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Clinical Relevance and Practice Context 
 

Many patients with centralized pain continue to experience symptoms even when medical 

evaluation does not indicate ongoing tissue damage. In these cases, contemporary 

perspectives emphasize how learned threat responses, attention, and interpretation can 

shape the experience of pain and contribute to its persistence. This article integrates 

current research with lived experience to clarify how pain can remain distressing over 

time and to highlight communication and behavioral principles that may help patients 

regain a sense of safety and confidence. 

 

Key points for clinical care: 

 
• Clear reassurance and explanation may reduce uncertainty and perceived threat, 

which can make engagement with care easier. In this context, reassurance refers not 

simply to ruling out dangerous pathology, but to helping patients understand why 

symptoms can persist and what that persistence does and does not signify. 
 
• Attention, interpretation, and emotional meaning can influence how intense and 

intrusive pain feels in daily life. 

 
• Behavioral re-engagement, such as resuming normal activities at a tolerable pace, is 

included in some approaches to centralized pain and focuses on addressing avoidance 

while maintaining function. 

 
• Communication that blends validation with realistic hope may help patients feel 

safer and more willing to engage in recovery-oriented care. 

 

The goal is to help clinicians translate pain neuroscience into practical communication, 

support, and referral strategies that complement medical evaluation and are intended to 

improve patient understanding, functioning, and engagement. 

 

 

Background and Scope 
 

Before the framework described in this paper made sense to me, I spent roughly two 

years seeking care for severe, persistent pain. I saw multiple specialists, each offering 

different explanations and proposed solutions, none of which resolved the problem. 

Without clear medical findings, the experience was costly, destabilizing, and increasingly 

frightening, particularly in the absence of a coherent account of why the symptoms 

persisted. When I discovered an approach that emphasized psychological and behavioral 

mechanisms rather than structural damage, I was initially resistant. That resistance, and 

what ultimately helped me move past it, strongly shaped how I now think about what 

patients need when symptoms continue despite appropriate medical evaluation. 

 



When my pain first began, I assumed the problem was the result of physical injury or 

disease. Over time, and after extensive medical evaluation that did not identify a 

plausible structural cause, I came to understand that my symptoms were not being driven 

by ongoing tissue damage. Instead, they were being maintained by learned emotional, 

cognitive, and behavioral patterns. This article outlines the perspective that helped me 

arrive at that understanding, how later research clarified why it was plausible, and how 

similar principles may help patients adapt and regain function alongside standard medical 

care. The aim is not to replace medical assessment, but to describe a framework that can 

help explain why pain may persist after danger has passed, and how meaningful recovery 

can occur even in cases that initially appear implausible. 

 

I am not a physician or researcher, but as someone who lived through severe chronic pain 

and now helps others navigate similar experiences, I wanted to better understand what 

actually changed when my symptoms resolved. A version of this story was first shared 

publicly in 2025 for individuals struggling with tinnitus, where it helped illustrate how 

fear, attention, and interpretation can shape symptom persistence. This version is written 

for clinicians, to describe from the inside what patients may be experiencing when pain 

continues despite appropriate evaluation, and to outline how patterns involving attention, 

emotion, and learned threat responses can sometimes shift in ways that lead to outcomes 

that initially seem difficult to reconcile with standard expectations. The details of that 

change, and why it is often met with skepticism, particularly from patients, are addressed 

later in the paper. 

 

 

Onset of pain 
 

My ordeal began quietly, with a heaviness in my groin that within days became testicular 

pain that made it difficult to walk across my living room. An ultrasound left the 

physicians uncertain whether they were seeing a benign vascular finding or an 

inflammatory process, and I was prescribed a course of antibiotics. When nothing 

changed, another physician declared the first mistaken recommended a different 

antibiotic, which also had no effect. 

 

I then saw a urologist who concluded that it was a benign, non-serious condition and told 

me to rest, elevate my legs, and use acetaminophen as needed. He assured me it was 

nothing serious. But the pain persisted, and reassurance did little to settle the unease that 

had begun to grow. What troubled me was not only the discomfort itself but the way each 

professional seemed to see something different. As their assessments diverged, my 

confidence eroded.  

