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What is Pain? What Psychological Treatments are Recommended for Physical Pain Management and how Effective are they? Discuss with Reference to Psychological Theories and Research.

Abstract
Pain can be a debilitating condition that affects an individual's personal, social and mental wellbeing.  This essay describes pain and evaluates the effectiveness of three major psychological treatments for pain management; Cognitive Behavioural Therapy (CBT), hypnotherapy and biomedical treatment.  Through this paper it is evident that a drug based biomedical approach has several drawbacks inert to medication including side effects and tolerance.  More importantly, its biological focus does not consider the psychological factors that influence pain.  Psychological techniques such as CBT and hypnotherapy are more effective in managing pain because their holistic empowering approach considers these factors. 
Physical pain is defined as an unpleasant feeling ranging from mild discomfort to agony resulting from nerve stimulation that carries pain impulses to the brain (Medicine Net, 2000).  However, a more useful and widely accepted definition of pain was suggested in 1968 by a registered nurse named Margo McCaffery.  McCaffery pragmatically stated in layman’s terms that pain is "whatever the experiencing person says it is, existing whenever and wherever the person says it does" (Encyclopedia of Death and Dying, 2007).  This indicates that pain is more than merely physical tissue damage triggering a response from the nervous system.  This idea is supported by Keefe, Abernethy and Campbell (2005) who reported a study from 1985 involving 247 terminally ill cancer patients that found a significant correlation between pain and anxiety or depression.  A similar study from 1995 recreated this finding in 130 pancreatic patients reporting that increased pain relief correlated with decreasing depression on the Beck Depression Index.  These studies indicate a well-founded association between pain and psychological distress.  Therefore, the management of pain should go beyond treating the tissue injury and encompass the psychological.     
Keefe et al. (2005) identified a number of both positive and negative psychological factors that influence pain.  These factors were grouped into two broad classes: coping variables, and pain control and appraisal variables.  Coping variables encompassed factors such as catastrophising, problem and emotion focused coping, whilst pain control and appraisal variables included self efficacy and helplessness.  Under this model, studies using patients suffering from rheumatoid and osteoarthritis found evidence that these variables showed strong, consistent relationships to pain (Keefe et al., 2005, p. 609).  Patients who scored highly on the measures of helplessness reported significantly higher levels of pain than those who demonstrated self efficacy, rational thinking and pain control.  This suggests that psychological treatments such as Cognitive Behavioural Therapy (CBT) and hypnotherapy can enhance pain management. 
Cognitive Behavioural Therapy (CBT) is a psychological technique using self-help strategies that allows a person to replace unhelpful or unhealthy thinking habits, feelings and behaviours with more positive rational ones (Better Health Channel, 2008).  Keefe et al (2005) described a 10 session CBT model for pain management.  The model began with educating patients about pain and how the mind and body worked in tandem to direct the experience of pain.   Patients were told that by using CBT to alter thoughts, feelings and behaviour they could improve their own pain.  During sessions 2 to 4 patients were taught attention diversion techniques such as progressive muscle relaxation and visual distraction to control pain.  In sessions 5 to 7 they were instructed on altering activity patterns.  Finally, in sessions 8 to 9 patients were trained how to alter negative, pain-related feelings.   

This CBT model was used in a clinical randomised trial consisting of participants suffering from persistent pain due to osteoarthritis of their knee(s) (Keefe et al., 2005, p. 612-613).  One group of adults attended the 10 session CBT training course, whilst the other two groups underwent a 10 session arthritis education program or received standard care.  Patients from the CBT group showed significant improvements in pain and mental wellbeing compared to the other groups.  Furthermore, patients from this group reported increased perceived control over pain and improved pain in a six-month follow-up.  This indicates that CBT is an effective technique for both the immediate and long term management of pain.  
Another study, conducted by Currie, Wilson, Pontefract and deLaplante (2000, p. 407) also found CBT to be an effective treatment for managing pain.  In a clinical trial of 60 patients with insomnia secondary to chronic pain, participants were allocated to either a CBT or self monitoring control condition.  The CBT group attended a seven week training program that advocated good sleeping habits, relaxation techniques and changing negative thought patterns about sleep.  Although, the study was primarily focused on improvements in sleep quality, participants in the CBT group reported significantly lower pain ratings at the post-treatment and follow-up sessions (Currie et al, 2000, p. 413).  
Another psychological treatment used to manage pain is hypnotherapy.  During hypnotherapy a deep state of physiologic relaxation is obtained.  This decreases the sympathetic nervous system, acting in the same manner as many prescription pain relief medications (Simon & Folen, 2001, p.131).  Under hypnosis, clients are given suggestions to reinterpret their sensations and exclude particular sensory experiences that pertain to pain.  Clients generally report a decrease in pain and anxiety empowering them to control their experience, particularly through self-hypnosis.  Although it is not known exactly why hypnosis decreases one’s subjective experience of pain, it is commonly and effectively used in the management of pain.   

