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Abstract Psychogenic pain is considered to be pain that has a psychological origin. In this paper, I pro-
vide a brief history of the ways in which such pain has been interpreted and classified, highlighting the
problem that psychogenic pain is typically defined by excluding organic evidence that could account for
the sufferer’s experience. This has led to ambiguous disease classifications, which challenges the authentic-
ity of the patient’s suffering. Today psychogenic pain is no longer considered a valid diagnosis, because it
is deemed to stigmatize the patient by implying that their pain is imaginary. But such stigmatization con-
tinues in the modern approach to chronic pain. Addressing this issue requires us to understand the rela-
tionship between “emotional” and “physical” pain and acknowledge the reality of all suffering. Radden
tackles these issues by showing that even though pain and suffering can be accompanied by mistaken be-
liefs, such experiences cannot be delusional.
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che mettono in discussione 'autenticita della sofferenza del paziente. Oggi, quella di dolore psicogeno non
¢ pil considerata una diagnosi valida perché ritenuta stigmatizzante, implicando che il dolore del paziente
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IN HER WELL-KNOWN STUDY on pain and suffer-
ing, Scarry writes: «Pain enters into our midst as
at once something that cannot be denied and
something that cannot be confirmed [...] To have
pain is to have certainty; to hear about pain is to
have doubt>». ' Even if everyone knows what it
means to feel pain, hearing about someone else’s
pain immediately plunges us into a situation of ab-
solute not-knowing. This is due to the peculiar na-
ture of pain: while it is recognized to be a bodily
sensation, pain is also subjective and private, an
intimate experience directly available only to the
sufferer. The epistemic status of pain’s is so pecu-
liar that, as Aydede puts it, «the existence of this
object seems to literally depend on my epistemic
access to it: it seems to go out of existence when I
cease to feel it (perceive it)».”

As Radden notes, the intrinsic subjectivity and
privacy of pain has attracted philosophical atten-
tion, especially with regard to the supposed incor-
rigibility of the sufferer in relation to her own ex-
perience of pain. Clinical conditions such as phan-
tom limb pain clearly show that it is possible to
have misrepresentations of pain, i.e., inaccurate
perceptions of features of pain, such as the loca-
tion where the damage is experienced to be. But
even in such cases, the sufferer’s epistemic author-
ity in relation to the presence of pain should not
be questioned since pain, by definition, is either
felt or not.”? Scientific research is, in fact, careful to
note that pain — whether associated with tissue
damage or not - is always real. But at the same
time, pain reports that cannot be related to de-
tectable tissue damage are usually seen as less reli-
able, and patients suffering these conditions often
feel stigmatized. This is because their experiences
are interpreted as psychogenic; their reality is still
challenged because in the mind becomes equated
with imaginary. Radden traces this idea — that a
suffering experience can be hallucinatory, thereby
linking it to hypochondriac or imaginary illness —
back to Kant’s description of melancholic suffer-
ing; in the Anthropologie, Kant describes this con-
dition as a «mere delusion of misery which the
gloomy self-tormentor creates for himself>»* As
Radden notes, a similar conception of delusional
suffering might be found in the DSM-IV classifi-
cation of psychogenic pain.

In her work, Radden investigates whether it is
possible to have imaginary experiences of pain and
suffering and shows that such feelings resist being
imagined in a certain key way, whether or not they
are associated with tissue damage. According to
the author, just as there cannot be delusional “so-
matic pain” neither can there be delusional “emo-
tional pain”. The idea that these different forms of
suffering might (and should) be related in terms of
their imaginability represents an original ap-
proach, particularly given the disjunctive view of
the phenomenon of pain assumed in scientific

classifications. This medical perspective, which
discriminates between “organic” (somatogenic)
and psychogenic pain, is based on the idea that
when reported pain is not accounted for by the
presence of detectable tissue damage, it has to be
of psychological origin.