 

I began checking the pain constantly, from the time I awoke. I slept with a pillow 

between my legs. I walked only when necessary. Even short errands sometimes led to 

days of increased discomfort. I gained weight. What had started as a physical problem 

was beginning to reshape the way I saw myself and the way I moved through the world. 

The diagnoses accumulated, and over an 18-month period, I filled prescriptions for 

acetaminophen, diclofenac, several antibiotics, gabapentin, and tramadol. None brought 



lasting relief. Each failed intervention strengthened the sense that something important 

was being missed. 

 

I remember that period as one filled with fear, frustration, and a kind of simmering 

agitation that left me feeling drained and ashamed. I was often on the edge of snapping, 

and I can only imagine how exhausting I must have been for those closest to me. The 

pain was not just physical; it chipped away at my confidence, my identity, and my sense 

of feeling normal. Working from home made it difficult to keep my mind from spinning 

out into worst-case scenarios. I pictured myself limping through the next fifty years. 

These thoughts did not feel dramatic or exaggerated at the time; they felt like the most 

accurate projections I could make. 

 

By the end of that year I felt increasingly isolated. I rarely spoke about the pain to anyone 

except physicians, because it was uncomfortable talking about it with those close to me, 

and I imagined it was awkward hearing about it.  

 

I didn’t know what was going on with me at the time, and neither did the physicians I 

saw. That’s not their fault any more than it was mine. I had grown up believing and 

trusting in a biomedical model that treated the body as a machine with many parts, and 

although I had heard of psychosomatic processes, the reactions I received whenever I 

mentioned them made me feel naive or foolish. Eventually I stopped asking. What I did 

not understand then was how much the fear itself was shaping the experience, and how 

the absence of a clear diagnosis was reinforcing every anxious projection I made. My 

experience with chronic pain and everything I’ve read since paint a very clear picture of 

what was happening with me in that first year. The sections that follow outline the 

concepts I later learned that helped make sense of this experience. 

 

Erosion of identity 

 

Research has long shown that chronic pain can erode a person’s sense of identity, 

confidence, and normalcy. Early qualitative work found that people living with persistent 

pain often describe losing parts of themselves and struggling to recognize who they used 

to be.1 More recent studies show that emotional avoidance and early adversity can 

reinforce this process by narrowing attention toward bodily symptoms, creating a cycle in 

which physical pain becomes an anchor for managing overwhelming emotion and 

internal conflict.2 Contemporary psychosocial research also illustrates how ongoing pain 

disrupts valued roles, activities, and relationships, contributing to withdrawal, 

disconnection, and shifts in how people understand themselves in the world.3-5 Taken 

together, these findings help explain why chronic pain can profoundly reshape a person’s 

identity even when tissue healing is complete.  

 

Catastrophization 

 

Research shows that catastrophizing is closely associated with greater pain intensity and 

emotional distress, and it is also linked to broader pain-related difficulties in clinical 

populations. Foundational work using the Pain Catastrophizing Scale identified three 



components (rumination, magnification, and helplessness) and showed that higher overall 

catastrophizing scores predict greater pain severity and emotional distress across both 

experimental and clinical contexts.6 Neuroimaging work further demonstrated that higher 

catastrophizing is associated with increased activation in brain regions involved in 

anticipation, attention to pain, and emotional pain processing.7 Clinical findings also 

show that catastrophizing moderates the relationship between sleep efficiency and central 

sensitization in chronic musculoskeletal conditions such as knee osteoarthritis, indicating 

a pathway through which catastrophizing contributes to more difficult pain experiences.8  

 

Relational pressures 

 

Persistent pain often becomes a shared experience within families, affecting partners and 

relatives as well as patients. Research shows that spouses commonly report increased 

stress, reduced quality of life, and significant emotional strain as they work to interpret 

and respond to a loved one’s pain.9 These pressures often contribute to role changes 

within the household and to ongoing emotional distress among partners and caregivers.10 

Studies also indicate that certain partner responses, such as providing frequent assistance 

or discouraging activity, are associated with more pain behaviors and reduced activity 

levels in people with chronic pain.11 Taken together, this research highlights pain as an 

interpersonal process that affects the broader family system and underscores the clinical 

importance of understanding its impact on partners and caregivers.  

