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“Thank you so much for the 
videos. I found it helpful just 
to get feedback from so many 
people of all ages on what 
triggers the TN.”

“What a great way to educate 
doctors and help us with TN 
feel less alone with these CRAZY 
symptoms.”

“Thanks for the platform!”

“Hope this video helps spread 
awareness.”

“Awesome idea! SUPER helpful!”

“The videos are great; 
really interesting and oddly 
reassuring.”

Tell us  
what triggers 

your  
facial pain
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Sponsored by Winthrop Hospital,  
Jeffrey Brown, M.D. Course Director 

TNA 10th National Conference & 25th Anniversary Celebration
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TNA Video Project: A collaboration between 
TN patients and The Facial Pain Association to raise 
awareness of facial pain syndromes and to celebrate the 
Association’s 25 years of patient support and advocacy. 

Go to facepain.org and join the Project. Let the world 
hear from you, how this horrific pain can be triggered 
by something or some action that most people take for 
granted.
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It is January 2015 and this year is TNA’s 25th Anniversary.  
TNA began and remains devoted to helping patients and 
caregivers manage an excruciatingly painful disease, and 
I’ll provide a look at the founding of TNA and what the 
organization does today in this letter.

Claire Patterson was in the hospital following 
microvascular decompression surgery for her TN by Dr. 
Peter Jannetta and found that many patients felt alone 
and had great difficulty in finding information on TN and 
what treatments may be available.  She saw that patients 
also struggled with work, family and other issues outside 
of doctors’ offices and hospitals.  TNA was conceived.  With 
support and assistance from Dr. Jannetta, Ms. Patterson 
undertook the paper work, built TNA and recruited other 
volunteers.  They provided patients with information and 
the knowledge that they are not alone.  The phone rang 
24 hours a day.

Twenty five years later, much is the same.  TNA’s focus 
on being useful to individual patients and caregivers 
has not changed.  We have over ten different programs 
that provide one-on-one support.  The work gets done 
by our CEO John Koff, our staff Cindy Ezell, Lynn Forest, 
Ron Irons, Nancy Oscarson, Aggie Thomas and over 25 
volunteer Support Group Leaders.  Just like 25 years 
ago, TNA answers the phone.  Call our office any time 
for information and support.  TNA’s Support Groups are 
a good way to learn about treatment options, experts 
nearby and to meet other patients close to home.  Our 
Young Patients Committee is a forum for patients under 
40 and part of TNA’s effort to assist the full range of 
patients.  TNA sponsors regional and national conferences 
at which patients hear from and meet with neurosurgeons 
and other healthcare professionals who are experts 

in treating facial pain disease.  The book Striking Back 
continues to help thousands of patients to make better 
informed decisions.

Much has changed too.  In particular, TNA is evolving 
along with internet-based social media.  Our website, 
facepain.org, is an information resource and it receives 
over two million visits per year.  Many members 
participate in TNA’s Facial Pain Network and we have an 
active Facebook page too.  We also use the internet to 
keep patients informed with scientific and general news 
through the bi-monthly TNA Newswire.  The top-quality 
publication TNA Quarterly that you are reading now 
is distributed through both the mail and internet.  An 
update of Striking Back is underway and, in addition to 
new information on treatment options, it is the foundation 
for efficient digital updates and distribution in the future. 

There is more.  Neuropathic facial pain can be difficult to 
diagnose because it is rare, and TNA initiated a Healthcare 
Professional Education Program to accelerate correct 
diagnosis and speed effective treatment.  The Matt 
Redwine TNA Golf Tournament raises both necessary 
operating funds and awareness of trigeminal neuralgia.  
Finally, TNA’s Facial Pain Research Foundation is funding 
early-stage research that may lead to better treatments in 
the future. 

We thank Claire Patterson and Dr. Jannetta for their efforts 
as founders.  After 25 years, TNA is still focused on assisting 
individual patients and caregivers.  Call us, join us, support 
us.  I hope to see you at our 25th Anniversary Conference 
in New York on October 10-11, 2015.  Under Conference 
Chairman neurosurgeon Jeffrey Brown, MD, you will learn 
a lot from both the expert speakers and each other.

From the Chairman of the Board

Jeffrey Bodington, Chairman of the Board
TNA – The Facial Pain Association
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In this short article I will present my 
thinking on the question of what to call 
your face pain. Is it trigeminal neuralgia 
or something else? Does it matter?

I like digging into the past. The history 
of the many treatments dreamed up 
for trigeminal neuralgia is fascinating. 
So are the stories about the many 
names used to describe this condition. 
Across the centuries stabbing face pain 
has been called many things. Nicolas 
Andre’s moniker coined in the 1700”s, 
“tic douloureux”, has stuck, perhaps 
because it is so difficult to pronounce 
and because things French have an 
exciting mystery to them. However, the 
words “trigeminal neuralgia” and “tic 
douloureux” need to be left in history 
books. 

It is time to describe facial pain by its 
physiologic cause. Drop the history. 
There are two types of face pain: 
nociceptive and neuropathic. That’s all. 
Of course, you can have both. You can 
have them at different times or the same 
time, but that’s it.

Nociceptive pain is an unpleasant 
sensation that is perceived to arise from 
a specific body site. It is caused by a 
process that damages or is capable of 
damaging the body. What does all that 
mean? What is nociceptive pain?

It means that if you cut your hand, the 
skin is damaged. Nerve receptors detect 
the damage. Mechanoreceptors on 
nerve endings sense pressure changes. 
Thermal receptors detect heat changes. 
Chemoreceptors detect chemicals 
leaked by damaged cells. Peripheral 
nerves transmit signals to the spinal 
cord and on to the brain. But, pain is an 
odd thing. There is a “speech” center in 
the brain. There is a “motor” center in 
the brain. There is no “pain” center in the 
brain. 

How come? There is a word, “teleology” 
used to answer questions of “How 
come?” Teleology is the study of causes. 
In the case of the human brain, teleology 
comes down to an assumption that God 
built us this way for good reason. Pain, 
after all, is a good thing. At least, acute 
pain is a good thing. Without pain a child 
would never learn to avoid those things 
that cause injury- a hot stove, a sharp 
knife, a fast pitched baseball. If you could 
cut out the pain center or damage it, 
say with a head injury or a stroke, then 
you would be in deep trouble. Chronic 
pain is different. It has the element of 
“suffering” that goes with it. “Suffering” is 
measurable, but it is not physiologic. 

