Unit 5

The psychology of pain management
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Opening Case study “"
A Tale of Two Recoveries: A Comparative Clinical Journey

Reema and Ahmed, both 34 years old and employed in
high-demand jobs, underwent similar orthopedic procedures
for meniscal tears in their left knees. Both were physically
fit and had no significant prior health issues. Post-surgery,
their initial medical recovery was uneventful. However,
their recovery trajectories began to diverge rapidly in the

following weeks.

Reema, supported by her family and maintaining a

positive outlook, returned to work within six weeks. She
practiced daily physiotherapy, reported minimal pain on follow-up, and even described the experience as “learning

and growth.”

Ahmed, in contrast, began to express increasing
distress about his pain. Despite normal MRI and post-
operative evaluations, he frequently reported intense
discomfort, difficulty sleeping, and fear of long-term
disability. He began avoiding physical therapy due to pain
anticipation and soon developed symptoms of low mood
and anxiety. Over time, he was diagnosed with chronic post-

surgical pain with psychosomatic features.

Upon referral to a multidisciplinary team, including a clinical psychologist, it was discovered that Ahmed was
engaging in catastrophizing, a cognitive pattern characterized by magnifying pain expectations and feeling
helpless in response to discomfort. Psychological therapy, including CBT and graded exposure to movement, was
gradually introduced. Ahmed began to improve, regaining function and reducing his dependency on medication.

This case comparison illustrates that biological healing is only part of the pain story—the psychological narrative and

coping mechanisms significantly determine outcomes. 1



1s a subjective and multidimensional experience, involving a synt
Sensory input

Emotional states

-

Cognitive interpretation

Past events

Social context

#Even identical injuries can result in different pain experiences, highlighting the role of ps@ological and social factors. |



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.
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#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.

Key learning point

Chronic pain involves changes in the body and brain function, including overactivation of pain

pathways and underactivation of pain inhibitory networks (Apkarian et al., 2009). These reversible
changes and psychological interventions can play a key role in modifying them.




#B1ological processes can activate pain (nociceptors, infection, and
tissue damage). However, the experience of pain 1s determined by
psychological processes.

This includes how we interpret, attend to, remember, and respond
emotionally to pain.

#Understanding these aspects of pain 1s important for clinicians who
strive to offer holistic, individualized pain care.



Psychological Dimensions of Pain: Theories and Models

Cognitive Theories of Pain & - " f:’w Learning Theories and Pain

Beck's Cognitive Theory --i - Classical Conditioning
Cognitive Behavioral Model - 1 \- - Operant Conditioning
Fear-Avoidance Model - -' Psychological ** Memory and Learning
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i-- Sociocultural Theory
‘<. Cultural Beliefs




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



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 1ts own "neuro signature" of pain—even in
the absence of external stimuli (e.g., phantom limb pain).



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.



Insula

Integrates sensory
and emotional
aspects of pain.
Creates a subjective
experience of pain.

Nucleus
Accumbens

Influences
reward and
aversion in pain
states. Impacts
motivation and
behavior during
pain.

Brain regions processing pain

Secondary
Somatosensory
Cortex

Iintegrates sensory
pain signals. This
helps in the overall
perception of pain.

Amygdala

Modulates
emotional and fear
responses to pain.
Influences how we
react emotionally.

Periaqueductal
Gray

Modulates pain
perception
and autonomic
responses.
Controls body’s
reaction to pain.

Anterior
Cingulate
Cortex

Evaluates the
emotional
unplieasantness
of pain. Directs
attention towards
the pain.

Hippocampus

Forms and recalls
memories related to
pain. Remembers
the contexts of
painful experiences.

Cerebellum

Coordinates
anticipation of
pain and motor

responses. Helps
prepare for and
react to pain.

Prefrontal
Cortex

Cognitively
appraises pain.
Guides decision-
making related
to pain.

Thalamus

Relays nociceptive
signals to cortical
areas. These areas
are responsible for
processing pain.

Key learning point

Clinical Imsight: Interventions that reduce self-focused attention have been shown to significantly
lower pain distress and perceived disability.




#Classical and operant conditioning theories explain how pain-relatec
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.



#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).



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.



y learning point

Psychological theories such as the Cognitive-Behavioral Model, Fear-Avoidance Model, and
Neuromatrix Theory offer crucial frameworks for understanding pain not as a fixed sensory input,
but as a dynamic, learned, and modifiable experience shaped by mind, memory, and culture.

man diversity

Collectivist cultures embody emotional restraint, which
better captures the resistance patients might express
when verbalizing pain. Collectivist societies may also
limit budding emotional dialogue to support more
resilience than certainty via the medical profession.
Individualistic societies may be more comfortable
with people expressly articulating their suffering.
Additionally, religious or spiritual beliefs can also
impact how people endure pain and what meaning they
associate with it. .




1. Pain 1s 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.



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.



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.