 

 

A crisis leads to a turning point 
 

By the end of that first year, the solution to my pain had already landed in my lap. I had 

picked up The Mindbody Prescription by John E. Sarno, which I found intriguing, but I 

couldn’t take it seriously enough at the time to act on. It ended up sitting on my bookshelf 

for the next six months. I continued seeing specialists, trying new medications, and being 

told I might need surgery that I could not afford after having already spent large amounts 

of money pursuing a cure. 

 

Then something unexpected happened. A physician prescribed prednisone, and for three 

weeks I felt like I’d been reborn: completely pain-free. I became confident enough to take 

a short trip, but midway through it the prednisone stopped working. My pain returned, 

and I had to cut the trip short and fly home. The emotional crash was severe. 

 

Back at home, I felt cornered. My options seemed limited. I could pursue surgery, which 

I could not afford. I could try to return to the United States for treatment, which I also 

could not afford. Or I could take another look at the book I had set aside months earlier. 

I had already ruled out every serious and life-threatening condition as a cause. That 

removed the barrier of “what if it is something serious” that had kept my fear alive, and it 

made room for the possibility that something else was happening. The conditions were 

right for me to take a serious second look at the book and consider that it might actually 

apply to me. 

 



Reading it again was different. Believing it was about my pain was something else 

entirely. The book made the case that chronic pain can occur even when nothing is 

structurally wrong, and that emotional conflict, fear, and unresolved stress can play a 

central role in keeping symptoms alive. I found the ideas interesting, but accepting them 

on an emotional level was harder than understanding them in the abstract. 

 

Still, the concepts stayed with me. A year later, after another crisis, I opened the book 

again and committed to trying the approach it described. That decision marked the 

beginning of the first real change I had seen since the pain began. 

 

Long after I’d recovered, I began to wonder why I had been so resistant to Sarno’s 

message, and why so many others continue to be. What I learned was both 

surprising…and not surprising at all. Understanding why this approach was so difficult 

for me helped clarify why many patients struggle with similar explanations, even when 

those explanations are accurate. 

 

 

Why patients often resist psychological explanations 
 

Intuitive Dualism 

 

Many adults, including many patients, hold intuitions consistent with mind–body dualism 

(the view that the mind and body are separate entities). Research shows that these 

dualistic intuitions are common12 and, in some patients, are associated with greater 

skepticism toward non-biological explanations for their illnesses.13 These beliefs shape 

how people explain and understand health-related experiences and can contribute to 

skepticism when clinicians offer psychological or behavioral mechanisms, because such 

explanations conflict with underlying assumptions about how the mind and body relate.  

 

Stigma & Moral Meaning 

 

Second, pain carries moral and social meaning. Research on social pain demonstrates that 

experiences of social rejection activate some of the same neural regions involved in 

physical pain.14,15 When psychological contributors are mentioned, many patients worry 

that their symptoms will be seen as less legitimate or misunderstood, especially if they 

have previously felt dismissed or if no clear structural pathology has been found.  

 

Predictive-Processing & Sensory Intensity Mismatch 

 

Perceptual and interpretive processes help explain why patients struggle with 

explanations that emphasize neural mechanisms. In chronic pain, the brain often 

generates threat predictions that outweigh or misinterpret sensory input, leading to a 

mismatch in which the perceived intensity of symptoms no longer tracks with tissue 

status.16 Neuroimaging studies show that chronic pain is associated with a shift from 

sensory to emotional–salience network processing, meaning the brain prioritizes 

predicted danger over incoming signals.17 This helps explain why pain can feel like 



compelling evidence of ongoing physical harm, even when neural mechanisms such as 

prediction and expectation contribute significantly to the experience.18  

 

Biomedical & Cultural Conditioning 

 

Decades of biomedical conditioning also shape how patients interpret psychological 

explanations. Many people have been taught through public health messaging, clinical 

encounters, and imaging practices that pain must reflect structural damage, even though 

common degenerative findings frequently fail to correlate with symptoms.19,20 Within this 

model, the idea that pain could arise from neural processes rather than tissue injury feels 

counterintuitive, not because it threatens identity, but because it contradicts the medical 

framework patients have been repeatedly exposed to. Engel’s critique of the biomedical 

model highlighted this narrow focus as early as 1977, and subsequent work has shown 

how structural labels and diagnostic language reinforce expectations of physical 

causation.21,22 For patients accustomed to such explanations, shifting to a neuroplastic or 

predictive-processing model represents a major conceptual change in how the body is 

understood.  

