Miracles of
mindbody medicine
A small but growing number of healthcare professionals believe that chronic pain
is often a psychophysical phenomenon that can respond well to psychological
treatment. Alan Gordon and colleagues tell the story of tension myoneural
syndrome (TMS)

E

veryone has
experienced
physical pain at
one point or another,
but for some that
pain is severe and
persistent. Albert
Schweitzer once said that ‘pain is a
more terrible lord of mankind than
even death itself’1 – and many people
who experience pain chronically would
likely agree.
For years the medical community has
struggled to understand the cause of
many forms of chronic pain, which is
prevalent worldwide. In the USA alone,
over 70 million adults suffer from
chronic pain2, resulting in a cost to the
public of over $100 billion annually3.
Common treatments for chronic pain
include acupuncture, transcutaneous

electrical nerve stimulation, ultrasound,
nerve blocks, physical therapy, trigger
point injections, medication, and
surgery4. Evidence has shown that
these interventions have limited
effectiveness with regard to longterm pain relief5. One of the world’s
foremost pain experts, Dr Patrick
Wall, recently wrote that it was time
for a paradigm shift in the way we
understand pain1. It is the aim of this
article to provide a new perspective
on the purpose of and treatment for
chronic pain conditions.

The mindbody connection

In the late 1960s and early 70s, Dr John
Sarno was the director of outpatient
services at the Rusk Institute of
Rehabilitation Medicine, New York
University Langone Medical Center.

Treating clients primarily with neck,
shoulder, and back pain, he practised
conventional pain management
techniques and grew frustrated with
the results, which were unpredictable
and inconsistent. More troubling still
was the fact that clients often did not
have pain where one would expect,
given the findings of their physical
examinations4.
Sarno began to take a deeper look
at his clients’ medical histories. He
was surprised to find that 88 per
cent of them had a history of one
or more tension-related conditions,
such as ulcers, headaches, or irritable
bowel syndrome. He began to
wonder, ‘Is it possible that the bulk of
musculoskeletal pain is not the result
of structural damage, but is in fact
tension-related?’6

The puzzle of pain
For over a century, physicians and psychologists have been interested in
the connection between the mind and physical pain symptoms. Sigmund
Freud, Jean-Martin Charcot, and Franz Alexander wrote extensively on the
subject7. But only recently has research started to explore the depth of the
connection.

Whiplash
Whiplash is the term used to describe head or neck pain resulting most
often from a rear-end traffic collision. Research has shown that about 10 per
cent of whiplash injuries result in permanent disability8. The director of the
Association of British Insurers recently reported that whiplash had become
an epidemic in the UK9, while in Norway two per cent of the population have
chronic disability as a result of the injury10. The medical community has been
confounded by this phenomenon, as there is no structural reason why this
condition should persist and become chronic11.
In an attempt to understand this enigmatic syndrome better, a team of
researchers turned to Lithuania. In Lithuania, the general public has little
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Continued from overleaf.
awareness about the potentially disabling consequence of whiplash injury. The
researchers were interested in whether this lack of awareness would impact
on the syndrome’s prevalence. They interviewed 202 collision victims, as well
as 202 control subjects. Their findings stunned the medical community. Not
a single collision victim had persistent head or neck pain as a result of their
accident12. The syndrome simply did not exist, prompting one medical journal
to publish an article entitled, ‘The best approach to the problem of whiplash?
One ticket to Lithuania, please’13.
The surprising results of the Lithuanian study led a group of researchers
to hypothesise that the cause of chronic whiplash was unrelated to physical
injury. To test this theory, they set up an experiment where 51 volunteers
were involved in a placebo collision. The study involved a simulated car
crash, with corresponding sights and sounds to make it appear to the subjects
that an accident had taken place, though there was virtually no physical
impact on the body. Three days after this placebo collision, 20 per cent of
the study subjects reported symptoms of whiplash, and four weeks after
the experiment, 10 per cent were still symptomatic. The mere thought that
one was in an accident was sufficient to bring about pain in these subjects.
Furthermore, the researchers found that psychological factors were highly
predictive in determining who would develop pain14.