In this work, I present a history of psychogenic
pain, focusing on the ways in which it has been in-
terpreted as a pathological entity and classified as
a mental disorder. The principal troublesome issue
is that such pain is identified by excluding any or-
ganic cause for the pain that the patient has re-
ported. This is clear both from the DSM classifica-
tion as well as from the first definition of pain
provided by the International Association for the
Study of Pain (IASP). Notwithstanding several at-
tempts to identify psychogenic pain as a specific
disorder, it is now considered to be an artificial
construct, lacking positive criteria and, as a result,
clinically useless. A particularly troublesome issue
is the stigmatizing implication that psychogenic
means imaginary, i.e., unreal pain.

Today psychogenic pain is rejected as an out-
dated concept, deemed to be a residue of Carte-
sian mind/body dualism. It is also recognized that
the distinction between somatogenic and psycho-
genic pain makes no sense in relation to current
scientific knowledge. At the same time, crucial is-
sues underlying the notion of psychogenic pain
must be tackled, especially those that relate to
complex types of suffering such as chronic pain. In
this context, acknowledging the reality of all expe-
riences of pain and suffering is not merely tauto-
logical, but a task that requires careful attention:
crucial issues remain to be clarified. This is what
Radden achieves with her inquiry: Is it possible to
have imaginary experiences of pain? And, if so,
what does this mean? Is it possible for an individ-
ual to have unreal experiences of pain and suffer-
ing, i.e., to believe they are in pain when they are
not? How can psychiatric conditions such as de-
pression act on feelings of pain and suffering?
Might it generate them? What is the relationship
between pain related to tissue damage and pain
not associated with any detectable tissue damage?
In her study, Radden shows that (i) feelings of
pain and suffering resist being imagined and (ii)
this is valid for any kind of pain and suffering ex-
perience, whether it is associated with tissue dam-
age or not; therefore, instead of distinguishing
these experiences on the basis of imaginability,
they can be allied on this ground: (iii) psychogen-
ic, like somatogenic pain and suffering, cannot be
imaginary (unreal), even if (iv) it is possible to
have delusions about these afflictions.

1 Pain and medicine

Medicine has historically resisted acknowledg-
ing the opacity of pain experience,’ mainly be-
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cause pain has always been recognized as a valua-
ble symptom and therefore a pivotal tool in the
diagnostic process. According to this standard
view, the physician’s question “Where does it
hurt?” is the prologue to the clinical encounter. In
an ideal scenario, an accurate description of the
patient’s pain will allow the doctor to make a di-
agnosis, discover the pathological entity causing
the pain and, finally, bring about healing and the
cessation of pain. In this perspective, pain is a
physiological warning signal, a bell that rings,
loudly and precisely indicating where the patho-
logical process lies. In the second half of the 20™
century, this paradigmatic view of pain (largely
underpinned by a neurophysiological theory that
dates back to Descartes) began to be challenged,
especially in the wake of several clinical studies.
Phantom limb pain and other pathological mani-
festations of pain clearly showed the inconsistency
of the view that pain was a trustworthy marker of
disease and led to the notion that pain could itself
constitute a disease. In his 1940 work, The surgery
of pain, Leriche states: «physical pain is not a simple
question of nerve impulses moving at a fixed speed
along a nerve. It is the result of the conflict between a
stimulant and the individual as a whole».® As
Canguilhem remarks, Leriche conceives of pain as
something that, far from just happening to the indi-
vidual, involves and is always shaped by the sufferer
in their complexity.” This conception of pain as an
experience led to the definition of douleur-maladie
(pain-disease), for Leriche sees pain as «a monstru-
ous individual phenomenon and not a law of the
species. A fact of disease».® Leriche’s view was
aimed at forcing physicians to abandon their fatal-
istic conception of pain as a natural (therefore some-
how acceptable) disease-related fact; about 10 years
later, John J. Bonica, the founding father of pain
medicine, echoed this view, defining chronic pain as
a pathological entity.’