 

The Self-Relevance Barrier 

 

Psychological explanations can also conflict with a patient’s self-concept. When people 

hold strong beliefs about what is happening in their body, information that contradicts 

those beliefs can evoke defensiveness. Classic work shows that self-relevant challenges 

activate protective processes that reduce openness to disconfirming evidence,23 and 

newer research demonstrates that when new information threatens a person’s sense of 

self, it can trigger strong emotional reactions that shape how people evaluate conflicting 

information.24 Under those conditions, people tend to downplay or dismiss evidence that 

conflicts with their existing beliefs. For many patients, a psychological explanation does 

not feel like a clarification; it feels like a threat to their understanding of themselves.  

 

Together, these factors mean that psychological explanations, if delivered without 

precision and sensitivity, can unintentionally heighten threat rather than reduce it. 

Clinicians can mitigate this by validating the reality and intensity of the pain, framing 

psychological mechanisms as neural processes rather than emotional weakness, and 

integrating these explanations gradually and collaboratively. 

 

 

Sarno Was Early, Not Fringe 
 

Sarno makes a strong case in his writings that the brain can create real pain in response to 

repressed emotion. But that idea has been exceptionally difficult for the modern medical 

establishment to accept. 

 

Modern pain neuroscience has moved away from the language of ‘repressed emotions,’ 

but the underlying principle is now well supported: adverse life experiences, trauma-

related emotional distress, and the persistent avoidance or inhibition of difficult emotions 



are consistently associated with chronic centralized pain conditions and can contribute to 

their development and maintenance.25-27  

 

Emotional avoidance is associated with increased physiological arousal, greater pain-

related fear and anxiety, and difficulties resolving conditioned threat responses, all of 

which can contribute to heightened pain sensitivity.28-31  

 

Treatments that directly engage avoided emotional experiences, rather than simply 

managing pain-related thoughts or behaviors, have demonstrated meaningful clinical 

benefits, and in some conditions have been associated with changes in brain activity 

linked to emotional distress resolution.32-34  

 

Emotional Awareness and Expression Therapy (EAET) targets these deeper emotional 

and interpersonal mechanisms, and multiple randomized trials demonstrate meaningful 

clinical impact.31,35-37 In the largest fibromyalgia RCT, EAET produced superior pain 

outcomes compared to education and showed advantages over CBT on key pain 

measures.35 In a 2020 RCT of older adults with chronic musculoskeletal pain, 42 percent 

of EAET patients achieved at least 30 percent pain reduction, with one-third exceeding 

50 percent, while only a single CBT participant reached the 30-percent threshold.36 In a 

2024 JAMA Network Open trial of older veterans, 63 percent of EAET patients achieved 

clinically significant improvement compared with only 17 percent receiving CBT, with 

EAET also outperforming CBT on anxiety, depression, PTSD symptoms, and life 

satisfaction.37  

 

These findings suggest that emotional processes such as unresolved conflict and 

avoidance are not merely correlated with chronic pain but can help sustain it, and that 

interventions targeting these emotional mechanisms can lead to meaningful symptom 

improvement.25,31,32  

 

But accepting all of that in the abstract is very different from saying, “That’s what’s 

happening in me.” Trusting in Sarno’s recovery process was the hardest part, and the 

most rewarding. Here’s what I did next: 

 

 

My Recovery Process 
 

I started journaling daily.  

 

The goal wasn’t to vent, but to uncover repressed emotions, past and present. It wasn’t 

easy work, but doing it really paid off. 