Psychological Interventions in Pain Management

Cognitive Behavioral Therapy
(CBT)

Acceptance and Commitment
Therapy (ACT

Targets Maladaptive Thoughts - ; + - Promotes Psychological Flexibility

Incorporates Behavioral Tools ..' ‘<. Uses Six Core Processes

Psychological
Interventions
Biofeedback and Relaxation o L DFIICHIS

Techniques <2 in Pain
Management

@ Mindfulness-Based Interventions

(MBIS)

Enhances Physiological Self-
Regulation

Pairs with Relaxation Training .

Interdisciplinary Pain
Rehabilitation Programs (IPRP)




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: “l will never get better.”

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



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.



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.



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.



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 1s particularly beneficial for
individuals with long-standing pain, helping with frustration, avoidance, and
depression.



#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 1s especially beneficial for
individuals with high levels of emotional
distress, rumination, and pain-anxiety.



#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
(TM)J) 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.

Biofeedback and Relaxation Techniques




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.

Key learning point

Psychological therapies do not aim to eliminate pain completely. Rather, they transform the e ...
relationship with pain, equipping them with the tools to live meaningfully and on.l],.” .
regardless of the pain’s persistence.

Critical thinking

<

Should psychological therapies be considered equivalent to pharmacological

.'v_—,:. — treatments in the management of chronic pain, even when patients present with
k objectively identifiable physiological damage (e.g.. osteoarthritis, neuropathies)
o




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

@ 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.

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



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

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

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



Pain Assessment Tools

s PEPIS

Evaluates bellefs and

Measures empathy
perceptions about
cm'::m pain, and insight related to

pain.

ACT

Psychological
Assesses fear and flexibility based
avoidance of painful approach to chronic
stimull. pain.

FPQ
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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:
: Inability to stop thinking about the pain.
: Exaggerating the threat of pain sensations.

: Feeling no control or ability to manage pain.



3. Structure & Scoring

Consists of 13 statements, rated on a 5-point scale (O = "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.



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.



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. |llustration
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).

Evaluate Yourselfl

Pain Empathy and Psychological Insight Scale (PEPIS)

Purpose: To measure a medical student’s self-reported proficiency in recognizing, understanding, and
responding to the psychological aspects of pain in clinical care.
Instructions:

Below are 10 statements. Please rate how true each statement is for you, using the scale provided:




Rating  Description
1= Not at all true, 2 = Slightly true, 3 = Moderately true, 4 = Very true, 5= Completely true

PEPIS Statements:

are that

their pain percep! Kty kl.l’lllllg p0|||t

e | consider psychological therapies (like CBT or ACT) as essential
components of pain management.

o | can recognize when I am making assumptions about how much pain a self‘assessmem |S not a pI’OCCSS Of labelmg Oncsclf. |t |S a pl‘OCCSS Of awareness, By Cxammlng

patient “should” be feeling.

one's beliefs, fears, and reactions to pain, you dC\’ClOp the underslandmg 1o prov:de knowledgeablc.
T compassionate, and psychologically attuned care to patients.

e | am comfortable discussing emotional and psychological factors with
patients in pain.

o [ reflect on my own experiences with pain to develop empathy toward patients.

® lactively avoid dismissing pain complaints that lack objective physical findings.

e | can identify common maladaptive pain beliefs (e.g., catastrophizing,
fear-avoidance) in patient narratives.

o [ believe it is my responsibility to integrate both medical and psychological
understanding when treating pain.

* [ am open to ongoing personal development to improve my psychological
insight as a clinician.

Scoring and Interpretation:
Total Score Range: 10 to 50

40-50 (High Proficiency): You demonstrate strong awareness and readiness to incorpof
psychological insight into pain care.

30-39 (Moderate Proficiency): You have a good foundation but may benefit from targeted traininf
or reflection.

20-29 (Emerging Awareness): Consider further developing your psychological understanding am
empathy toward pain.

10-19 (Low Proficiency): Reflect deeply on your assumptions and seek out experiences that incréf
your competence in psychosocial care.

Refiective Follow-up Questions:

Which item(s) did you score lowest on? Why?

How might these areas affect your interactions with patients?

‘What steps can you take to strengthen your understanding and approach to pain psychology?




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.



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

carc.

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.



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.



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.



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, "l 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).

Key learning point

Psychologically informed care is not a technique—it’s a mindset. It involves seeing pain through

the patient’s eyes, using language that heals rather than harms, and offering pathways to recovery
grounded in both science and compassion.




To assist students in applying previous principles, the following guide hi

ehlights cffective

behaviors to adopt—and those to avoid—when managing patients with complex pai

in.,

Do

Avoid

Validate the patient’s experience (“I hear
that this has been hard.”)

