
Unit 5

The psychology of pain management

ع لدراسهة الوحدەة : 3 -4 ساعاٮة الو�ة�ة الم�ةو�ة





Pain as a Multidimensional Experience:

#Pain is a subjective and multidimensional experience, involving a synthesis of:

Sensory input

Emotional states

Cognitive interpretation

Past events

Social context

#Even identical injuries can result in different pain experiences, highlighting the role of psychological and social factors.



Gate Control Theory of Pain (Melzack & Wall, 1965):

Pain signals are filtered through a "gate" in the spinal cord.

This gate is modulated by psychological and environmental factors like: Attention +mood +Context

This theory explains why pain perception varies between individuals.



Central Sensitization:
#Describes heightened pain response due to increased central nervous system reactivity.

#Common in chronic pain syndromes (e.g., fibromyalgia, IBS).

#Linked to:

Catastrophizing

Fear-avoidant beliefs

Emotional distress

#Leads to neuroplastic changes and persistent pain even without clear tissue damage.



Psychological Theories of Pain

#Biological processes can activate pain (nociceptors, infection, and 
tissue damage). However, the experience of pain is determined by 
psychological processes.
This includes how we interpret, attend to, remember, and respond 
emotionally to pain.

#Understanding these aspects of pain is important for clinicians who 
strive to offer holistic, individualized pain care.





Cognitive Theories of Pain: Thinking Shapes Feeling

Beck’s Cognitive Theory maintains that dysfunctional beliefs and thought patterns significantly contribute to 
emotional distress—and thus pain.

Individuals in pain may have automatic negative thoughts like "this pain will never go away," producing 
emotional distress and a sense of helplessness.

The Cognitive Behavioral Model of Pain states that pain is viewed through beliefs, assumptions, and prior 
experiences.

Cognitive distortions such as catastrophizing and rumination are linked to greater pain severity and emotional 
distress.

The Fear-Avoidance Model (FAM) explains that individuals who view pain as a threat tend to avoid activity, 
leading to disuse, depression, and disability.

In contrast, those who face their pain with adaptive beliefs and coping strategies tend to recover faster



Emotion and Pain: Insights from the Neuromatrix 
Theory

According to Melzack’s Neuromatrix Theory of Pain (1999), 
pain is not just a sensory experience but is determined by 
networks in the brain that process sensory stimuli, emotional 
state, memory, and cognitive appraisal.

The brain creates its own "neuro signature" of pain—even in 
the absence of external stimuli (e.g., phantom limb pain).



Attention and Hypervigilance: The Role of Information Processing 
Theories

The Information Processing Theory suggests that limited attention capacity 
affects how we perceive pain.

In chronic pain patients, the attentional system becomes sensitized, resulting in 
hypervigilance—constant scanning for bodily threat cues even without tissue 
damage.

This hyperfocus on internal sensations can enhance the pain experience, limit 
distraction, and reduce social and occupational participation.

Techniques like distraction, guided imagery, and mindfulness-based cognitive 
therapy help interrupt this looping attention.





Learning Theories and Pain: From Experience to Expectation

#Classical and operant conditioning theories explain how pain-related 
behaviors can be acquired and maintained.

#Positive experiences (like care/support during pain) may reinforce 
pain expression (Fordyce, 1976).

#Negative medical experiences may condition a fear response in 
future visits.



Memory and Learning
#Contribute to central sensitization, where the brain overreacts to normal 
stimuli.

#Emotional learning and fear memory stored in the amygdala can 
intensify pain perception and lead to avoidance behaviors.

#Supports exposure-based therapies to retrain the brain’s pain circuits 
(Flor & Turk, 2011).



Cultural Frameworks and Sociocultural 
Theories

Pain is culturally constructed and socially communicated.

Sociocultural Theory: behavior is shaped by social norms, expectations, and 
interactions.

Painful experiences and behaviors are influenced by culture and learned behavior 
(Green et al., 2003).

Healthcare professionals should consider these contexts to avoid stereotyping and 
misinterpreting pain.





Importance of Psychological Interventions

1. Pain is a multidimensional phenomenon and requires an equally 
multidimensional treatment approach.

2. Although pharmacological and surgical treatments help manage acute pain, 
psychological therapies are crucial for chronic and complex pain conditions.

3. These therapies aim at the cognitive, emotional, and behavioral aspects of 
pain, helping patients take charge of their pain and function better, even if pain 
persists.



Biopsychosocial Nature of Pain
1. Pain exists at the intersection of biology, psychology, and social context.