 

Emotional-processing approaches that help patients engage with difficult emotions, rather 

than relying on suppression or intellectualization, have been associated with symptom 

improvement in multiple studies.26 Emotional avoidance has been discussed in the 

chronic pain literature, but the specific links to autonomic arousal, threat appraisal, and 

conditioned threat responses are not established in the cited studies. Expressive writing 



interventions use a structured format in which participants write about stressful or 

emotional experiences.38 In a randomized controlled trial, participants in expressive 

writing conditions showed significant and sustained reductions in physical and mental 

symptoms for at least four months after the intervention.38 Emotional-awareness and 

expression–based interventions have shown improvements in chronic musculoskeletal 

pain and target emotional processes related to trauma or conflict.39 These findings 

parallel results from emotional-processing therapies showing that addressing emotional 

conflicts, rather than avoiding them, can reduce pain intensity and interference.33,40 

Together, this evidence suggests that written emotional-processing exercises may offer a 

useful pathway for improving symptoms.  

 

I began resuming activity. 

 

I had to believe that I wouldn’t break anything by doing things as I had before. That 

meant walking even when it hurt. I talked to my brain while I walked: “I know what this 

is. There’s nothing physically wrong with me, and I’m not afraid anymore.” 

 

Contemporary models of primary and centralized pain describe how cognitive–affective 

processes, including fear and avoidance-related beliefs, can contribute to the maintenance 

of chronic symptoms.41 These models also describe positive feedback loops in which 

threat-related appraisals can amplify pain and sustain chronicity, though the specific role 

of behavioral avoidance in these loops is not directly tested in the cited studies.35,41 Re-

engaging in daily activities is incorporated into several multimodal or 

reconceptualization-based treatments and is associated with improvements in factors such 

as kinesiophobia and physical function.42 In a large real-world trial of fibromyalgia 

treatment, a multicomponent program based on pain neuroscience education produced 

medium to large improvements in pain, kinesiophobia, and physical function.42 Pain 

Reprocessing Therapy helps patients reinterpret pain sensations as non-dangerous, and in 

a randomized trial, about two-thirds of participants were pain-free or nearly pain-free 

after four weeks, accompanied by reductions in pain-related brain activity.41 These 

findings are consistent with integrative models describing chronic pain as a “danger 

alarm” that can be reduced by helping patients confront feared sensations or situations 

and reinterpret them as safe.35  

 

I stopped monitoring my symptoms.  

 

Every time I checked in on the pain, I was reinforcing the belief that something was 

wrong. That kept me focused on the physical instead of the psychological. When I finally 

stopped monitoring every twinge, I started trusting the process, and that’s when things 

started to really change. 

 

Some patients with chronic pain show heightened attention to bodily sensations, 

particularly those who report high somatic awareness. Processes such as somatic focus 

can make those sensations feel more salient. Research shows that when pain is appraised 

as threatening, it tends to capture attention and draw focus toward bodily sensations.43 

Experimental work shows that interpreting identical sensations as potentially harmful can 



increase reported pain intensity, and clinical research links somatic focus with higher 

pain reports.44,45 In clinical settings, these cognitive and emotional processes may appear 

as increased attention to symptoms. Somatosensory amplification, which includes a 

tendency to appraise benign sensations as more intense or pathological, is associated with 

greater psychological distress.46 This pattern suggests that sustained attention to bodily 

sensations may make them feel more intrusive and harder to disengage from.  

 

I discontinued pain medications. 

 

As long as I kept trying to “fix things” with meds, I was telling myself I didn’t really 

believe in the process. 

 

Patients with chronic pain may receive biomedical explanations that frame symptoms in 

terms of structural damage or tissue vulnerability. These explanations often do not match 

the clinical course of centralized pain conditions, where symptoms can persist despite 

normal imaging and the absence of progressive pathology.47-49 When patients expect 

rapid improvement from medical interventions but do not experience it, this mismatch 

can heighten distress and amplify the sense that pain signals a continuing threat. Research 

shows that threat-related interpretations draw attention toward bodily sensations and 

make them feel more intense and harder to disengage from.43-45 In some conditions, such 

as whiplash-associated disorders, psychosocial and perceptual factors predict long-term 

outcomes more strongly than initial physical findings, highlighting the importance of how 

symptoms are understood and appraised.50 Treatments that address these cognitive and 

emotional contributors, including interventions that help patients work with avoidance, 

worry, and unresolved emotional conflict, often produce greater improvements than usual 

medical care alone.35,40 Together, these findings suggest that helping patients revise 

threat-based appraisals and build a more accurate understanding of centralized pain 

mechanisms can reduce distress, improve function, and interrupt the processes that 

sustain chronic pain.  