There are no “suffering” fibers in nerves. 
There do appear to be sites in the brain 
specific to “suffering.” These are the 

By Jeffrey Brown, MD

Dr. Brown is a neurosurgeon and Eastern Director of TNA’s 
Medical Advisory Board. Dr. Brown has published more 
than 35 articles in peer-reviewed neurosurgery journals on 
the treatment of chronic pain, especially facial pain. This 
article was previously published in the summer 2012 issue,  
and is being reprinted in response to patient inquiry.
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cingulate gyrus and the deeper region of the temporal lobe 
called the amygdala. The amygdala has something to do 
with anger and fear. Chronic pain has a lot to do with all that 
also.

By the way, “normal” sensation is detected in the parietal 
lobe of the brain and is “somatotopic.” This means that there 
is a site on the brain cortex dedicated to sensations from 
the face and is even more specific to parts of the face-eyes, 
mouth, lips, tongue. In the past, neurosurgeons have tried 
to literally cut out the face part of the parietal cortex to rid a 
person of their pain. It doesn’t work.

Let’s move on to the second basic kind of pain. This is the 
one most important to us in TNA-The Facial Pain Association. 
This is called neuropathic pain. This kind of pain occurs 
even when there is no detectable, ongoing tissue injury. The 
pain is located at sites where there is numbness present. 
The pain comes from the nerves themselves. 

We have a hard time describing this kind of pain. We don’t 
have the language for it. The medical terms are dysesthesias, 
paresthesias and allodynia. Dysesthesias are unfamiliar, 
unpleasant sensations that typically have a burning, 
electrical quality. Paresthesias are paroxysmal, shooting 
or stabbing. You know these, of course, as the pains of 
“classical” trigeminal neuralgia. Allodynia is a condition in 
which mild stimuli are felt to be painful. For example, a 
sunburn is associated with allodynia. It hurts you to touch 
the sunburned skin. It shouldn’t hurt, but it sure does.

So, simply put, neuropathic pain with a predominance of 
paresthesias is trigeminal neuralgia. Neuropathic pain with 
a predominance of dysesthesias is “TN type II” or facial pain 
when there is a constant, burning element to it.

It’s all neuropathic facial pain. We suspect that there is a 
progression in severity. At first, when the nerve is relatively 
healthy and sensitive, the paresthesias are severe (trigeminal 
neuralgia). When the nerve injury has progressed, then 
the paresthesias diminish but the dysesthesias increase in 
importance (TN2). That is not necessarily a good thing.

Just drop the words “typical,” “atypical” and “classical.” They 
don’t help you or the doctors to decide what to do for 
you. To be described as “atypical” has an unnecessarily 
emotionally negative twist to it. Also, it is tough to talk to 
anyone about the problem. Try giving a legal deposition 
while saying that your patient has “a typical form of 
trigeminal neuralgia”, or maybe the contrary: “your patient 
has atypical trigeminal neuralgia.” Nobody understands you. 
There is nothing “typical” or “atypical” about facial pain.

This is why we have moved from being the “Trigeminal 
Neuralgia Association” to “TNA-The Facial Pain Association.” It 
is like an exclusive club that has discovered the twenty-first 
century. Exclusivity is part of the past. Let’s deal with today. 
Naming what we have based on neurophysiology and not 
historiography is the first step. 

“Name” . . .continued from page 3
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TIC TALK
By Cindy Ezell

Making Certain Your Facial Pain 
Diagnosis Is Accurate!

Arriving at an accurate diagnosis for your 
facial pain may seem impossible, but in 
order to choose an appropriate treatment it 
is important to obtain an accurate diagnosis. 
What we know:

•  All maladies that effect the trigeminal nerve are not 
considered classic trigeminal neuralgia

•  Differentiating between the many classifications of 
facial pain is difficult

•  Many of the treatments for classic trigeminal neuralgia 
or TN1 are not effective for other types of facial pain 
and could even make the pain worse. 

In an effort to help you arrive at an accurate diagnosis, 
TNA turned to the author of the most widely accepted 
TN classification scheme, Dr. Kim Burchiel, Chairman 
of the Department of Neurological Surgery at Oregon 
Health & Science University. 

•  Type 1 trigeminal neuralgia (TN1) and Type 2 
trigeminal neuralgia (TN2) both relate to pains that 
emerge spontaneously, without  history of prior 
surgery (oral or craniofacial), or trauma. 

TN1 stands apart from most of these diagnoses in 
that the pain is episodic, triggerable, lancinating, and 
electrical in quality.  In TN1 there may be an element 
of constant pain, but it is minor compared to the 
lancinating pain.  TN2 pain can have elements of 
TN1-type pain, superimposed on a more bothersome 
constant pain (aching, burning, pressure), or may just 
be constant in quality without any superimposed 
lancinating pain.  

Ask yourself:  Was the pain spontaneous?

•  Symptomatic trigeminal neuralgia can echo either TN1 
or TN2, but the association with MS is clear.  

Ask yourself:  Do I have MS?

•  Likewise patients with Trigeminal Neuropathic 
Pain, Trigeminal Deafferentation pain, and Post 
Herpetic Neuralgia have mostly constant pain, with 
predominant aspects of burning, aching, pressure.  
These patients may, or may not, have occasional 
lancinating pain. 

•  Trigeminal Neuropathic Pain (TNP) is pain that comes 
after unintentional injury to the trigeminal system, 
including surgery (oral or craniofacial), or craniofacial 
trauma.

Ask yourself:  Did the pain occur after an 
unintentional injury to the trigeminal system? 

•  Trigeminal Deafferentation Pain (TDP) comes after 
intentional injury to the trigeminal system, such as 
rhizotomy (percutaneous or intracranial), akin to 
anesthesia dolorosa or one of its variants. 

