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What are

you wanting?




How | got here




Treating Chronic Pain...

Goal of medication

Slelolalrs




CASE
EXAMPLE




Kevin, 42, developed chronic pain during cancer treatment.
Now that treatment is over, his doctors will no longer
prescribe opioid pain medication. Once active and engaged,
Kevin now feels consumed by pain. Even simple tasks can
cause a pain spiral. He wants to contribute to his family and
often pushes until he crashes in pain and exhaustion. He
vacillates between “trying” and feeling overwhelmed. At
times, he turns to alcohol to numb everything. Frustrated,
depressed, and at times suicidal, Kevin is desperate to stop
the pain. He says he just wants his old self back.



1. Dialectic approach to pain

2. Pain-Gate

Agenda 3. Validation
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Central
Dialectic?

Acceptance and Q\‘ané)w




, Acceptance
Pain!

Pain! Change



“What is”

values, despite pain
values, with pain

Acceptance

Pain!

Sdialectic =

strategies to reduce Cha nge

pain and suffering




Dialectic
holds space

for both o

sides
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Balance Core Strategies

Acceptance Change
Validation Problem Solving

both/and




change acceptance

CBT for
chronic pain

Acceptance and
Commitment
Therapy (ACT)

Pain-
reprocessing
therapy (PRT)




2. Pain Gate

GATE CONTROL THEORY OF PAIN



GATE CONTROL THEORY OF PAIN

citations: 18,221

(top 100 articles)

19 November 1965, Volume 150, Number 3699

Pain Mechanisms: A New Theory

A gate control system modulates sensory input from the
skin before it evokes pain perception and response.

Ronald Melzack and Patrick D. Wall

SCIENCE

aflter amputation of a limb), and the
peripheral ncuralgias (which may oe-
cur after peripheral nerve infections or
degenerative diseases) provide a dra-
matic refutation of the concept of a
fixed, direct-ling nervous system. Four
features of these syndromes plague pa-
tient, physician, and theorist (8, 10).

1) Surgical lesions of the peripheral
and ceniral nervous sysiem have been
singularly unsuccessful in abolishing
these pains permanently. although the
lesions have been made at almost cvery
level (Fig. 2). Even after such opera-

Ronald Melzack & Patrick Wall (1965). Pain Mechanisms: A New Theory: A gate control system modulates
sensory input from the skin before it evokes pain perception and response. Science, 150: 971-979.

DOI: 10.1126/science.150.3699.971



Ron Melzack, Canadian psychologist (1929-2019) Patrick D. Wall, British neuroanatomist (1925-2001)

Photo source: https://pbs.twimg.com/media/FwQT LlaYAl6cut?format=jpg&nhame=large



https://pbs.twimg.com/media/FwQT_LlaYAI6cut?format=jpg&name=large

. PAIN GATE THEORY OF PAIN
> Ronald Melzack & Patrick Wall (1965)

Pain-modulating system:

* Neural gate in spinal cord
* “Pain Gate” opens and closes

 affects how brain perceives sensation

* Pain NOT simply message from injury = brain



Bl Variation in experiencing sensation

Amputation
Pain

sensations + interpretations = experience

Limb Pain
(predictions)




What Opens and Closes Your Pain Gate?




What effects experience of Pain

* Complex processes = great variability in experience.

Pain Gate Openers

Pain Gate Closers

stress, anxiety
depression
catastrophizing
attention
mind-wandering
expectations
uncertainty
anticipation
invalidation

emotional regulation

relaxation response

social kindness

closeness / connection / love
distraction/positive engagement
mindfulness practice

meaning / commitment
hypnosis / guided imagery
acceptance



More
evidence-

based pain
gate closers

Biofeedback

Body scan
Diaphragmatic breath
Caress/ touch
Compassion/ kindness
Connection
Exercise/movement
Guided imagery

Heat and/or cold
Laughter

Medication
Meditation

Music

Pacing (activity & rest)
Playfulness
Progressive muscle
relaxation
Soothing with five
senses

TENS unit

Yoga



Dialectical approach to chronic pain

What can | do to close the pain gate?
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Middle path: New ways!

)

radical acceptance

How do | move forward, with "what is”?

_ife
worth
iving




start with

3.
Validation




Patients are the expert on their experience
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“You’ve got to be kidding! Your ba-ck still hurts?”



Validation is

Empathy (understand from other’s
perspective)

Communicate that their experience
makes sense

Cannot overstate the importance




Strong, accurately worded validation:

* Fosters adaptive response
and emotions

* Downregulates distress

Validate experience even if you don’t understand it.

7)

v' Avoid: “I see you hurt, but...” (use “and”)
v' Don’t get into battles — find what you can validate, even if
you don’t understand cause of pain.




What you can always validate

o B W N

Experience of thought, emotion, urge, behavior (seek
out the “kernel of truth”)

. Problem importance

. Task difficulty

. Wisdom in ultimate goals

. Ultimate ability to meet goals

Dialectical Behavioral Therapy (DBT) principles




Kevin, 42, developed chronic pain during
cancer treatment. Now that treatment is over,
his doctors will no longer prescribe opioid pain
medication. Once active and engaged, Kevin
now feels consumed by pain. Even simple tasks
can cause a pain spiral. He wants to contribute
to his family and often pushes until he crashes
in pain and exhaustion. He vacillates between
“trying” and feeling overwhelmed. At times, he
turns to alcohol to numb everything.
~rustrated, depressed, and at times suicidal,
Kevin is desperate to stop the pain. He says he
just wants his old self back.




J/
¥ &

4. Emotion & Sensation




What’s an Emoﬁon?

How do You know when You are feelingy emotion (s)?

[ High }
Intensity

VYT Hiatel Valence: how | aversive or desirable it is Want
stop! more...

[ Low }
Intensity




What about Paih?
How oo You make sense of a sensation?

[ High }
Intensity

VYT Hiatel Valence: how | aversive or desirable it is Want
stop! more...

[ Low }
Intensity







3. Neuroscienc



Emotional and Physical Pain (“Distress”)

Choose your
words mindfully

Brains are very complex
based on predictions, not immediate sensory input









*Neurons that fire
together wire
together




Take Aways Treat opioids Be Dialectic
\ |y in context (AND...)

Support
Teach pain practices to

gate concept accept and
change

Power of brain
prediction and
new learning

Validate
experience
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