Back pain
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In the USA, low back pain is second only to the common cold as the reason
cited by patients for seeking medical care15. But despite the fact that manual
labour has decreased, and medical technology vastly improved, back pain
is far more prevalent than it was 40 years ago16. Indeed, between 1964 and
1994, the rate of disability claims related to low back pain increased by 14
times the rate of population growth15.
Although magnetic resonance imaging (MRI) is often used to diagnose the
source of back pain, it is an ineffective assessment tool. Authors of a New
England Journal of Medicine article found that 64 per cent of people with
no back pain have disc bulges or protrusions, and concluded that such spinal
abnormalities are often incidental and unrelated to pain16. Further studies
have indicated that there is no relationship between lower back pain and disc
degeneration17. In fact, 85 per cent of back pain has been found to have no
apparent physical cause18. Like whiplash, the enigma of chronic back pain has
continued to puzzle the medical community.
A group of researchers at the University of Washington shed some light
on this phenomenon. In one of the largest studies ever conducted on back
pain, the investigators found that psychological factors were more predictive
of the onset of back pain than any of the physical variables analysed. Of
particular interest, they found that subjects who stated that they ‘hardly ever’
enjoyed their work tasks were two and a half times more likely to report
back pain than subjects who ‘almost always’ enjoyed their work tasks.’19
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Tension myoneural syndrome

After surveying the research on
musculoskeletal pain (see box
opposite) and meeting with thousands
of clients, Sarno concluded that
the majority of neck, shoulder, and
back pain syndromes were not the
result of nerve, muscle, or ligament
damage, but rather the consequence
of psychological processes. He referred
to the condition as tension myositis
syndrome (TMS6, recently renamed
tension myoneural syndrome). In
addition to musculoskeletal pain,
Sarno found that fibromyalgia,
repetitive strain injury (RSI),
headaches, tendonitis, gastrointestinal
disorders, pelvic pain, and various
other pain syndromes were also
physical manifestations of the same
underlying psychological process4,7.
In 1979, Sarno began bringing
clients with medically unexplained
symptoms together for seminars
on the nature of their pain. They
covered the onset of TMS pain,
its underlying purpose, how it is
perpetuated, and the steps necessary
to overcome the symptoms. Often, this
psychoeducation alone was enough
to bring relief to long-time pain
sufferers. In some cases, he referred
clients to psychologists specialising in
TMS for further treatment4,6.

Physiology of TMS

When pain sufferers are initially
given a diagnosis of TMS, a common
response is, ‘Are you saying that it’s
all in my head?’ The answer is an
unequivocal, ‘No’. Although the origin
of the pain is not structural in nature,
the pain is most definitely real4,6,7.
John Sarno theorised that the
autonomic nervous system is
responsible for the great majority of
chronic pain conditions. This system
controls the circulation of the blood
in the body: for example, an increase
of blood flow to the cheeks when a
person is embarrassed; a physiological
reaction to a psychological trigger. The
autonomic nervous system can also
reduce blood flow to certain muscles,
nerves, ligaments and tendons in the
body. When this occurs, there is less
oxygen available to the tissues, and
the result will be symptoms, such
as pain, numbness, tingling, and
sometimes weakness4. Various studies	 
have supported this hypothesis20,21,22.
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TMS recovery: a UK perspective

My work as a physiotherapist of over 20
years was until recently based on physical
diagnoses and a physical approach to
treatment. Nevertheless, for many years
I was puzzled by inconsistencies in the
ways that patients presented and their
treatment outcomes. For example, why did
so many patients with diagnosed structural abnormalities,
such as spinal stenosis, severe disc degeneration and
prolapse, become pain free, and remain so, after gentle
hands-on treatment, some even cancelling spinal surgery?
Why did so many ‘injuries’ have no apparent cause, and pain
persist despite no definitive diagnosis?
My search for answers to these questions involved
extensive reading and research on the mindbody relationship,
and my discovery of tension myoneural syndrome (TMS).
My professional development into working with patients
with TMS included visiting John Sarno in New York in 2007,
and ongoing peer review with other TMS specialists in the
USA (where the majority of practitioners work with patients
individually, with just a handful running more structured
programmes, like Sarno’s). Most TMS recovery programmes
involve individual face-to-face appointments and/or group
sessions, and one is run completely online.
The decision to develop my own TMS recovery programme
was based on a desire to provide a structured course that
could be available to anyone, as long as they attended
initially for diagnosis. The programme follows an initial six-

