her numerous disorders.

In modern terms, she most likely had an illness that would be classified as “psychosomatic,” a term later made famous by her son. As an adult, George reflected, “She was an influence on my life with which I struggled—that it be my destiny to solve the problems Uncle Manny could not.”

As a young boy, George suffered from fainting spells. He recalled fainting after receiving a typhoid shot, which his doctor brushed off and admonished, “It’s just a faint.” Feeling dismissed, George’s embarrassment led him to find elaborate ways to hide the episodes. During his extensive career, he focused on understanding how psychological phenomena could influence physiology.

These principles of Engel’s model included the biological, psychological, and social dimensions of an individual’s life and the perception that individuals suffer as a whole, not as isolated organs. Physicians, therefore, should have a holistic approach to illness, including the patient’s emotional state and environment.


How Is the Biopsychosocial Model of Illness Used Today?

The biopsychosocial model of wellness and medicine examines how the three aspects—biological, psychological, and sociological (BPS)—occupy roles in health and disease. The BPS model stresses the interconnectedness of these factors. Common illnesses such as heart disease and cancer have psychological and sociological components that combine with biology to cause illness. For example, it is estimated that 30 percent of cancers are associated with tobacco use, and diet accounts for a significant proportion of digestive tract cancers. So, the biological factor may be a familial predisposition to cancer, but if you smoke, that risk adds to your genetic loading. Similarly, if your family has a risk for gastrointestinal cancers and you eat a diet high in processed foods, red meat, and sugar, your risk increases overall.

On the other hand, understanding the various psychological and social risk factors for disease can help mitigate your genetic inheritance. For example, heart disease risks are increased by factors such as hypertension, smoking, high cholesterol, and type A personality traits. But as this book demonstrates, interventions can be designed to decrease risk, suggesting strategies for behavioral change. These might include referral to a smoking cessation program, offering suggestions for an anti-inflammatory diet, or enrolling in a regular exercise program.

The BPS model was used to develop new treatment approaches for patients living with chronic pain, which affects approximately 50 million Americans. The cost of treating pain and lost productivity ranges from $70 billion to $100 billion annually.

Traditionally, pain research has focused on sensory modalities, and neurological transmissions were identified solely on a biological level. In other words, the experience of pain was conveyed directly from your skin to your brain without consideration of psychological or social factors. This was called the reductionist or biomedical view of pain.

Your nervous system is composed of two major parts or subdivisions: the central nervous system (CNS) and the peripheral nervous system (PNS). The CNS includes the brain and spinal cord. The brain is the body’s control center. The PNS is a vast network of nerves linked to the brain and the spinal cord, containing sensory receptors that help process changes in your internal and external environment. The gate control theory of pain was formulated in 1965 by a neurobiologist and a psychologist who proposed that spinal nerves act as gates that allow pain to reach the brain or close these gates and prevent pain messages from getting through.

This theory helped researchers understand how individuals experience different types of pain and develop treatment strategies. So, what influences a person’s perception of pain?


	
Emotions. Negative emotions like anxiety, depression, and chronic stress can increase pain. Once you’re in the cycle of depression and pain, for example, it can be challenging to know whether your depression is making your pain worse or whether your pain is worsening your depression. They may influence each other. Therefore, it’s essential to acknowledge the link between mental health and chronic pain.

	
Brain disorders. Your brain is the processing center for pain, so if part of the brain isn’t working correctly, you might not process pain in a healthy way. People with schizophrenia, for example, often don’t perceive pain in the same way as those without this disorder. This was horrifically illustrated for me when, as a second-year psychiatry resident, I was called to the emergency room to evaluate a young man with a diagnosis of schizophrenia. In a psychotic state, he had mutilated his genitals and arrived in the ER holding them in a bag.