Ask yourself:  Was the pain caused by intentional 
injury to the trigeminal nerve from a procedure

•  Post-herpetic Neuralgia (PHN) occurs after an outbreak 
of herpes zoster (Shingles) on the face.  

Ask yourself:  Did I have shingles? 

According to Dr Burchiel, the system that he uses 
breaks down facial pain into what are categories that 
follow the patient’s history.  What this means is that the 
patient can effectively make their own diagnosis.  In 
many cases this may be more accurate than a diagnosis 
by a clinician that is unfamiliar with facial pain. 

The goal is to help patients with facial pain find 
their own diagnosis, to help them seek out effective 
treatments, and to avoid ineffective, or potentially 
harmful treatments.  

Cindy Ezell, has been a TN patient for more than 25 years and is currently in charge of patient 
services for TNA.  In an effort to better arrive at an accurate diagnosis, Cindy turned to the 
author of the most widely accepted TN classification scheme, Dr. Kim Burchiel, Chairman of 
the Department of Neurological Surgery at Oregon Health & Science University.
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•  Classic Trigeminal Neuralgia, type 1, (TN1): 
(also known as tic douloureux) facial pain of 
spontaneous onset with greater than 50% limited 
to the duration of an episode of pain (temporary 
pain).  TN is often caused by loss of or damage to 
the nerve’s protective coating, (myelin). The most 
widely accepted view is that myelin damage 
results from irritation of the nerve, usually a blood 
vessel that causes the nerve to be compressed.

•  Trigeminal Neuralgia, Type 2, (TN2): facial pain 
of spontaneous onset with greater than 50% as a 
constant pain.

•  Secondary Symptomatic Trigeminal Neuralgia 
(STN): Pain resulting from multiple sclerosis.

•  Post- Herpetic Neuralgia (PHN): pain resulting 
from herpes zoster outbreak (SHINGLES) along 
the trigeminal nerve.

•  Trigeminal Neuropathic Pain (TNP): facial 
pain resulting from unintentional injury to 

the trigeminal system from facial trauma, oral 
surgery, ear, nose and throat (ENT) surgery, root 
injury from posterior fossa or skull base surgery, 
stroke, etc. This pain is described as dull, burning, 
or boring and is usually constant because the 
injured nerve spontaneously sends impulses to 
the brain. The injured nerve is also hypersensitive 
to stimulation, so attacks of sharp pain can also 
be present. The area which is sensitive to touch 
and triggers these sharp attacks is the same area 
where the pain occurs. Numbness and tingling 
are also signs of a damaged nerve.

•  Trigeminal Deafferentation Pain (TDP): facial pain 
in a region of trigeminal numbness resulting from 
intentional injury to the trigeminal system from 
neurectomy, gangliolsys, rhizotomy, nucleotomy, 
tractotomy, or other denervating procedures. 
Despite the loss of sensation, constant pain is 
felt in the numb area(s), which varies in intensity 
and can include sensations of burning, crawling, 
tingling, boring, stinging, and/or unpleasant 

aching. 

Classifications of Facial Pain

http://mountainviewregionalhospital.com
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Patients can derive not only symptomatic relief 
but actual physiologic healing in response to 
treatments that primarily work through beliefs 
and attitudes about an imagined reality.

—By David E. Bresler, PhD, LAc

During the many years that I directed the UCLA Pain 
Control Unit, one of the most valuable things I learned 
was that it is possible for someone to have pain and yet 
not suffer. When two patients were admitted with similar 
diagnoses, histories, demographics, and objective findings, 
we would often find tremendous variability in how well 
they were coping with pain and its consequences.

The poorly coping patients were anxious, depressed, 
unable to sleep, work, or engage in personal relationships, 
and they grieved their inability to function as well as 
they did previously. Many were stuck in anger about 
their pain or denial about its impact on their work and 
family relationships. Most regretted various choices they 
made that led to the pain experience, and many tearfully 
mourned their loss of health, function, purpose, meaning, 
income and relationships. Clearly, they were suffering and 
had little, if any, tolerance to their pain.

The highly coping patients reported much greater 
tolerance to pain in general, as well as a consistently 
positive attitude and focus on the future. “You don’t go 
forward looking backward,” one said. Although they had to 
make major lifestyle adjustments to cope with pain, most 
continued working as best they could. Many benefited 
from strong family or church relationships and support. 
All were eager to learn about any treatment alternative 
that might be of help, and most remained hopeful and 
optimistic about the future.

Pain Tolerance

Pain tolerance can have a huge impact on how patients 
respond to any type of medical treatment. With this 
understanding, we established five primary goals for the 
UCLA Pain Control Unit:

1.  To correct the underlying condition causing pain, if 
possible.

2.  To reduce or block the pain signal from reaching 
consciousness.

3.  To increase tolerance to pain so that it interferes less 

Raising Pain Tolerance Using 
Guided Imagery

Editor’s note: Many patients around the world have incorporated various pain management techniques into their  
treatment plan,  often in conjunction with pain medications or other treatments. The following article was suggested to 
us from a long time TNA Support Group Leader and reprinted courtesy of PPM online magazine

“Pain Tolerance”. . .continued on page 8
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with work, sleep, relationships, and lifestyle activities.

4.  To increase the ability to self-manage pain, and 
decrease dependence upon medications and 
medical care.

5.  To treat people in pain, 
rather than pain in 
people.

In the clinical situation, 
there are limitations in our 
ability to reverse severe 
physical pathology such 
as in treating degenerative 
neurological diseases, so our first goal often remained 
unmet. The Unit was based in the UCLA Department of 
Anesthesiology and despite our use of many interventional 
pain management techniques, we were also not always 
successful in blocking pain.

However, we found that guided imagery could be used to 
raise pain tolerance, facilitate restful sleep, elevate mood, 
increase motivation, reduce dependence, and promote 
self-management. Guided imagery techniques enabled us 
to best meet our remaining three goals, and they became 
one of the most effective ways to help our patients reduce 
suffering even when “nothing more (medically) can be 
done.”