Use plain language to explain the mind-
body connection

Encourage graded activity and small
functional goals

Refer to psychology or physiotherapy as
part of team-based care

Screen for depression, anxiety, and
maladaptive beliefs

Practice cultural humility and adapt
explanations accordingly

Model calmness and empathy during pain
discussions

Dismiss the pain because tests are normal
(“There’s nothing wrong.™)

Overuse jargon that may confuse or alienate
the patient

Advise complete rest or inactivity unless
clearly warranted

Imply that referral to mental health services
means the pain is imagined

Focus solely on physical symptoms in
isolation

Apply the same model to all patients
regardless of background

q 1at

React impatiently to repeated o

incorporating culturally responsive

[Peychotogy on the ground

Interdisciplinary teams in Sweden using Acceptance
and Commitment Therapy (ACT) with chronic pain
patients observed fewer healthcare visits and improved
" quality of life (Veehof et al., 2016). Rural pain clinics
in India introduced yoga-based relaxation and breath
control, meaning this was a culturally appropriate
Way for people to practice mindfulness and physically
- Teactivating patients with musculoskeletal pains who
i to use limited or no phar therapy (Sutar et
al, 2016). These are examples o

* el

f international uptake of psychological pain care principles, and
can facilitate patients’ engagement.

Quick review and brief answers o unit questions <) e
Recognizing Pain Beyond the Body

1. Pain is a multidimensional experience — it is not merely a biological symptom.

2. The biopsycho-social model is a means to consider both biological factors (e.g., injury),
psychological factors (e.g., emotion, thoughts), and social factors (e.g., culture, support).

3. The Gate control theory and ix theory refe how the brain is an integrator of
information regarding pain from sensory inputs, emotional inputs, and cognitive inputs.

Cognitive and Emotional Influences on Pain
1. Cognition (e.g., catastrophizing, fear-avoidance) can increase pain levels and decrease recovery
rates.

2. Emotion is important. Depression, anxiety, and stress can worsen pain, and positive affect can
help manage it.

o

and mindfulness can

3. Attention and hypervigilance can i pain perception, and
reduce it.

Psychological Theories That Influence Pain Interpretation

. Cognitive Behavioral Theory (Beck): Pain is thought and behaviorally dependent.

2. Fear-Avoidance Model (Vlaeyen & Linton): Avoiding pain may lead to continued disability and
fear.

3. N ix Theory (Melzack): Pain origi: in network activity in the brain, not solely from
input from the physical world. {

4. Classical/Operant Conditioning (Skinner): Pain related behavior is also a function of what the |
patient learns and reinforces.

Cultural and Individual Variability
o Culture affects how patients express, cope with, and seek treatment for pain.

e Human diversity must be respected—some cull ph others permit
expressive coping.
® Clinicians must use culturally sensitive approaches to avoid misinterp

Important Psychological Interventions in Pain Management

o Cognitive-behavioral therapy (CBT): Alters maladapti gniti ges beh

® Acceptance and Commitment Therapy (ACT): Encourages value-based living with pain.

* Mindfulness-based approaches: Train judg 1 of ions of pain.

e Biofeedback & Relaxation: Help the patient regulate physiological fi

® Multidisciplinary progr Teams provide physical, medical, and psychological care for
whole person treatment.




Self-Evaluation and Reflective Practice

@ Instruments of self-evaluation and self-reflection, such as the Pain Catastrophizing Scale (PCS),
the Fear of Pain Questionnaire (FPQ), and exercises on Values Clarification support students to
reflect on their own beliefs, biases.

e Self. ‘ pathy and clinical jud

® Psychological insight is fundamental to offering compassionate, whole-person care.
Practical Application Strategies

® Use empathetic language (“Your pain is real”) to establish a relationship.
e Introduce pain education to help patients understand that pain does not equal damage.
® Encourage activity pacing, goal setting, values-based participation.

® Do not tell patients that their pain is “just psychological.” Be respectful of their experience of
pain as a physical and emotional experience.

® Adapt clinical care to cultural contexts, and include mental health professionals when necessary.
Q1. What is a main difference between the biomedical and biopsychosocial models of pain?
A: The biomedical model iders pain as a symptom of damage to the body, the
biopsychosocial model considers the biological, psychol gical (e.g., i houghts)
and social (e.g., culture, relationships) factors in the pain experience.

Q2. In what ways do cognitive and emotional factors affect the way pain is perceived?
Answer: Cognitive distortions (e.g., catastrophizing) are implicated in the i d

perception of pain, the resultant increased disability from pain, and the impact of these
cognitive distortions on recovery by increasing the body’s stress response and changing
the focus of attention to signals of pain.

Q3. What are the differences in the CBT and ACT p for ing chronic pain?

SHs

Answer: CBT is a therapy that focuses on recognizing cognitive distortions, restructuring
some negative thoughts, and encouraging adaptive responses to chronic pain. ACT helps
the patient accept chronic pain and commit to values-based living, regardless of whether
the symp improve or di

PP

- Q4: Why is self-assessment useful for medical students in learning about pain management?

; A : Self- increases aw of personal beliefs and biases related to pain,
increases empathy and allows for a better trained clinician to iate and deal with

PP

the psychological dynamics in the care of their patients with sensitivity and competence.

fQS. What are two practical strategies clinicians can use to integrate psychological insight into pain

care?

Answer: Clinicians can 1) validate the patient’s experience and explain pain mechanisms
using simple language, and 2) set functional goals that prioritize quality of life over

complete pain elimination.
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