	
Stronger signals. An old wives’ tale suggests that you should rub the affected spot if you hurt yourself. This is an excellent example of “closing the gates” of pain. When your brain perceives a secondary stronger signal coming in, it doesn’t pay as much attention to the first painful signal. My dentist demonstrated this to me one day when I needed a Novocain shot to have her work on my teeth. She was able to give me the shot without causing any pain because she put pressure on the inside of my cheek for a few minutes before inserting the needle loaded with anesthetic. I was amazed at the difference. The sensation of pressure overrode the feeling of the needle entering my skin.

	
Drug use. Prescription medications, as well as illegal drug use, affect the way your body processes and perceives painful stimuli. Opioids, which are often prescribed for pain, have a strong gate-closing effect—usually. However, the overuse of opioids can cause a rebound effect and lead to increased sensitivity to pain over time.

	
Central sensitization. People with chronic pain often experience heightened pain responses to nearly everything. If you live with chronic pain daily, your nervous system develops an abnormal response to everyday stimuli. For example, clothing may hurt, and walking may be too painful to bear. In other words, things that seem innocuous and theoretically shouldn’t be perceived as painful are the reality for those with conditions like rheumatoid arthritis or fibromyalgia. In these disorders, the body’s gates are left wide open, often requiring medical assistance to shut again.

	
History of trauma. Post-traumatic stress disorder (PTSD) is an anxiety disorder experienced by approximately 30 percent of people who have witnessed or lived through a trauma in which they anticipated extreme bodily harm or death to themselves or someone they love. Women are twice as likely to develop PTSD compared to men. The highest rates of PTSD are consistently linked to a history of physical and sexual abuse. A 2007 study at the University of North Carolina looked at the role of PTSD and trauma on the health status of women seen in their gynecology clinic who were diagnosed with chronic pelvic pain. The investigators found that almost 50 percent of women in their sample with chronic pelvic pain reported a history of sexual or physical abuse. One out of three women in their sample also had PTSD, indicating a high degree of psychiatric morbidity in this patient population. The investigators recommended obtaining an abuse and trauma history as part of a comprehensive evaluation of patients with pelvic pain.



There are other proven differences in how individuals perceive and respond to pain. Devising a one-size-fits-all approach would not, and does not, work effectively. For example, research from the Centers for Disease Control and Prevention documented that women, individuals from lower socioeconomic backgrounds, military veterans, and people residing in rural areas have a higher prevalence of pain. Studies are mixed regarding ethnic and racial differences, with some reporting the highest rates among non-Hispanic White people. Explanations for racial differences include enhanced physiological pain sensitivity, cultural differences, and reduced access to care. When controlling for income and adverse life events, the differences in prevalence are diminished but not eliminated.

As the biopsychosocial model evolved and spread through the scientific and medical communities, it became increasingly apparent that managing chronic pain through solely biological pathways was a dead end. This new approach offered valuable additional avenues for pain management that diversified the number of treatment providers capable of managing chronic pain and led to breakthrough clinical approaches with better outcomes.

The biological processes contributing to pain influence psychosocial elements such as emotion and cognition. Emotion is the more immediate reaction to an uncomfortable physical sensation like pain. For example, when you mistakenly stub your toe, the first response is something like “Ouch!” However, your thoughts or cognitions give meaning to the emotion, such as Damn, that was stupid! In some cases, pain-related cognitions can lead to an amplification of the experience of pain.

In another situation, you have a history of cancer, you have been successfully treated, and you are in remission. Suddenly, you feel pain on the left side of your chest, where your surgical scar is a reminder of your previous diagnosis. In this case, the response to pain may be different than when you stubbed your toe. The first response may still be “Ouch,” but the cognition may be very different, something like, Oh no, I hope this doesn’t mean the cancer has returned. This, in turn, may give rise to a cycle of worry, leading to an increased perception of pain.

In these two examples, the process of pain is the same. It is the psychosocial factors and response to the pain that are different.

The most effective treatments for patients with chronic pain are those that include a BPS approach. Comprehensive treatment of pain, addressing the biopsychosocial aspects of the pain experience, is more clinically effective than conventional medical treatment by itself and more cost-efficient as well. For example, the ability of an individual to return to their prior levels of activity with comprehensive treatment approaches is 65 percent compared with only 35 percent with conventional medical treatment. Patient reports of pain improvement with comprehensive pain treatment are equal to or greater than those reported with the use of traditional medical treatment with opioid medication.