Increasing pain tolerance is the basis of effectiveness of 
some of our most potent analgesics. I’ve long believed 
that opiates have little to do with pain, and everything to 
do with suffering and the inability to tolerate pain. When 
people in pain are given an injection of morphine, they 
often state that “it still hurts, but it doesn’t bother me.” This 
represents enhanced central tolerance to pain rather than 
decreased pain intensity, yet it enables patients to become 
significantly more comfortable and functional in their 
lives. Other techniques that mimic or stimulate endorphin 
release, such as acupuncture, may also be effective because 
of their ability to raise pain tolerance.

Factors Affecting Pain Tolerance

Pain tolerance is defined as the amount of pain that a 
person can withstand before breaking down emotionally 

and/or physically. Pain 
tolerance is distinct from 
pain threshold or sensitivity, 
which is the minimum 
stimulus necessary to 
produce the experience of 
pain.

The ability to tolerate 
pain has been studied 
by numerous researchers 

in their laboratories, and many interesting findings have 
been published. For example, experimental studies have 
demonstrated that pain tolerance decreases with age, that 
men have higher pain thresholds and tolerances and lower 
pain ratings than women, and that whites tolerate more 
pain than Asians.1,2

Other studies have shown that the presence of an 
individual who provides passive or active support reduces 
experimental pain. Whether the person who is with them 
during the painful event is a friend or a stranger, just the 
presence of another human helps subjects to tolerate a 
much higher level of pain than when alone.3

How relevant the results of such experimental pain studies 
are for clinical practice remains a controversial issue. 
Subjects in experimental studies know how and why the 
pain is being caused and that it will not continue for long 
or permanently harm them. This is not the case for people 
in chronic pain who often feel that their suffering will never 
end.

Some believe that regular exposure to painful stimuli 
will increase pain tolerance by helping the body to build 
“immunity” to the pain. However, the opposite appears 
to be true, for repeated painful experiences can teach a 
person how severe pain can become and how difficult 

...we found that guided 
imagery could be used to 

raise pain tolerance, facilitate 
restful sleep, elevate mood, 

increase motivation...
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it can be to get relief. In addition, 
greater exposure to pain results in 
more painful future exposures due to 
synaptic sensitization.4,5

Assessing Clinical Pain 
Tolerance

Most busy clinicians do not have 
the time, expertise, or temperament 
to measure pain tolerance utilizing 
complex experimental protocols with 
dolorimeters or cold pressor tests, 
even though it might be helpful to do 
so. Fortunately, there are two simple 
guided imagery techniques that can 
be used to assess a patient’s clinical 
tolerance to pain. The first involves 
having them create a mental picture 
of their pain at its worst by offering the 
suggestions in Table 1.

Table 1. 

An Image of Pain At Its Worst

“If it’s safe to do so, close your 
eyes for a moment, and bring 
to mind a time when your 
pain was at its very worst… A 
20 on a 0 to 10 scale… Don’t 
worry, we won’t do this for long, 
but take a moment to recall 
one or more times when you 
felt totally incapacitated by 
pain and completely unable 
to handle it… Get in touch 
with how this horrible pain 
experience affected you… and 
those around you … and all the 
things you were thinking and 
feeling when your pain was at 
its very worst… Let yourself 
remember for a moment 
how painful it was and how 
desperate you were at that 
time… As you get in touch with 

these feelings, allow an image 
to form in your mind’s eye 
that represents or symbolizes 
your pain at its very worst… 
Let the image convey all the 
physical aspects of your pain 
at its worst, as well as the ways 
it affected you emotionally 
and socially. ..Many different 
images or symbols or people 
may come to mind, which is 
fine, and when one particularly 
clear image has formed that 
represents or symbolizes your 
pain at its worst, describe it to 
me…”6

Once a clear image of their pain has 
formed, a variety of helpful Interactive 
Guided ImagerySM techniques can be 
employed, which I have described 
in detail elsewhere.7 For example, an 
experienced imagery guide can invite 
the patient to enter a dialogue with 
their pain, to ask why it’s there, what 
it wants, what it needs, what it has to 
offer, and under what circumstances 
it would be willing to leave. This can 
reveal important information about 
the source of the pain experience and 
how well patients relate to their pain.8

A Picture of Pain At Its 
Worst

I strongly encourage all clinicians to 
provide colored marking pens and 
paper so their patients can draw the 
image that represents their pain at 
its worst. Let your patients know that 
they do not have to be an artist and 
that their drawing can be as simple, 
abstract, or comprehensive as they 
want.

As they say, “A picture is worth 1000 
words” and a close examination of 

such patient drawings can reveal 
critical information about their pain 
experience that you will not find 
revealed in any medical history or 
standardized psychometric tests.

For example, Figure 1 shows a drawing 
by a patient with post-laminectomy 
pain who has been totally victimized 
by chronic pain. He ultimately revealed 
that the pressure on the clamp that 
was making his pain unbearable 
was being applied by a close family 
member who he could not control. 
By resolving this family conflict and 
learning to use imagery techniques 
for pain control, this patient was 
able to raise his pain tolerance 
sufficiently to permit his return to 
gainful employment. While this 
patient obviously has artistic talent, 
such pictures can be as simple as stick 
figures while still providing clues to 
the patient’s pain.

Figure 1.

Another picture drawn by a patient 
with migraines—depicting hands 
clamping the legs, tearing out guts, 
punching the jaw, choking the neck, 
pulling out an eyeball still attached 
to its optic nerve, pulling hair, and 
stabbing and shooting pointblank into 
the head—clearly is not tolerating the 
pain well.

“Pain Tolerance”. . . .continued on page 10
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The SUTS Scale

The second assessment technique is equally simple. Many 
clinicians use a SUDS (Subjective Units of Discomfort) scale 
to measure pain intensity by asking, “On a scale of 0 to 10, 
where 0 represents no discomfort, and 10 represents the 
greatest discomfort you can imagine, how uncomfortable is 
your pain right now?”

We can also utilize a 
SUTS scale (Subjective 
Units of Tolerance 
Scale) by asking, “On a 
scale of 0 to 10, where 
0 represents no ability 
whatsoever to deal with 
or tolerate pain, and 10 
represents the greatest 
tolerance, endurance, 
and strength you 
can imagine yourself 
achieving, how well are 
you tolerating your pain 
right now?”