2. Even when pain has a biological basis (e.g., tissue damage), how people experience, express, and 
respond to pain depends on:

Thoughts

Feelings

Behaviours

Sociocultural context

3. Therefore, effective pain management involves more than medication or surgery — it must include 
psychological and social interventions.



Goals and Mechanisms of Psychological Therapies
1. Psychological interventions are essential in addressing chronic and persistent pain.

2. Each intervention targets the mental and emotional components of pain and aims to:

Enhance coping,

Restore function,

Improve quality of life.

3. Psychological therapies do not seek to eliminate pain, but rather to change and enhance the relationship the patient has with their pain.

4. Through:

Cognitive reframing,

Emotional regulation strategies,

Approach behaviours,
patients can develop a sense of control over their lives, even if the pain still persists.

5. As highlighted by the biopsychosocial model, psychological treatments are not just support options but are key components of integrated pain care.





Cognitive Behavioral Therapy (CBT)
1. CBT is the most researched and most used psychological method in pain 
management.

2. It is based on Aaron Beck’s Cognitive Theory (1976), which states that:

> “Thoughts impact emotions and behaviors.”

3. In chronic pain, people might show maladaptive cognitive styles like:

Catastrophizing: “This pain will ruin my life.”

Black-and-white thinking: “I will never get better.”

Overgeneralizing: “If I hurt now, I will hurt forever.”



Cognitive Behavioral Therapy (CBT)
4. CBT helps patients:

Identify cognitive distortions.

Evaluate the validity of automatic thoughts.

Replace them with more realistic and constructive alternatives.

5. CBT also includes behavioral approaches such as:

Activity pacing

Goal setting

Graded exposure → which decreases avoidance behavior and increases function.



Cognitive Behavioral Therapy (CBT)
6. The structured nature of CBT helps patients:

Overcome fear-based avoidance.

Build healthier habits and routines.

7. Studies show that CBT leads to:

Greater decreases in pain severity, disability, anxiety, and depression.

Compared to chronic pain patients who don’t receive CBT.



Cognitive Behavioral Therapy 
(CBT)

8. CBT is effective for conditions like:

Fibromyalgia

Chronic low back pain

Arthritis

Migraine

9. CBT can be delivered:

In person

Or via online platforms → increasing access in diverse healthcare contexts.



Acceptance and Commitment Therapy (ACT)

1. ACT takes a different path than CBT. Instead of changing dysfunctional thoughts 
and behaviors, it helps patients accept pain-related experiences non-judgmentally and 
in alignment with personal values, even if pain is still present.

2. ACT promotes psychological flexibility through six core processes:
  – Acceptance
  – Cognitive defusion
  – Present-moment awareness
  – Self-as-context
  – Values clarification
  – Committed action



3. Rather than trying to eliminate pain, ACT encourages patients to take action toward 
their values with pain. For example, someone with back pain might still go on walks 
with their child because it aligns with their parenting values.

4. Meta-analytic studies show ACT reduces pain interference and improves emotional 
well-being, especially for complex pain presentations. It is particularly beneficial for 
individuals with long-standing pain, helping with frustration, avoidance, and 
depression.



Mindfulness-Based Interventions 
(MBIs)

#Mindfulness-Based Stress Reduction (MBSR) and Mindfulness-Based Cognitive Therapy (MBCT) 
are derived from Buddhist meditative practices and introduced to clinical psychology by Jon 
Kabat-Zinn.

#Mindfulness therapies focus on developing a non-judgmental and accepting awareness of 
present-moment experience, rather than avoiding or suppressing pain.

#Mindfulness facilitates emotional regulation and reduces reactivity, creating a clearer cognitive 
space.

 #Functional MRI studies show that mindfulness modulates brain processing of pain-related 
sensations and emotions in regions like the prefrontal cortex, anterior cingulate cortex, and insular 
cortex.



#Even brief practice—like 10 minutes of daily 
focused breathing—can reduce subjective pain 
ratings and improve pain tolerance.

#Mindfulness is especially beneficial for 
individuals with high levels of emotional 
distress, rumination, and pain-anxiety.



Biofeedback and Relaxation 
Techniques

#Biofeedback is the process of using electronic monitoring devices that allow patients 
to receive immediate information about ongoing bodily processes (e.g., heart rate, 
muscle tension, skin temperature).

#Patients learn voluntary control of these biological functions, which helps reduce 
sympathetic activation and decrease tension associated with pain.

   #Combined with progressive muscle relaxation, diaphragmatic breathing, or guided 
imagery, biofeedback helps patients create physiological homeostasis conducive to 
pain reduction.