What Would a Biopsychosocial Approach to Pain Management Look Like?

The stepped-care model proposed by the Veterans Health Administration advises initiating care with the least resource-intensive services before progressing to specialty care through a patient-centered, BPS framework. An interdisciplinary approach includes self-care, which might consist of weight loss if appropriate; a healthy lifestyle including exercise, good nutrition, and proper sleep hygiene; and smoking cessation. Additional treatments in such a framework include opioid and nonopioid medications, as well as psychological therapies.


	Exercise is the most recommended self-management strategy, which can improve sleep, facilitate weight loss, stimulate endorphin secretion, and reverse deconditioning.

	The most common psychologically based intervention for chronic pain is cognitive behavioral therapy (CBT), which involves restructuring maladaptive beliefs, attitudes, and behaviors contributing to the disease burden. The theory behind CBT is that if you can change the way you think, you can change the way you respond to what’s physically happening in your body. You learn new strategies to manage discomfort by shifting your focus and perspective, even if the pain doesn’t disappear. A solid therapeutic relationship is crucial for maximizing the effect of CBT, with the best candidates being motivated, educated individuals with clear-cut goals and coexisting mood or anxiety disorders that tend to amplify pain. A clinical review article examined data on more than fifty-nine studies that included five thousand participants with various types of chronic pain. Investigators found that CBT had a positive, though modest, effect on reducing pain, disability, and distress associated with chronic pain.

	Antidepressants, as well as physical therapy, have been used effectively to relieve chronic pain. Physical therapists who specialize in treating chronic pelvic pain are experts in employing stretching exercises, massage, and pelvic floor training.

	Acceptance and commitment therapy (ACT) is an action-oriented approach to psychotherapy that stems from traditional behavior therapy and CBT. Clients learn to stop avoiding, denying, and struggling with their inner emotions and, instead, accept that these deeper feelings are appropriate responses to certain situations that should not prevent them from moving forward in their lives. With this understanding, clients begin to accept their hardships and commit to making necessary changes in their behavior, regardless of what is going on in their lives and how they feel about it. ACT was developed in the 1980s by psychologist Steven C. Hayes, a professor at the University of Nevada. His theories emerged from his own experience, particularly his history of panic attacks. Eventually, he vowed that he would no longer run from himself. He would accept himself and his experiences.



Lower socioeconomic status (SES) has consistently been associated with every aspect of poorer health, including increased morbidity, decreased life expectancy, and higher infant mortality. Not surprisingly, lower SES is also consistently associated with an increased risk for pain. Research studies report that the prevalence of chronic pain of any origin, as well as that of pain-associated disability, is twice as high in low- and middle-income countries as in high-income countries. One explanation could be that individuals with lower economic status may not have accessible health care, leading to chronic pain as a result of an injury or underlying disease state. However, another explanation may be the association of behavioral factors with lower income. One example of this is obesity, secondary to a diet of processed and fast foods that are readily accessible in the United States and less expensive than healthy alternatives. Increased tobacco use and alcohol use, both of which are risk factors for chronic pain, are also more prevalent in lower-income communities. Finally, living in a more stressful community due to economic hardship and increased crime can contribute to poor sleep. Chronic sleep deprivation is associated with an increase in chronic pain.

Understanding these factors is critical to providing a successful treatment plan for patients with chronic pain. Nutritional education, assessment, and treatment for sleep disturbance, and learning to moderate alcohol use can all help reduce the experience of pain for many patients.

The idea of the mind-body connection is a familiar one. However, as with most ideas or theories, the concept has been modified and elaborated over time. The chapters that follow show how the mind-body connection is in play in many medical illnesses. Wellness is more than simply the absence of disease. It is an active process toward a healthier, happier, and more fulfilling life, including physical, psychological, and social dimensions.
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