As I record their 
tolerance ratings, I 
respond by saying, 
“How would you like 
to learn a way to make 
it 20, 30, maybe even 
100?” and rarely get 
turned down.

Guided Imagery 
and Healing

Mental images—formed long before we learn to 
understand and use words—lie at the core of who we 
think we are, what we believe the world is like, what we 
feel we deserve, and how motivated we are to take care of 
ourselves. They strongly influence our beliefs and attitudes 
about how we fall ill, what might help us get better, 
and whether or not any medical and/or psychological 
interventions will be effective or even helpful. For these 

reasons, learning how to guide our patients’ imagery can be 
an enormously powerful tool for modern pain therapists.

A mental image can be defined as a thought with sensory 
qualities. It is something we mentally see, hear, taste, 
smell, touch, or feel. The term “guided imagery” refers to a 
wide variety of mind/body techniques, including simple 
visualization and direct suggestion using imagery, metaphor 
and storytelling, fantasy exploration, game playing, dream 

interpretation, drawing, 
and “active imagination” 
where elements of the 
unconscious are invited 
to appear as images that 
can communicate with the 
conscious mind.

Once considered 
“mumbo-jumbo,” or at 
best, an “alternative” or 
“complementary” approach, 
guided imagery is finding 
widespread scientific9 and 
public10 acceptance, and 
nearly ever bookstore now 
offers guided imagery self-
help CDs or DVDs.11

Research on the 
omnipresent placebo effect, 
the standard to which we 
compare all other modalities 
(and find relatively few more 
powerful), has provided 
some of the strongest 

evidence for the power of the imagination and positive 
expectant faith in healing.

If people can derive not only symptomatic relief, but actual 
physiologic healing in response to treatments that primarily 
work through beliefs and attitudes about an imagined 
reality, then learning how to better mobilize and amplify 
this phenomenon in a purposeful, conscious way becomes 
an important, if not critical, area of investigation for modern 
medicine.

“Pain Tolerance”. . . .continued from page 9
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Imagery Has Physiological 
Consequences

In the absence of competing sensory cues, all the systems 
in the body respond to imagery as they would to a 
genuine external experience. For example, take a moment 
to imagine that you have a big, fresh, juicy yellow lemon 
in your hand, just plucked this morning. Allow an image 
of this lemon to form in your mind’s eye so you can fully 
sense its heaviness and smell its fresh, lemony tartness. 
Now, imagine taking a knife and carefully cutting out a 
thick, juicy section from the lemon. In a moment, I’d like 
you to imagine taking a big bite of the lemon slice, and 
as you do, feel that sour, tart lemon juice explode in your 
mouth, saturating every taste bud so fully that your tongue 
begins to curl as your lips pucker up…

To the extent you were able to imagine this vividly, even as 
you read it, the image probably produced some salivation, 
for the autonomic nervous system easily understands and 
responds to the language of imagery.

Here is the crux of the matter: If imagining a lemon makes 
you salivate, what happens when you imagine that you are 
a hopeless, helpless victim of never-ending pain? Doesn’t it 

tell your body’s intrinsic healing systems to stop and  
give up?

Imagery, Attention, and Worrying

Some people feel that they have little ability to create 
images in their minds, but everyone can cultivate this 
talent to an amazingly high degree. In fact, the most 
common way that people use imagery is by worrying. 
What we worry about is never happening in the real world, 
only in our imagination. We regret the past, which has 
already happened, or become fearful about the future, 
which is a total fantasy since it has not happened yet.

People in pain worry all the time. They worry that their 
pain will never end and that they will remain helplessly 
immobilized by something they cannot control and 
cannot endure. As a result, they usually have little difficulty 
describing an image of their pain at its very worst. I’ve 
often heard phrases like, “a swarm of fire ants are chewing 
on the nerve”, or “a gigantic elephant is sitting on my chest.” 
These are familiar and powerful images that immediately 
come to mind as soon as the first symptoms of pain 
emerge.

Neurosurgeon Stephen Griffith, M.D., treats facial pain patients 
of all ages using surgical or non-surgical treatment tailored to 
each patient’s unique needs. Using state-of-the-art diagnostic 
technology, including 3-D MRI/MRA, Dr. Griffith provides a full 
array of leading-edge treatment options, including microvascular 
decompression, internal neurolysis, and radiofrequency gangliolysis. 
The experts at Saint Luke’s Marion Bloch Neuroscience Institute 
offer coordinated, world-class care designed to help patients live a 
future without pain.

Facing the Future 
Shouldn’t be a Painful Experience

Contact
816-932-2700

4400 Broadway, Suite 510
Kansas City, MO 64111

saintlukesneuro.com

2014-1620_SLMBNI_TNA_Qtr_ad.indd   1 12/8/14   9:15 AM
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There is an old saying that “whatever 
you give your attention to grows,” 
whether it is your garden, your 
children, your worries and fears, or your 
experience of pain. Because patients 
tend to worry about pain at its worst 
much of the time, this image gets a lot 
of attention. As a result, it grows very 
large and soon becomes a major focus 
of the patient’s life experience.

These negative images can also 
become self-fulfilling prophecies, for 
they have the power to create their 
own reality in the body, just as thinking 
of a lemon can make you salivate. 
If a patient experiences pain as “a 
sizzling hot poker that is constantly 
being stabbed into my knee”, or as 
“a lion gnawing on my back, tearing 
deeper into my nerves with every 
bite”, such images can have profound 
physiological effects that can increase 
the experience of suffering and 
interfere with the body’s natural pain 
relieving abilities.12

Negative Imagery as  
a Habit

Over time, thinking about the image 
of pain at its worst becomes habitual, 
and despite reassurance from health 
care providers, family, and friends, 
patients tend to remain constantly 
anxious that it will occur again. While it 
may be counter-intentional to focus so 
much attention on this horrible image, 
many patients feel that they are unable 
to stop thinking about it, just as they 
were unable to quit smoking or lose 
weight. Painful negative imagery has 
become a habitual way of thinking.