week phase, supported by a course workbook, and regular
follow-up via telephone or face-to–face meetings, a webbased seminar (webinar) and email support throughout.
Ongoing support is available to those who need it, and has
been taken up throughout the UK and Europe.
A retrospective study into the results of patients with
TMS attending the Huddersfield Pain Relief Centre showed
that 20 of the 24 who followed either the full TMS recovery
programme or their own self-directed learning after a
diagnosis, reported a greater than 80 per cent subjective
improvement in pain and functioning. Similar results were
recorded a year later in the 20 patients who could be
contacted, reinforcing for me the importance of this work,
especially for those who have tried everything else but are
still living with chronic pain.
My own steps to raise the profile of TMS in the UK
have included delivering seminars to medical doctors and
other healthcare professionals. Undoubtedly, mainstream
medical thinking around chronic pain continues to hold
back the development of TMS awareness, despite an interest
among some GPs. My ongoing plan is to develop a training
programme for medical professionals who are interested in
TMS, and eventually to set up a research project to study the
results in people undertaking TMS recovery. n 
Georgina Oldfield is a chartered physiotherapist at the Pain Relief
Centre in Huddersfield, where she works using the TMS model. For
further information see www.tmsrecovery.com

TMS: a practitioner perspective

As a chiropractor for over 20 years, I
have treated many people with recurring
back and neck pain, sciatica, migraine
headaches and other physical pain.
X-ray and MRI results have indicated
problems in their spines, including
subluxation, disc degeneration, spurs,
and other abnormalities, which were usually pointed to as
the physical causes of the pain. Over recent years I found
I wanted to learn more about the mindbody connection,
so I completed a graduate programme in counselling. This
was when I researched tension myositis syndrome (TMS,
recently renamed tension myoneural syndrome) and the
corresponding theory that these findings are ‘normal
abnormalities’ that do not necessarily cause pain.
I soon began to recognise that patients who complained
of pain ‘only when standing’ or ‘only when exercising’ could
have TMS. I began to see patients in my practice who had
had a sudden onset of back or neck spasm so severe that
it kept them from work or normal daily activities, and on
inquiry found that a strong emotional stressor had usually
preceded the spasm. The evidence that TMS was present in
the majority of the chiropractic patients I was seeing became
so obvious to me after just a few months that I decided to

train with a TMS doctor to learn more. After attending his
workshops, I started educating my chiropractic patients
about TMS, and also developed a two-part workshop for
those who could accept the diagnosis of TMS and wanted to
end their pain.
I also see symptoms of TMS in my counselling clients.
Chronic pain limits a person’s ability to function fully, and
as a result clients may suffer depression, anxiety and other
psychological maladies. If a client is open to the idea that
TMS may be the cause of their pain, and undergoes a physical
examination to rule out physical causes, he or she can learn
how the unconscious mind is the origin of the physical pain.
The work John Sarno pioneered has helped many people
who are no longer restricted by physical pain, and have
gained a much deeper understanding of themselves. I look
forward to the day that this information becomes common
knowledge, and is utilised by healthcare professionals of
all types as another tool to alleviate human suffering and
decrease the enormous cost of medical care that burdens
society. n 
Audrey Berdeski has been a chiropractor for over 20 years and is also
a psychodynamically trained psychotherapist who specialises in mindbody healing.
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Treatment of TMS

When diagnosed with TMS, clients
are told that their pain, although
quite real, is not caused by structural
damage, but is a physical response to a
psychological process. In other words,
the mind is responsible for generating
the pain. This of course begs the
question: Why?