#Biofeedback is effective in treating tension-type headaches, temporomandibular joint 
(TMJ) disorders, and musculoskeletal pain syndromes.

#Particularly suited for pediatric and adolescent populations, as these groups respond 
better to the interactive and visual learning methods used in biofeedback, enhancing 
engagement and self-efficacy.



Interdisciplinary Pain Rehabilitation Programs 
(IPRP)

1. In a clinical context, psychological therapies 
typically work within IPRP, which represent the 
best model for managing long-term chronic pain.

2. An IPRP includes clinicians from multiple 
backgrounds (pain physician, psychologist, 
physiotherapist, nurse, occupational therapist) and 
takes a multi-modal approach to addressing pain.



3. Psychological input is important for counseling, teaching group programs, pain 
education, behavioral coaching, and advising patients on goal-setting, expectation 
management, coping with setbacks, and re-engaging with valued activities.

4. Longitudinal studies suggest IPRPs are effective because they lead to sustained 
improvements in function, moods, and quality of life, while decreasing reliance on 
medications and emergency care services.



Turning Inward: Self-Awareness and Psychological Insight in 
Pain Management

① Understanding the psychological components of pain is not 
only intellectual but also a meaningful and personal endeavor.

② For the medical student or clinician, drawing insight from 
their own beliefs, worries, and attitudes toward pain sharpens 
their ability to engage empathetically and nonjudgmentally with 
patients.

③ The process of self-assessment and listening through pain 
management tools holds value in both its reflective nature and 
pedagogical purpose.



④ In assessing the self, future health care providers 
can evaluate automated response patterns, resilience, 
and interpretative biases that may affect clinical 
judgment.

⑤ Just as clinicians must listen to others’ subjective 
pain stories, they must also be attentive to their own.

⑥ When we point to our discomfort (physical or 
emotional), we reveal the inner narrative shaping our 
relationship with pain (Turk & Gatchel, 2018).





الربط مع الواجبات��☠��
Pain Catastrophizing Scale (PCS) 

1. Definition & Purpose

PCS was developed by Sullivan et al., 1995.

It quantifies how much an individual tends to engage in catastrophic thinking about pain.

2. Key Dimensions

PCS assesses 3 core components:

Rumination: Inability to stop thinking about the pain.

Magnification: Exaggerating the threat of pain sensations.

Helplessness: Feeling no control or ability to manage pain.



3. Structure & Scoring

Consists of 13 statements, rated on a 5-point scale (0 = "not at all", 4 = 
"all the time").

Higher scores indicate:

Higher pain intensity

Greater emotional distress

Higher disability

Lower treatment effectiveness (medical & non-medical)



4. Score Interpretation

< 15: Low catastrophizing

15–25: Moderate catastrophizing

> 26: High catastrophizing, especially linked to maladaptive coping and 
poorer chronic pain outcomes

5. Educational Use

Students are encouraged to take the PCS for self-assessment and to 
better understand the role of catastrophizing in pain perception and 
management.



Fear of Pain Questionnaire (FPQ)
1. The FPQ assesses the degree to which a person fears and dreads various kinds of pain.

2. The magnitude of fear may vary based on the circumstances, such as procedural pain, low-level pain 
from minor injuries, or severe trauma.

3. The FPQ categorizes these circumstances to evaluate how fear differs across situations.

4. Higher scores on the FPQ are generally associated with:
  – more avoidant behaviors,
  – heightened anxiety, and
  – in some cases, phobic-type responses in medical environments.

5. Practicing with the FPQ allows medical students to develop awareness of their own responses to 
pain.

6. This helps them understand how anticipatory fear may lead patients to avoid or resist effective 
treatments.



Pain Beliefs and Perceptions Inventory (PBPI) 
1. Definition
 PBPI addresses core beliefs or pain perceptions individuals may hold, which are often deeply 
rooted in personal experiences, cultural influences, and social learning.

2. Examples of Beliefs
 Statements like “Pain is always a marker of damage” or “Nothing will help chronic pain” can lead to 
behaviors or expectations driven by such beliefs.

3. Unconscious Influence
 Even healthcare workers may unconsciously assert beliefs that worsen patient suffering or 
distress.

4. Illustration
 For instance, a student who believes "rest is the best response to pain" may unintentionally 
dissuade movement, although movement may help.



5. Taking time to examine one’s own pain-related beliefs using the PBPI creates a 
tremendous opportunity to reframe and realign our own philosophy with the 
evidence-based decision-making we aspire to (Turk & Gatchel, 2018).