The idea that pain was not solely a physiologi-
cal sensation underpinned by direct transmission
from the skin to the brain was acknowledged by
the scientific community in the second half of the
20* century. In 1965, Ronald Melzack and Patrick
D. Wall put forward their Gate Control theory, a
neurophysiological theory of pain mechanisms.
They presented pain as the final outcome of a
complex system of modulations of the original
stimulus involving different factors, both physio-
logical (i.e., fibre activity) as well as psychological
(anxiety, attention, prior experience). This
ground-breaking view of the phenomenon led to
the scientific definition of pain formulated in 1979
by the IASP. The statement reads as follows:
«Pain is an unpleasant sensory and emotional ex-
perience associated with actual or potential tissue
damage or described in the terms of such a dam-
age».'" In the accompanying note, it is added:

Pain is always subjective [...] Many people re-

port pain in the absence of tissue damage or
any likely pathophysiological cause; usually this
happens for psychological reasons. There is
usually no way to distinguish their experience
from that due to tissue damage if we take the
subjective report. If they regard their experi-
ence as pain, and if they report it in the same
ways as pain caused by tissue damage, it should
be accepted as pain. This definition avoids ty-
ing pain to the stimulus. Activity induced in
the nociceptor and nociceptive pathways by a
noxious stimulus is not pain, which is always a
psychological state, even though we may well
appreciate that pain most often has a proxi-
mate physical cause."!

This statement was undeniably revolutionary.
For the first time, it offered a scientific definition
of pain as an experience, a subjective phenome-
non. As the proponents clarified, this implied that
if an individual claimed to be in pain, their report
must be accepted as true — whether or not detect-
able tissue damage was present. The definition
was, in fact, careful to note that nociception (the
detection of a noxious stimulus) is not pain, which
is always a psychological state. At the same time,
the professed aim of the IASP — to recognize the
reality of all pains by defining pain as an experi-
ence — was strongly challenged by the classifica-
tion of those pains with no detectable pathophysi-
ological cause as psychogenic. While it is explicitly
stated that the sufferer should be given epistemic
authority in pain experience, in fact, this authority
is limited: if the sufferer claims to be in pain, the
physician must believe this assertion to be true.
Yet, the reason for the patient’s pain has already
been determined: if the patient’s report does not
match the organic evidence, the patient’s pain is
identified as different from “organic pain”, as psy-
chogenic. The IASP definition acknowledges the
reality of all pain experiences, but at the same time
fits them into an etiology-grounded model which
dichotomizes the mind and body, leaving some
suspicion as to the reality of “non-organic” painful
experiences. This is due to the definition of the
psychogenic pain experience which, unlike “organ-
ic pain”, is characterized by the absence of any
pathophysiological explanation, pointing, there-
fore, to a psychological cause. At the same time,
the nature of the psychological basis for the pain is
left unspecified, adding additional uncertainty to
the acknowledgment of these pain experiences.
Further, identification of such conditions is based
on the exclusion of organic causes rather than pre-
cise description. This leads to equivocal defini-
tions of pain experiences that do not relate to de-
tectable tissue damage as something different
from “somatogenic pain” and, eventually, to
downplaying the authority of sufferers who report
their own suffering experiences.
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After discussion by experts in the field, the
IASP definition was updated in 2020. The phrase,
«or described in the terms of such a damage»," in
the main statement was replaced with «or resem-
bling that associated with, actual or potential tis-
sue damage»"? in order to put, as the proponents
claim, «the onus for perceiving pain on the experi-
encer of that pain whereas in the old definition,
part of that responsibility would lie with whomev-
er heard the description»." According to the
IASP authors, the emphasis on the primacy of the
sufferer’s authority in pain experience was related
to an issue that becomes critical in clinical prac-
tice, i.e. «believing pain patients when they assert
that they’re in pain».'"> Furthermore, the sentence
regarding the psychological etiology of pain being
an absence of tissue damage was eliminated to re-
flect our current scientific understanding of pain.
In the updated definition, the statement concern-
ing psychogenic pain is described as “outdated”.
This assertion is clarified in a 2018 work quoted in
the IASP paper, in which the concept of psycho-
genic pain is defined as “clinically untenable”; ac-
cording to the authors, it reflects an unacceptable
form of mind/body dualism, entailing the perpet-
uation of «the erroneous belief that pain is either
“real”, implying that it exists “in the body”, or “im-
agined”, implying that it exists “in the mind”»."¢