The purpose of TMS pain

Our bodies often try to help us in
ways that are difficult to understand.
Anxiety attacks, for example, are often
unwelcome and burdensome, but the
body’s underlying goal in producing
one is to increase the chances of
survival against a perceived threat23.
The result may be unpleasant, but the
intent is noble. Our bodies are trying
to help us.
It is the same with pain. In 1918,
psychiatrist Henry Maudsley wrote
that ‘The sorrow which has no vent in
tears may make other organs weep’24.
When our habitual ways of coping
psychologically are overwhelmed,
we are capable of somaticising
psychological pain25. In such cases, the
mind senses that the emotions are too
painful to experience, so it attempts to
protect the psyche. Experiencing the
pain physically, as terrible as it may
feel, is more tolerable than feeling the
depth of the psychological pain.
This is primarily an unconscious
process. Neuroscientist Paul Whelan
wrote that ‘Most of what we do every
minute of every day is unconscious’26.
Because of this, many people are
not aware that they have repressed
emotions. In fact, when many TMS
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clients are initially interviewed,
they report that psychologically
they are ‘feeling fine’. It is only on
further inquiry that emotional pain is
discovered.
Due to a variety of life experiences,
certain emotions have the capacity
to become ‘off limits.’ For example, a
child who grows up with an alcoholic
mother may learn that anger is too
scary. An adolescent who was not
allowed to fully grieve her father’s
death may learn that sadness is not
acceptable. TMS clients avoid a variety
of feelings, including anger, sadness,
helplessness, dependency, envy, rage,
guilt, even happiness.
Sarno and the psychologists he
worked with found that when TMS
clients were focused on their physical
pain, they were less apt to focus on
deeper psychological pain7. Many if
not most people have experienced the
process of distracting themselves from
difficult emotions. To relieve anxiety
or depression, people overeat, smoke,
drink alcohol, use drugs and bite
their fingernails. All these activities
serve to shift a person’s focus from
their emotional pain to a different
sensation. The generation of physical
pain is simply the mind’s way of
shifting this focus for us.

Before a diagnosis of TMS is given,
it is essential that a physician rules
out a purely physical cause for a
client’s pain symptoms. Once TMS
has been clinically diagnosed, the
client’s acceptance of the diagnosis
is an integral part of recovery. This is
because as long as a client continues
looking at the pain physically, it will
continue to serve its psychological
purpose7. One of the roles of the
TMS practitioner is to help the
client look at their pain as the
somatic expression of underlying
psychological processes. This is done
by educating the client with regard to
the effects of emotions on the body,
as well as pointing out correlations
between the physical pain and
emotional issues (E Sherman, personal
communication, 9/5/09).
One of the primary goals of TMS
treatment is to help clients reframe
the meaning of their pain4. Instead of
focusing on the pain with a sense of
frustration, fear, and powerlessness,
the client learns to use the pain
as a guide to introspection7. My
pain just increased, what is going
on psychologically right now? The
symptoms often serve as a signpost to
unaddressed emotional issues.
The pain exists for a reason. It is a
manifestation of emotions that, due
to experiences generated throughout
one’s life, have become difficult
to tolerate. An essential part of
treatment is to help clients learn to
recognise and identify these difficult
to tolerate emotions, and eventually
accept and express these painful parts
of themselves (E Sherman, personal
communication, 9/5/09).
As a result of Sarno’s treatment
programme, many of his chronic pain
clients began showing significant
improvement. Indeed, he had a much
higher success rate treating pain
psychologically than he had had
years earlier utilising a variety of
physical interventions. However, after
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publishing his findings in the late
1970s and early 1980s, and despite
the success of the TMS model, he
encountered significant resistance
from the medical community,
because the concepts it emphasised
contradicted mainstream medical
thinking7. There was little belief at
the time that the mind was capable
of such profound effects on the body.
As a result, TMS treatment remained
relatively unknown.

Evidence for TMS

Sarno conducted three formal
retrospective studies at the Rusk
Institute in 1982, 1987, and 1999
to assess the effectiveness of TMS
treatment. In all, 371 randomly
selected chronic pain clients were
interviewed six months to three
years after treatment to determine
their level of pain and functional
ability. A total of 72 per cent
reported being free or nearly free
of pain with unrestricted activity,
while 16 per cent reported some
improvement, and 12 per cent
little to no improvement4,6,7. One of
these three studies was unique in
that it included only clients with
documented herniated discs. Over
a third had been previously advised
by physicians to undergo surgery.
However, when interviewed between
one and three years after TMS
treatment, a remarkable 88 per cent
of these clients reported being free or
nearly free of pain4.
Howard Schubiner of Providence
Hospital, Michigan, in conjunction
with researchers at the University
of Michigan, recently conducted the
first randomised controlled study of
TMS treatment. The study involved 45
clients with fibromyalgia, 24 of whom
were treated with a TMS approach
and 21 of whom were assigned to
a wait-list control group. After six

months, the intervention group had
significantly lower pain severity and
higher self-reported physical function.
Further randomised controlled trials
comparing the effectiveness of TMS
treatment to other pain treatment
models are currently underway
(H Schubiner, personal
communication, 28/7/09). In addition,
several functional MRI (fMRI) studies
(which measure brain activity) to
assess the pain pathways in the brain
before and after TMS treatment
are under discussion. These and
other studies aim to provide further
scientific evidence for the efficacy of
TMS treatment.