 

A recovery that’s difficult to believe 
 

It only took about three weeks of doing all of the above to go from “can’t walk across a 

room” to 95% pain-free. Within another month, I was at 100%. That was 18 years ago. 

It’s still the most astonishing thing I’ve ever experienced…and I never would’ve believed 

it was possible if I’d had any other way out. 

 

Rapid and substantial improvement has been observed in conditions driven by central 

mechanisms. Across multiple randomized trials, a meaningful proportion of patients 

experience major symptom reductions within weeks, particularly in treatments that target 

cognitive, emotional, or perceptual contributors to pain. In the Pain Reprocessing 

Therapy trial, two-thirds of participants became pain-free or nearly pain-free after four 

weeks, with benefits sustained for at least one year.41 Emotional Awareness and 

Expression Therapy shows similar patterns of rapid improvement. In recent trials, 

substantial proportions of patients achieved clinically significant pain reduction over brief 

treatment courses.36,37 and even a single emotional-processing session reduced pain 



severity and interference in primary-care patients.40 Meta-analytic evidence shows that 

therapies targeting emotional processes produce large and persistent improvements across 

somatic symptom presentations.51 These findings also align with research showing that 

patients’ expectations are a powerful predictor of recovery; individuals who believe 

improvement is possible recover far more quickly than those who expect chronicity.52 

Taken together, the evidence shows that rapid recovery is well documented in these 

interventions, particularly when treatments address emotional and cognitive contributors 

to pain.  

 

 

The real test came when the pain returned 
 

In 2010, I’d been pain-free for over three years when I got emails from two different guys 

on the same day. Each had found my story on a blog. Both described having the exact 

same problem I’d had and wanted to know how I got better. It felt good knowing that 

maybe my story could help someone. 

 

The very next day, the pain came back. At first, I panicked. It felt like a cruel joke. But 

within a few hours, I managed to get quiet enough to think clearly: I’ve beaten this 

before. I can do it again. It took about a month. But it worked. Again. 

 

Clinically, brief returns of symptoms can occur even after substantial improvement in 

conditions driven by central mechanisms. One way to understand this pattern is through 

models of threat learning, which describe how attention and vigilance can increase the 

salience of pain-related cues.43,53 From this perspective, a small degree of uncertainty or 

threat sensitivity may persist in the predictive system, even when overall symptoms have 

improved. When attention to bodily sensations increases, these threat-related associations 

can feel more prominent, consistent with research showing that threat value enhances 

attentional capture and intensifies pain experience.43-45 Therapeutic studies reflect similar 

dynamics. In Pain Reprocessing Therapy, changes in pain beliefs and threat expectations 

accompany clinical improvement,41 and emotion-focused approaches help patients work 

with distressing emotional material in ways that support symptom reduction.51 From a 

predictive-processing standpoint, occasional symptom fluctuations can be viewed as the 

system briefly expressing older threat associations rather than signaling new pathology or 

treatment failure.  

 

 

What this taught me about recovery 
 

For a long time, I believed I’d never walk without pain again. But I’ve been doing it for 

17 years now. That recovery didn’t just take the pain away; it changed how I respond to 

anything physical that worries me. It helped me avoid turning temporary issues into 

lifelong ones. I still get checked when something concerns me, but I don’t catastrophize. I 

learned how much my thoughts, emotions, and assumptions influence my body, and that 

changing those patterns is not only possible, but sometimes necessary. Pain used to feel 

like the enemy. Now I think of it more as an alarm that sometimes signals danger, but just 



as often reflects stress or fatigue. Learning to listen without panicking gave me back my 

life. 