The IASP’s updated definition reflects funda-
mental advances in the understanding of pain.
Among these, is the acknowledgment that many
painful conditions do not have any clearly detect-
able organic etiology, and psychological and phys-
iological factors are often deeply intertwined, es-
pecially in chronic pain. This change of perspec-
tive is also reflected by the introduction of a spe-
cific classification for chronic pain as a disease in
the ICD-11. Here, chronic primary pain is defined
as a condition characterized by the presence of
persistent pain, emotional distress, and significant
functional disability.'” As the proponents of this
new definition claim, this is «a new phenomeno-
logical definition, created because the etiology is
unknown for many forms of chronic pain»."*

Philosophers Aydede and Giizeldere claim that
in the IASP statement, and more generally in sci-
entific studies of pain, there is a «fundamental
tension between pain as subjectively understood
versus pain as objectively characterized»."” Ac-
cording to the authors, this is due to the inherent
complexity of the phenomenon and is probably
unavoidable. In the first version of the IASP defi-
nition, one of the major points of tension was the
case of psychogenic pain, defined as an experience
reported by the patient for which no organic dam-
age was found. The reality of pain emerged from
the clash between sufferers’ (unequivocally real)
experience of pain and the presence of a dualistic
etiological framework identifying pain not associ-
ated to tissue damage as (at least) less real than

“somatogenic” pain. In the updated version of the
IASP definition, there is an epistemological shift,
characterized by eliminating the notion of psy-
chogenic pain and placing greater emphasis on the
sufferer’s experience. However, the tension be-
tween pain as experience and pain as objectively
characterized remains: the authors remark on the
importance of validating patients’ experiences of
suffering (whether or not there is organic evi-
dence) in clinical practice.”

2 Psychogenic pain

Etymologically, psychogenic pain refers to all
those pains caused (or supposed to be caused) by
psychological mechanisms. In the history of psy-
chology, these forms of suffering have gained visi-
bility since the work of Freud and Breuer on hyste-
ria, where pain often appears as a conversion symp-
tom, a somatic manifestation of an internal dynam-
ic conflict.” The idea that unexpressed emotional
processes are at the basis of psychogenic pain char-
acterizes psychological speculation on “non-organic
pain” in the first half of the 20" century.

In 1959, Engel presented his study on the pain-
prone patient, describing a category of individuals
particularly prone to suffer lesionless pain; accord-
ing to the psychiatrist, these people have a tenden-
cy to use pain as a psychic regulator to deal with
psychologically untenable issues such as a sense of
guilt or aggressive behaviour and as a response to
real or imagined loss. According to Engel, pain can
be experienced «just as visual and auditory sensa-
tions (hallucinations) may occur without sense or-
gan input».” These experiences are indistinguish-
able for the patient, but not for the physician, who
must rely on detecting an organic lesion.

In the 1980s, Blumer and Heilbronn elaborated
on the notion of pain-proneness, explaining that
chronic pain could mask depression. According to
the authors, given the absence of any plausible
theories to explain chronic pain, one could con-
clude that such patients experience psychological
suffering in a physical way. On the basis of a psy-
chological study involving 900 chronic pain pa-
tients, the authors claimed that these individuals
could be considered to form a homogeneous
group with common features such as hypochon-
driacal preoccupations with painful body parts,
reported feelings of tiredness, anhedonia, and
helplessness, all symptoms that the patients tend-
ed to ascribe to pain rather than depression. In a
series of critical works,” Gamsa criticized Blumer
and Heilbronn’s work, reviewing results from the
main contemporary psychological studies on the
relationship between psychopathological factors
and chronic pain. The author stresses that the ma-
jority of these works suffer from important meth-
odological issues (such as the lack of control
groups). She also points out some epistemological
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problems, importantly, the tendency to draw caus-
al inferences from correlational data, such as the
presence of high rates of pain and depression in
the same patients.*

In 1961, Walters presented the first large re-
view of “psychiatric pain”. In his work, the author
identifies three main psychopathological factors
that can cause pain: psychogenic magnification of
physical pain, psychogenic muscular pain, and
psychogenic regional pain, a label that he suggests
as a replacement for hysterical pain. This last cat-
egory refers to regionally located «pains patients
feel in their bodies, and for which the clinician
finds no physical lesion or peripheral cause».” In
the author’s view, these pains are a «behavioural
expression of a personal state of danger or inju-
ry»*¢ where the patient’s pain is an hallucination
(a sensory perception without peripheral stimula-
tion) triggered by mental activity. In Walters’ per-
spective, the origin of this pathological process is
organic, since it is located in the nervous system,
more precisely, in the brain.