Acceptance and Commitment Therapy (ACT)

1. ACT encourages individuals to follow their personal values despite pain and suffering.

2. Students are asked to select three values (e.g., integrity, compassion, family, or service) that are 
important to them.

3. Reflecting on these values helps them see how pain or distress may block alignment with those 
values.

4. For example, if someone values physical fitness but stops exercising due to back pain, it may lead 
to an inactive lifestyle and feelings of guilt.

5. ACT promotes psychological flexibility: the ability to continue value-directed actions even in the 
presence of pain or suffering.

6. This value clarification promotes emotional awareness and demonstrates a clinical approach used 
in chronic pain rehabilitation.



Implementing Psychological Insight in 
Pain Care

1. Recognizing the psychological basis of pain is only the beginning; the real challenge lies in implementing these ideas in daily 
clinical experience, especially when time is short and diagnoses are uncertain.

2. Fortunately, there's growing literature and tested approaches that support evidence-informed application of psychology in pain 
care.

3. This section encourages learners and early-career clinicians to use psychological principles at the bedside, even if they’re not 
psychological experts.

4. It also introduces “guardrails” (boundaries) to help steer clinicians past common barriers to using psychology with patients.



5. Simple behaviors like eye contact, accepting the patient's suffering, and avoiding phrases like “It’s 
all in your head” help build trust and set the tone for collaborative care.

6. Empathic listening is especially crucial for patients with centralized or unexplained pain.

7. Even when pathology is unclear, offering reassurance like “Your pain is real, and we will work 
together to manage and treat it” helps reduce shame, defensiveness, and opens the door for 
psychologically-informed treatment.



Pain Neuroscience Education

1. Pain neuroscience education aims to teach patients about how the brain processes 
pain, and how psychological variables (e.g., stress, fear) may impact pain signals and 
recovery.

2. Understanding that pain does not always indicate injury helps patients begin to 
challenge panic and avoidance responses.

3. Using visual aids, metaphors (e.g., “an overly sensitive alarm system”), and pamphlets 
makes education more effective in reducing fear-driven behaviors.

4. Though it may take time, this process complements the cognitive-behavioral model, 
empowers patients with knowledge, and shifts focus from helplessness to hope.



Brief Behavioral Strategies

1. Clinicians can use brief strategies during regular visits, such as teaching pacing 
(alternating activity and rest) or simple breathing exercises.

2. Conversations around goal-setting, like “What would you like to do again 
despite the pain?”, help reframe goals from pain elimination to functional 
recovery.

3. These strategies take only a few minutes but can greatly impact the emotional 
struggles patients face, offering real and forward-moving steps.



Clinical Case and Psychological Perspective on Pain

1. An example involves a 42-year-old construction worker who has continued 
complaints of knee pain 6 months following surgery, and imaging that showed no 
structural abnormalities.

2. The patient is expressing frustration and avoidance of walking, saying, “I feel 
broken.”

3. The question from the clinician should not be just what scans show or 
prescribing medications, but to ask the patient, “What goes through your mind 
when you experience a flare-up of pain?”

4. The patient replied, “I think I’m permanently damaged.” This reply represents 
an opportunity to explain catastrophic thinking and fear-avoidance, and how 
they are contributing to perpetuating the pain.

5. The clinician may suggest referral to physiotherapy or CBT-based supportive 
care.



6. As with many patients seen in similar contexts, psychological care begins with a 
constructive conversation, not necessarily a definitive therapeutic encounter.

7. However, using psychological understanding in practice must also include 
caution and humility.

8. It is essential not to violate clinical boundaries — e.g., attempting 
psychotherapy without proper training or assuming that psychological factors 
alone cause pain.

9. Pain is seldom “only in the mind” or “only in the body”; it is almost always both.

10. Refraining from binary thinking and appreciating the complexity of pain 
denotes effective pain management (Turk & Gatchel, 2018).





مَا تُوَفَّوْنَ أجُُورَكُمْ یَوْمَ الْقیَِامَةِ ۖ فَمَن زُحْزِحَ عَنِ)  كُلُّ نَفْسٍ ذَائِقَةُ الْمَوْتِ ۗ وَإنَِّ
نْیَا إلاَِّ مَتَاعُ الْغُرُورِ ةَ فَقَدْ فَازَ ۗ وَمَا الْحَیَاةُ الدُّ ارِ وَأدُْخِلَ الْجَنَّ ( النَّ

ًا،  هم �مٔ�ف و�ف رًا، و�ٔ�بدل حف ًا و�فص�ي �ف ەة مع�ي رف اللهم كںف ل�هٔل عف
وەة. هم �ة ع�ف عًا، وصف �ب وعهم سش وحب