 

 

What this means for physicians 
 

This section focuses on how these findings may inform clinicians’ understanding, 

priorities, and framing when working with patients experiencing persistent pain. 

 

Most physicians take chronic pain seriously, and that was true in my case; every doctor I 

saw tried to help. But each focused on a different anatomical possibility, and no one 

asked about stress, fear, or what was happening in my life. Looking back, it’s clear that 

the episode that finally disabled me wasn’t isolated; I’d had years of unexplained 

symptoms in other parts of my body that were treated one by one, never as part of a 

pattern. Like many patients with chronic pain and illness, my symptoms moved and 

changed over time, but without a framework for understanding that behavior, each 

episode was interpreted as a new medical problem. I've often wondered whether, if 

modern training routinely included the science of centralized and emotion-influenced 

pain, my problem might have been recognized far earlier. Instead, I had to discover that 

framework myself, which took 18 months, and even now, I sometimes get skeptical looks 

when I explain what ultimately helped me. Research shows that when patients leave 

without a clear explanation of what their symptoms mean, uncertainty increases and 

distress rises. In qualitative studies, patients describe continuing to search for 

explanations and elaborating their symptom narratives in an effort to make sense of the 

problem.54,55 

 

Clear, validating explanations and compassionate communication can play an important 

role in shaping how patients interpret symptoms and engage with care, even when 

symptoms persist. Letting patients know that their experience is real, shared by others, 

and potentially understandable can help orient clinical conversation away from distress-

driven explanation-seeking. Clinical experience and treatment models suggest that when 

patients adopt a clearer and less threatening understanding of their symptoms, those 

symptoms can feel less overwhelming, a pattern that aligns with improvements reported 

in emotional-processing and psychodynamic treatments.26,36,51 A single well-structured 

session that helps patients explore connections between stress and symptoms can 

meaningfully reduce distress and symptom burden.40  

 

Explain that persistent pain is often understood not as ongoing injury but as a protective 

response that can remain active even after tissues have healed, and that contemporary 

models describe this protective state as closely tied to how the brain interprets signals of 

threat and safety. A large body of theoretical and empirical work shows that expectation 

plays a key role in shaping symptom intensity through predictive-processing 

mechanisms, and models of threat learning offer an additional framework for 

understanding how fear and attention can influence pain.17,56,57 Helping patients 

understand this mechanism gives them a framework for hope: the problem is real, the 

pain is real, and many contemporary models emphasize that distress can be shaped by 



how sensations are interpreted in the moment, not only by the state of the tissues. Studies 

demonstrate that when patients reinterpret symptoms from “damage” to “overprotection,” 

fear decreases and pain becomes less disruptive.41  

 

If time allows, going beyond reassurance and offering specifics can make a meaningful 

difference. Explain that persistent pain is not always a sign of ongoing injury; strong 

evidence shows that symptoms can feel threatening even when no tissue damage is 

present, because pain functions as a protective perception shaped by threat and 

meaning.58,59 Cognitive–emotional factors such as attention, interpretation, and prior 

experience play a key role in determining how intense and distressing sensations feel; 

threat-focused attention increases salience, and labeling sensations as harmful makes 

them more painful.43,44,46 Clinical trials of emotional-processing and reinterpretation-

based interventions show substantial improvements in pain and distress, and some 

approaches demonstrate meaningful change even over very short time frames.40 In 

chronic pain RCTs, emotional-processing therapies have achieved outcomes that match 

or exceed standard approaches to care.33,36,37 Mechanistic studies show that threatening 

interpretations of bodily sensations increase distress, and interventions that help patients 

reinterpret symptoms reliably reduce distress.26,36,40,43,46 

 

If scope or time prevents you from guiding patients through this process yourself, refer 

them to someone who can, such as a psychologist, therapist, or coach experienced in 

centralized pain and emotional–cognitive contributors. Evidence from meta-analyses 

shows that empathy, therapeutic alliance, and the sense of being understood have a 

measurable impact on clinical outcomes across a range of treatment modalities, including 

in chronic pain populations.60,61 A referral to a clinician or coach who understands these 

mechanisms, and ideally someone who has lived through similar symptoms, can be the 

lifeline that moves a patient from fear to recovery.  