How do you best break an old 
habit? By learning a new one that is 
incompatible with the old one, and 
then by thoroughly reinforcing the 
new habit until it replaces the old 
one. In other words, to stop a patient’s 
habitual way of thinking that pain 
will always be unbearable, we need 
to create a new image of pain that is 
incompatible with the old one, and 
then reinforce it by giving it as much 
attention as possible.

A Picture of Pain At Its Best

In addition to drawing a picture of 
their pain at its worst, I invite patients 
to get in touch with their pain at its best 
by using the suggestions in Table 2.

Table 2. 

An Image of Pain At Its Best

“Now that you’ve drawn a 
picture of your pain at its worst, 
let that image go and clear 
you mind… Let’s now draw a 
second picture that represents 
your pain at its best. Here’s 
how… Close your eyes for a 
moment and recall a time when 
you were having a lot of pain, 
but you were able to handle it 
really well… Maybe it was an 
important event of some kind 
and, although your pain was 
present, it sure didn’t stop you 
from doing what you wanted or 
needed to do… It was quite an 
accomplishment, for somehow, 
this time, you were amazingly 
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strong, determined, tough, and 
able to overcome the pain… 
As you recall how well you 
managed that situation despite 
being in pain, allow another 
image to form that represents 
or symbolizes the pain you 
were able to manage, the time 
when your tolerance was very 
high, and your pain was at its 
best… Again, incorporate all 
the physical, emotional, social, 
and spiritual aspects of this 
experience and when an image 
of your pain at its best becomes 
clear, describe it to me.”6

Once this image comes to 
mind, I ask the patient to draw 
a picture that represents their 
pain at its best. If a patient has 
difficulty creating a positive 
image of pain, it is usually 
because they are highly 
anxious and so uncomfortable 
that they do not want to 
acknowledge that pain can 
ever be “at its best.” In such 

cases, it is very helpful to teach 
them basic relaxation skills 
using other guided imagery 
techniques such as Conditioned 
Relaxation.13

The Importance of 
Relaxation

While anxiety, fear, stress, and 
emotional upset do not usually 
cause pain, these emotions can 
greatly amplify the pain signal and/or 
significantly reduce tolerance when 
they continue unabated over time.

When a patient becomes stressed 
and afraid that their pain is going to 
get out of control, the pain signal 
becomes increased which makes pain 
less tolerable and more difficult to 
handle. Teaching patients how to relax 
can help to calm their nervous system 
and often reduces or eliminates the 
amplification effects of anxiety and 
stress.

We usually begin by having patients 
sit down or lie down, close their eyes, 
and focus all of their attention on 
their breathing. Once they do, we 

ask them to make their breathing a 
little bit slower, deeper, quieter and 
more regular. This alone can be highly 
effective in reducing stress and anxiety. 
A simple relaxation exercise is included 
in Table 3.

Table 3. 

Basic Relaxation Training

Let’s start by taking a few slow, 
deep abdominal breaths… 
Inhale… Exhale… Inhale… 
Exhale… Simply focus your 
attention on your breathing 
right now and let everything 
else go for a few minutes… Just 
breathe slowly and deeply from 
the abdomen… Letting your 
breathing become slower… 
Deeper… Quieter… And more 
regular… As you inhale, bring 
healing nourishing oxygen 
and restoring life energy to 
every cell of your body… And 
as you exhale, blow away any 
worries or concerns… Inhale… 

“Pain Tolerance”. . . .continued on page 14
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Exhale…

As you focus all your attention 
on your breathing, you may 
be surprised to notice how 
easily this kind of slow deep 
breathing alone can help to 
produce a nice state of deep, 
gentle relaxation… Just let go 
and allow your body to breath 
itself according to its own 
natural rhythm, as it becomes 
slower, quieter, deeper, and 
more regular… 

Good. Now let’s begin by 
taking a Signal Breath, a special 
message that tells your body 
you are ready to enter a nice 
state of deep relaxation. Simply 
exhale… breath in deeply 
through your nose… and blow 
our through your mouth… 
You may notice a kind of 
tingling sensation as you take 

the signal breath. Whatever 
you feel is your body’s way of 
acknowledging that it’s ready 
to focus inside and experience 
greater relaxation, comfort, and 
peace of mind…

Remember your breathing, slowly 
and deeply … If you like, imagine 
that there’s a ball of pure energy or 
white light that starts at your lower 
abdomen, and as you inhale, it gently 
rises up the front of your body to your 
forehead… And as you exhale, it goes 
down your spine, down your legs, and 
into the ground… .

Again, imagine a ball of pure energy or 
white light rising up the front of your 
body to your forehead as you inhale … 
And as you exhale, it goes down your 
spine, down your legs, and into the 
ground… Circulate this ball of energy 
around for a few moments, and as you 
do, allow its circulation to move you 
into an even deeper state of relaxation 
and comfort… .

If you like, you can use this ball of 
energy as a kind of energetic sponge, 
absorbing any tension, tightness, pain, 
or discomfort from anywhere in your 
body draining it down your legs, down 
your spine, and into the ground… 
Leaving you feeling relaxed, much 
more comfortable, and at ease…

Each time you inhale and exhale and 
circulate the ball of energy, you may 
be surprised to find yourself twice 
as relaxed as you were a moment 
before… Twice as comfortable… 
Twice as peaceful … For with each 
breath, every cell of your body 
becomes even more relaxed and 
comfortable as any remaining tension, 
tightness, pain, or discomfort drains 
down your spine, down your legs, 
and into the ground… Continue to 
circulate this ball of energy around for 
a few moments more until you are as 
totally comfortable as you can be right 
now…

Remember that like any other activity, 
the more you practice, the better you 
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become… If you practice using the 
ball of energy to relax yourself this way 
at least once or twice daily, you’ll soon 
find that you can automatically relax 
just by taking the Signal Breath… So 
keep practicing… It will help a lot…

When you end this imagery exercise in 
a few moments, you may be surprised 
to notice that you’ll feel not only 
relaxed and comfortable, but also 
refreshed and energized with such 
a powerful sense of well being that 
you will easily be able to meet any 
demands that arise… To finish, simply 
open your eyes and take the Signal 
Breath once more. Exhale… Inhale 
deeply through your nose… Blow out 
through your mouth… and be well.”13

After focusing on their breathing, 
we ask them to systematically scan 
each part of their body and to notice 
any parts that still have any tension, 
tightness, pain, or discomfort. If they 
do, we ask them to use their breath 
to blow away any discomfort as they 
exhale, and as they inhale, to bring 
healing, nourishing oxygen to every 
cell in the area of discomfort.