In a 2004 review of the literature on psycho-
genic pain, psychiatrist Merskey claims that the
nineteenth century solution to the problem of pain
without lesion was a diagnosis of hysteria. Merskey
argues that category of Somatoform Disorders in
the DSM-III constitutes a refashioning of this hys-
teria diagnosis; here, conditions characterized by
hysterical symptoms without pain are classified as
Conversion Disorders, whereas those that only pre-
sent pain symptoms are categorized as Psychogenic
Pain Disorders.”’ To receive the latter diagnosis,
the patient has to have experienced severe and
prolonged pain that can’t be attributed to any or-
ganic pathology or pathophysiological mecha-
nisms, and the patient's complaint has to be gross-
ly excessive in relation to the physical findings. Ev-
idence that psychological factors play a role in the
production of pain includes: (i) a temporal rela-
tionship between the onset of pain and environ-
mental factors that produced psychological con-
flict; (ii) the pain appears to enable the patient to
avoid “noxious” activities; and (iii) the presence of
pain somehow enables the patient to receive emo-
tional support or attention otherwise unobtaina-
ble. Furthermore, the pain must not be due to any
other mental disorder. Associated features include
the tendency to frequently seek medical help.

In the DSM-III revised edition, Psychogenic
Pain Disorder becomes Somatoform Pain Disorder,
whose diagnostic criteria are reformulated to elim-
inate the need to prove the presence of psycholog-
ical factors in pain etiology. Moreover, a new cri-
terion is introduced: the patient must have
demonstrated preoccupation with pain for at least
six months. This places the emphasis on the pa-
tient's pathological reaction to pain and not the
severity of pain itself. Again, there must be either
physiopathological processes that can account for

the pain or the patient's pain must be excessive
with respect to physical findings.

In the DSM-IV, psychogenic pain is classified
as Pain Disorder. Diagnostic criteria to define it
are the presence of severe pain in one or more ana-
tomical sites, where «psychological factors are
judged to have an important role in the onset, se-
verity, exacerbation or maintenance of the
pain.»** Furthermore, the pain has to cause signif-
icant impairment to the individual’s functioning,
and the presence of other disorders has to be ex-
cluded. The pain may also be either associated
solely with psychological factors [subtype 307.80]
or with both psychological factors and a general
medical condition [307.89]. If the pain is associat-
ed solely with a general medical condition, it is not
considered to be a mental disorder.

In Pain Disorder, the focus is on the pain,
which must be «of sufficient severity to warrant
clinical attention».* The authors of the DSM-IV
Sourcebook, King and Strain, stress several rea-
sons why the previous diagnosis (Somatoform Pain
Disorder) has rarely been employed. Among these
are the difficulty of defining a patient’s preoccupa-
tion with pain or demonstrating that pain is in ex-
cess of what would be expected given the physio-
logical conditions. Another troublesome issue is
the dualistic view of pain underlying the diagnos-
tic category, implying that the condition is some-
how different from “organic pain”. These issues,
alongside the risk of stigmatizing patients whose
pain is deemed to be psychogenic, have led to a
narrow use of Somatoform Pain Disorder in re-
search projects and in clinical practice. To obviate
this problem, in the DSM-IV the clinician can
specify subtypes of the disorder, assessing the in-
fluence of the factors involved. The “Psychological
subtype” is defined as pain with a largely psycho-
social etiology; if a non-psychiatric condition is
present, its role is minimal.