The future of TMS

For years, dozens of physicians and
psychologists have been treating
pain clients from a TMS perspective
throughout the USA and Europe. In
March 2009, they came together in
Ann Arbor, Michigan, for the first
professional TMS conference. At this
conference, research was presented,
theories discussed, and plans put into
place to bring greater awareness of
TMS to the medical community and
populations at large.
At present, a formal TMS
Association is in development, an
accreditation programme is in the
works, and funding for research
is being generated. The second
professional TMS conference is
scheduled for March 2010.
When John Sarno first introduced
the concept of TMS, the mind and
the body were looked at primarily
as independent entities. Physical
symptoms were treated physically,
and psychological symptoms treated
psychologically. Now, more than ever
before, the scientific community is
embracing the connection between
the mind and the body: eminent
neurobiologists are writing books
on the benefits of meditation,
prestigious universities are developing
psychoneuroimmunology centres.
Patrick Wall’s call for a paradigm shift
in the way we view physical pain is
taking place.
TMS treatment is gaining
momentum, and author and
physician, Dr Marc Sopher, speaks for
many when he writes: ‘Ultimately, I
am confident that TMS theory will
become part of mainstream medicine

for the simple reason that it is correct,
and more successful at alleviating
pain than any other modality’27. n 
Alan Gordon is a psychotherapist in Los
Angeles, California, and specialises in the
treatment of chronic pain.
He can be reached via email at
alantgordon@yahoo.com
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Teaching trainee
doctors about
medically unexplained
symptoms
GPs often receive next to no training in dealing with
patients with medically unexplained symptoms. Yet
a little training in this area can go a long way, writes
Marta Buszewicz

I

n 2005, an
editorial in the
BMJ commented
that, ‘Current
theoretical and
practical training
in medically
unexplained symptoms (MUS) is
insufficient in most university
curricula and general practitioner
postgraduate training programmes’1.
The majority of teaching in medical
schools concerns clear physical
symptoms linked with physical
findings and leading to a medical
diagnosis. It may not be until they
have qualified that young doctors
become aware of just how common
less clear-cut presentations are, which
can lead to uncertainties and anxieties
for both doctors and their patients
if there is doubt about how best to
manage such issues.
At University College London
(UCL) Medical School, fourth year
undergraduate medical students have
a three-hour teaching session on
MUS and somatisation during their
psychiatry rotation. This has been
running since 2003, and the tutors are
a small group of academic GPs with a
special interest in mental health issues.
Although it constitutes only a small
amount of teaching, this is more than
is given at most medical schools, many
of which do not appear to provide
any formal teaching in this area. The
session is divided into two parts: the
first half covers the concept of MUS
and acute somatisation, explaining
the definitions and helping students

to identify common symptoms or
presentations they may have seen that
fit the criteria. We discuss possible
reasons for such presentations,
including factors such as a family
history of physical symptoms being
used to indicate emotional distress.
The most important part of the
session is probably a discussion
about the management of such
presentations. We emphasise that
it is not a good idea to send people
for complex investigations simply to
provide reassurance if these are not
otherwise indicated. There is evidence
that, although negative investigations
may reduce people’s anxiety in the
short-term, in the longer term patients
are likely to be made more anxious by
having complex medical investigations
carried out for MUS, as it can make
them fear that their doctors are
concerned there is something serious
going on that has not been identified.
We encourage the students to give
clear explanations to patients as to
what may be causing their symptoms
(for example, an increased awareness
of normal physiological stimuli), as
well as screening for symptoms of
anxiety and depression in case there
is an accompanying psychological
difficulty. We stress the importance
of working with patients to find an
explanation which makes sense to
both the patient and the physician,
and which hopefully reduces the
anxiety patients may have about their
symptoms.
The teaching session is illustrated
by videos of GP-patient interactions,