Next, we ask them to bring to mind a 
place that is very beautiful, peaceful, 
safe and comfortable—a place 
that they love to think of in their 
imagination. It might be a real place 
they’ve actually visited, or a place 
they’ve totally invented. Once there, 
we ask them to notice what they see, 

hear and smell, what the temperature 
is like, and what time of day it is.

As they pay attention and focus on 
different sensory cues, their body’s 
regulatory systems respond as if they 
are actually in such a place. This shifts 
the autonomic nervous system into 
more parasympathetic activation, 
generating the relaxation response.

Thanks to recent studies with 
functional MRIs, we now know that 
when people imagine that they see 
trees, flowers and a beautiful blue sky, 
they actually activate the occipital 
areas of their brains. When they 
imagine hearing sounds, they activate 
the temporal lobes of their brains. 
As they imagine the different senses, 
they actually activate different parts of 
the brain that normally process those 
senses.

In other words, when the brain 
concludes that “This looks like a 
beautiful, peaceful place, it feels like it, 
it sounds like, and it smells like it,” the 
entire body responds by becoming 
more relaxed, just as if it were there.

Mind-controlled Analgesia

This guided imagery technique can be 
used once patients have drawn their 
pictures of pain at its worst and best 
(see Figures 2a and 2b, respectively). 
Mind Controlled Analgesia (MCA) is 
designed to elevate pain tolerance by 
transforming the first image into the 

second. After inducing relaxation as 
discussed above, typical suggestions 
for MCA are shown in Table 4.

Figure 2a. Patient drawing of 
pain at its worst.  Figure 2b. 
Same patient drawing of pain 
at its best.

“Pain Tolerance”. . . .continued on page 16



16 -------------- TNA Quarterly : The Journal of The Facial Pain Association

Table 4. 

Mind Controlled Analgesia

“Now, for just a few moments, 
bring to mind the image of your 
pain at its very worst… If you 
can, recall the first picture you 
drew as fully and as clearly as 
possible. As you remember this 
image of your pain at its worst, 
also recall all the problems 
associated with this horrible 
experience… How badly it 
affected you and those around 
you…

Now watch what happens as 
you convert and transform the 
image of your pain at its worst 
to the one of your pain at its 
best… Let go of the first image, 
let it fade, and bring to mind 
the second picture you drew 
of your pain at its best… Take 
a few moments to also get in 
touch with the experience this 
more positive picture brings 
to mind… Recall all the details 
of what was going on when 
you were able to handle your 
pain so well. What were you 
doing?… Why was it important 
or significant?…

As you think about your pain 
at its best, notice that your 
pain didn’t seem to stop you 
from doing what you wanted 
or needed to do… Somehow, 
you were able to endure it and 
focus on what was important… 
Remember how grateful you 

were that pain didn’t shut you 
down and feel that gratitude for 
a few moments.

Now notice what’s different 
about the two pictures of pain 
you drew… What’s needed 
to convert the first picture to 
the second?… How can you 
imagine that happening?…

If the first picture includes a 
part of your body that has been 
injured, for example, you might 
find it helpful to imagine fresh, 
new blood freely flowing to that 
area as you relax, carrying with 
each heartbeat the precious 
oxygen and vital nutrients 
essential to the healing 
process…

As your muscles, ligaments, 
and tendons relax more and 
more, your blood vessels 
serving this area can open up 
more and more, carrying life 
energy to every cell, cleansing, 
healing, nourishing, rebuilding 
and restoring them to optimal 
functioning…

Imagine any areas of irritation, 
inflammation, or infection being 
quickly repaired and replaced 
by new healthy tissue… 
Imagine any areas of discomfort 
that remain becoming healed 
and restored…

If the first picture represents any 
emotional pain, fear, anxiety, 
depression, anger, or grief you 
have experienced, imagine 

those feelings dissolving and 
fading away, being replaced 
with a sense of gratitude and 
relief as you bring the second 
picture to mind, remembering 
that you have the ability to 
tolerate your pain and that you 
can live a full and functional 
life… What is needed right now 
to manifest the tolerance you 
experienced when your pain 
was at its best?…

Use your creative imagination and 
transform the picture of pain at its 
worst into the picture of pain at its 
best… Anything is possible in your 
imagination, so be creative… And 
make it happen… By focusing and 
concentrating your attention on the 
experience of being able to handle 
your pain, of being able to do all you 
want or need to do, you encourage 
your body to make this possibility a 
greater reality in your life…

Take a few moments more to enjoy 
fantasizing about this… Allow yourself 
to imagine how it feels to be in control 
of your pain, to smile and laugh again, 
and to experience a new sense of 
total freedom that allows your body to 
move in harmony and balance… Your 
abilities and confidence returned… 
How good it feels to know that you 
have the ability to tolerate pain…

Before we end this exercise, remind 
yourself that every time you start to 
bring to mind the image of pain at its 
worst, you will immediately replace 
it with the image of pain at its best, 
remembering that if it’s important, you 
can do it… You’ve demonstrated your 
ability to tolerate pain and you can do 
it again now…
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When we end this exercise in a few moments, you may 
be surprised to notice that you feel much more relaxed 
and comfortable, and also energized with such a powerful 
sense of wellbeing that you will easily be able to meet any 
demands that arise… To finish, simply open your eyes and 
take the Signal Breath once more. Exhale… Inhale deeply 
through your nose… Blow out through your mouth… and 
be well.”13

After learning MCA, patients are reminded that every time 
that they start to bring the picture of pain at its worst to 
mind, they need to immediately transform it into the picture 
of pain at its best, remembering that they have the ability 
to tolerate their pain, and it is time to put that ability into 
practice.