 

When clinic time is tight, a behavioral coach can help with the non-medical work that 

often determines whether reassurance sticks: pacing, sleep stabilization, attention 

retraining practice, and reducing safety behaviors. If you ever want a quick fit check on 

whether coaching is a reasonable adjunct for a particular patient, I am happy to talk it 

through briefly, no referral expected. 

 

What patients with chronic pain (and other symptoms that lack a clear structural 

explanation) need from medicine is clarity, compassion, and a credible “how”: a roadmap 

that explains why their symptoms feel so overwhelming, why that does not necessarily 

indicate damage, and what specific steps they can take to get on a path to recovery. 

Clinicians who communicate belief, optimism, and a clear next step make measurable 

changes in patient outcomes, not by minimizing symptoms, but by helping patients better 

understand what they are experiencing.62 For clinicians who want a deeper clinical 

explanation of these patterns, I have a companion article that reviews the research behind 

neuroplastic recovery and the treatment of chronic pain and illness. 

 

https://c3coaching.co/blogs/persistent-physical-symptoms-in-clinical-practice-a-descriptive-framework-for-psychophysiologic-disorders-ppd/


This way of understanding persistent pain may be especially useful when you’re seeing 

patients who continue to return distressed despite normal workups and repeated 

reassurance, and nothing you say seems to land. 

 

The following section translates these principles into concrete language that can be used 

in clinical conversations.  

 

 

In Practice: Communicating With Patients After Serious Pathology Has 

Been Excluded 

The following examples illustrate how these principles can be translated into concrete, 

patient-facing language during clinical encounters. 

• “Your pain is real, and what you’re feeling makes sense in light of how the body and 

brain process pain.” 

• “Pain can feel more intense or persistent when the body and brain are more sensitive, 

and the encouraging news is that this state can change.” 

• “Stress, sleep, attention, and emotional strain can all turn up the volume on pain. 

Improving even one of these areas can help reduce pain.” 

• “Many people improve a great deal once they understand what their symptoms mean, 

feel less threatened by them, and gradually get back to normal activities.” People often 

show substantial improvements in pain and function in clinical trials of behavioral and 

emotional treatments for centralized pain.35,36,41 In some studies, improvements have 

been accompanied by shifts in pain understanding and reduced fear.63,64  

• “You don’t have to face this alone. Support exists, and there are clinicians and trained 

professionals who can help you navigate this kind of recovery.” 

These kinds of messages combine validation, clarity, and hope. Supportive clinician 

communication of this kind has been associated with improved patient outcomes.60  

 

 

Clinical Takeaways 
 

• Many patients with chronic pain are afraid their symptoms signal ongoing harm. Brief, 

clear explanations about centralized pain mechanisms can sharply reduce uncertainty and 

promote engagement with care. 

 

• When imaging and clinical workup do not identify a dangerous or progressive 

condition, it can be appropriate and reassuring to explain that pain can persist even when 

tissues are not being damaged. 

 



• Cognitive, emotional, and behavioral processes such as threat perception, expectation, 

attention, and avoidance can amplify pain in ways patients often do not recognize. 

Naming these processes without judgment helps patients see a path forward. 

 

• Several behavioral and emotional treatments for centralized pain have shown substantial 

improvements in randomized trials. Patients often benefit from knowing that 

improvement is possible even after long periods of suffering. 

 

• Supportive communication matters. A calm, validating explanation paired with realistic 

hope may reduce fear and help patients approach the recovery process rather than 

withdraw from it. 

 

• When appropriate, referral to non-medical support such as psychology, therapy, or 

coaching may help patients engage with the behavioral and attentional work described 

above. 

 

• Above all, patients who understand what is not happening and what can happen with 

the right support often feel more confident taking steps that help reduce pain and restore 

function. 

 

 

For clinicians interested to see how coaching integrates with medical care, there’s an 

article about that as well. 

 

Contact:  

Scott Muenzler, C³ Coaching 

Physicians@c3coaching.co 
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