Several studies have found that hypnosis decreases pain.  In a study reported by Patterson and Jensen (2003, p.500) 52 children awaiting surgery were randomly assigned either to an experimental group where they received a single 30 minute session of hypnosis one week prior to the surgery, or to a control group in which they spent an equal amount of time discussing the impending surgery with their peers.  The hypnosis involved relaxation and reinforcement of the positive outcomes of the surgery.  The experimental group receiving the hypnosis reported significantly lower levels of pain prior to the surgery than their peers.  Similarly, in another experiment indicated by Patterson and Jensen (2003, p. 500), patients undergoing elective plastic surgery who received hypnosis reported better perioperative pain, anxiety relief and perceived control than their peers who did not experience hypnosis.  

The traditional western biomedical model for the treatment of pain has been narrowly focused on relieving specific symptoms (Simon & Folen, 2001, p.125).  Although it can be effective in relieving pain, the approach has several limitations.  Otis, MacDonald and Dobscha (2006) stated that reliance on the biomedical model may not be a suitable or acceptable treatment of pain because psychosocial factors can add notably to the experience of pain.  Also, Keefe et al. (2005) claimed that medications used to manage pain can cause significant side-effects such as constipation or fatigue.   Long-term usage of these drugs can increase patients’ tolerance to medication so that a stronger dosage is required to control pain.  Unfortunately, this can lead to drug addiction where the patient becomes dependant on increasing levels of medication as the sole relief from their pain.  This is a major shortcoming in the biomedical approach because unlike other psychological treatments such as CBT and hypnotherapy it does not empower the individual to control their pain using positive and constructive techniques.  

Keefe et al. (2005) described a study in which 37 primary caregivers to terminally ill cancer patients completed a questionnaire detailing their concernment about biomedical pain management.  Caregivers reported concerns such as the side effects of medication, drug addiction, painful injections and that increasing levels of pain conveyed progression of the disease.  Of particular interest were claims that caregivers were worried that their patients’ reports of pain might distract physicians from treating or curing the cancer, instead focusing on biomedical pain management.  This indicates that even regarding terminally ill patients who are at the end of their lives, there are still high levels of apprehension surrounding the use of pain medication.  Given this, it is plausible to suggest that the biomedical approach may be far more focused on masking pain through medication than attending to the patient’s quality of life.
Despite the benefits of psychological treatment in the management of pain, there are certain barriers to its effectiveness.  Keef et al. (2005) claimed that many individuals may be unwilling to admit that psychological factors influence their pain because they fear that it may be relegated as psychological and not real physical pain.  Contrastingly, they may be reluctant to undergo psychological therapy for trepidation that if it works the pain will be viewed as an invented psychological construct.  
Alternatively, a different problem noted by Keef et al. (2005) suggests that pro-biomedical patients may view their pain as exclusively physical and disregard all treatments outside surgery and medication.  Dissimilarly, pro-psychological patients may pursue psychotherapeutic treatment alone and stop taking or refuse to take important medications that are paramount to the control of their disease and pain.  

Another key barrier to psychotherapeutic treatment is the social stigma surrounding mental illness.  The patient themselves, their spouse or significant others may be skeptical or critical of psychotherapeutic treatment because of inherent prejudice or lack of education.  Keef et al. (2005) claimed that as practicing psychologists they encountered patients experiencing arthritis or cancer pain that initially expressed eagerness towards CBT treatment, but later rejected the idea because of concerns raised by a colleague, friend, partner or family member.   

Considering the research detailed in this essay it is apparent that Cognitive Behavioural Therapy (CBT) and hypnotherapy are effective psychological treatments in the management of pain through the use of empowering techniques such as cognitive restructuring and deep muscle relaxation.  However, despite their effectiveness there are still significant boundaries such as prejudice and a lack of education opposing the adoption of such psychological treatments.  Despite being effective in the relief of pain, the biomedical approach has several drawbacks including drug side effects and tolerance.  Additionally, it fails to consider psychological factors such as anxiety and depression that influence pain.  This approach tends to dis-empower patients and forces them to depend on medication and surgery for the management of pain.  Nevertheless, in some cases such as terminally ill cancer patients biomedical treatment is mandatory, although it should be coordinated with other psychological treatments such as CBT and hypnotherapy.  
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