Problem Solving

Some people think they cannot draw pictures in their 
imagination because they “don’t see anything.” That is 
fine because imagination is not necessarily what you see, 
but what you experience. Can you recall the song Jingle 
Bells? Do you remember how it goes? Are you “hearing” 
Jingle Bells or just imagining it? In the same way, it does 
not matter whether you “see” anything or not if you can 
experience it, like the taste of an imaginary lemon.

If your patient reports that their mind wanders or they 
find it difficult to concentrate, make sure they’ve removed 
anything distracting from their environment and encourage 
them to stay with it. Tell them not to be alarmed or 
frustrated, and to simply imagine that any distracting 
thoughts are like passing butterflies, flittering off into the 
distance. Suggest that they let them go and return their 
attention to remembering that they know how to  
tolerate pain.

Resources

If your patients are still having difficulty mastering Mind 
Controlled Analgesia, I recommend that you refer them to 
a Certified Interactive Imagery Guides. These are licensed 
clinicians and health educators who have been rigorously 
trained and then certified by the Academy for Guided 
Imagery. More information and a free referral directory can 
be found online at www.AcadGI.com.

Patients can also benefit by listening to pre-recorded CDs 
that contain “over the counter” strength guided imagery 
exercises. While not as personalized as working with a 
certified imagery guide, they provide an inexpensive way 
for patients to learn on their own. When using CDs, its 
important for the voice of the guide to be pleasing to the 
listener, and that the pacing (or speed) of the imagery is 
comfortable and relaxing. If the suggestions are offered too 
quickly, the experience can become frustrating since the 
images do not have enough time to fully develop. And if it 
moves too slowly, the experience becomes very boring and 
listeners then doze off to sleep. CDs created by the author 
are available at www.acadgi.com/imagerystore.

The Academy also trains health care providers who are 
interested in incorporating guided imagery into their 
practices. The introductory program requires only thirteen 
hours of home study, after which they are able to begin 
utilizing the basic techniques that are suitable for many 
acute and chronic pain problems.
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The holidays have come and gone.  
We partied. We ate. We (over)

indulged. We exchanged gifts. And 
for many of us, we wore ourselves 
ragged. But now that we are focusing 
on a new year, let’s take some time 
to give ourselves the most important 
present possible – the gift of self-care.

1.  Touch base with the most 
important person in your life – 
YOU. How are you doing after the 
holidays? Are you stressed? Tired? 

Rejuvenated? Take stock of your 
own sense of well-being so you 
can craft a plan for this new year.

2.   Relax, already. Who said holidays 
are “relaxing?”  For many of us, 
holidays are the farthest thing 
from being relaxing. They can 
bring on stress, mixed emotions, 
and just plain exhaust us. The 
holidays are over. Celebrate the 
fact that you made it through the 
season and turn the focus back 

to yourself. You did it. You made 
it through the holidays. Congrats! 
Now, let’s all exhale.

3.  Be Cautious with New Year’s 
Resolutions. It’s important to 
make sure your resolutions 
are realistic and you are not 
setting yourself up for failure. 
Perhaps one resolution could be 
a more positive outlook about 
having a chronic illness. Try to 
have a resolution to educate 

Ten Tips for Self-care in 2015
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others about what you deal with on a daily basis. 
Resolutions can be empowering if you set them 
accordingly. But if you don’t set any, that’s ok too. 
Resolutions are not obligatory benchmarks for an 
improved life.

4.  Prioritize your Mental Health. Many people, especially 
those with chronic illness, can find themselves with 
increased depression or anxiety in the winter months. 
If you find yourself feeling hopeless, sad, or anxious, 
be sure to speak up. Talk to your practitioner about 
treatment options for depression or anxiety. Find 
solace in support groups, communicate with fellow 
sufferers, ask friends to help if you feel overwhelmed 
by a combination of illness and depression. 

5.  Embrace new habits physically, mentally, and 
emotionally. Common resolutions include losing 
weight, quitting smoking, getting to the gym more, 
etc. All of these are great, but let’s not forget about 
the other aspects of your health. Find small ways 
to include new habits in your life that cater to your 
mental and emotional well-being.  It could be a 
weekly bubble bath and using no-rinse shampoo 
to avoid getting your face wet.  Perhaps a dedicated 
coffee date with your best friend would help or 
simple things like turning off the mobile devices at 
night and instead writing in a journal. There are a lot 
of things about facial pain that we can’t control, so 
let’s focus on the ones we can.

6.  Get plenty of sleep. Chances are you have lost a 
few winks of sleep over the holidays. For many of 
us lack of sleep can trigger our pain. Catch up on 
sleep so that your pain does not get elevated to an 
unmanageable level. 

7.  Surround yourself with supportive people. The 
holidays often bring relatives or friends in from out of 
town who do not see what you go through on a day 
to day basis and are therefore less likely to empathize 
with your illness and the strains it puts on your life. 
Endeavor to surround yourself with people who 
have the ability to understand your need to rest and 
the need to say “No” to parties or outings. Move on 
from the stress of holiday visitors and go back to the 
people who lift you up.

8.  Just say no. During the holidays, many of us said 
yes to things that we did not actually want to do, 
or our bodies did not like us doing! Evaluate your 
obligations and remind yourself that it is okay to say 
no to people. You do not have to justify your reasons 
to others and others don’t have to like the fact that 
you said no. One of the most important facets of self-
care is learning how to set boundaries and sticking to 
them. 

9.  Prepare for the weather. Cold is a major trigger for 
many TN sufferers. Even those of us who live in the 
warmest of climates can be impacted by a drop in 
barometric pressure or rapid changes in temperature. 
Try head scarves, full face masks, or hoods. If putting 
clothing too close to your face is a trigger, limit your 
exposure. Look into remote car starters to decrease 
your time spent in the cold. 

10.  Educate and empower yourself. As you embark 
upon another year of your facial pain journey, 
take time to educate yourself about the latest 
information out there. Perhaps there’s a new 
alternative medicine treatment that you are 
interested in trying – take time to learn about it. 
Connect with fellow facial pain patients through 
TNA-The Facial Pain Association to learn ideas and 
share your own. “Like” our YPC page on Facebook 
and share your tips with us and fellow young 
patients. 
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