The Pain Disorder classification acknowledges
that it is often not possible to make a clear-cut dis-
tinction between psychological and non-
psychiatric factors, especially in chronic pain syn-
dromes. At the same time, the status of the psy-
chological issues underlying pain is blurred and no
guidance is given on when to diagnose the psycho-
logical Pain Disorder subtype instead of that in-
cluding also a medical condition. In addition, as
Aigner and Bach remark, the presence of two
specifications for the category seems to (again) in-
troduce a distinction between «“pure” psychoso-
cially mediated pain and ‘mixed’ psychosomatic
pain disorders».* The supposedly discarded dual-
istic approach to pain therefore returns in a more
subtle way. Furthermore, it been criticized as a
nosological entity that lacks positive criteria. The
nature of psychopathological factors which might
engender, worsen, or maintain such pain are un-
known, running the risk that the classification re-
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mains an empty concept.’’ Pain Disorder seems to
be a “pure” psychogenic pain identified by the ab-
sence of a medical (non-psychological) etiology,
leading to the conclusion that psychological fac-
tors must be causing the pain, even if their nature
is not specified. But this excludes conditions char-
acterized by an interplay of psychological and
physiological factors, which might well describe
chronic pain conditions. Thus, as has been high-
lighted, the Pain Disorder diagnosis is rarely ap-
plied in clinical settings, mainly because the sec-
ond subtype has been considered a troublesome
diagnosis for chronic pain conditions. As Sullivan
argues, discussions about psychiatric disorders in
chronic pain patients are «haunted by the concept
of psychogenic pain»>* - this concept should ac-
count for conditions that cannot be explained
merely in terms of physical damage, but it lacks
positive criteria and specific therapies, and is
therefore useless. According to Sullivan in such
cases this diagnosis should be avoided; it would be
better to employ mood disorder classifications
such as depression or anxiety for which, at least,
effective treatments exist.

In a 2002 paper, psychiatrist Boland remarks
that a Pain Disorder diagnosis is rarely made in
pain clinics, where typically psychiatry does not
play a major role. According to the author, Pain
Disorder associated with psychological factors and
a general medical condition may well describe
most chronic pain conditions, but its over-
inclusiveness risks making this categorization use-
less: in encompassing all pain patients, there seems
to be no clear way to distinguish the cases that are
of particular psychological concern, and the deci-
sion to use a psychiatric diagnosis appears to be a
subjective one, that depends on the philosophy of
the diagnostician.

Pain Disorder (again) to appears be a classifica-
tion grounded on exclusive criteria (the absence of
organic evidence accounting for reported pain).
The lack of any positive description makes it look
more like an artificial construct used to account
for poorly understood painful conditions than a
nosological entity in its own right. As Sullivan ar-
gues, «perhaps the most serious problem with
Pain Disorder is the implication that pain is a men-
tal disorder»* and, even though in the DSM-IV
there has clearly been an effort to minimize this
aspect of the conception of pain, «the very inclu-
sion of the diagnosis in the manual of mental dis-
orders undermines this effort».> In the DSM-V
revised edition of APA’s Manual, psychogenic
pain is subsumed under the more general category
of Somatic Symptom Disorder. Beside Pain Disor-
der, this category also includes Combined Somati-
zation Disorder, Hypochondriasis, and Undifferen-
tiated Somatoform Disorder.

Here, psychogenic pain occurs as a particular
specification of a broader condition in which dis-

tressing somatic symptoms are related to the pa-
tient’s maladaptive behaviour or to exaggerated
health concerns related to it. Psychogenic pain
thus loses its autonomy, but seems to fit better
with scientific findings indicating frequent overlap
between somatoform conditions. This approach is
grounded in the identification of a chronic somat-
ic symptom that causes the patient distress, but
their disproportionate concern with this symptom
is judged pathological in relation to the organic
evidence.

In the note accompanying the classification,
APA claims that reconceptualization of the soma-
toform disorders category is emphasized by a de-
sire to move away from the DSM-IV view of men-
tal disorders, a classification grounded on the ab-
sence of medically explainable symptoms that
therefore emphasized mind/body dualism. In
DSM-V, positive criteria are preferred instead,
such as «distressing somatic symptoms plus ab-
normal thoughts, feelings, and behaviors in re-
sponse to these symptoms>.*

The classification of psychogenic pain as so-
matic symptom disorder has been criticized main-
ly because this categorization appears too loose,
entailing the risk of an over-medicalization of pa-
tients with painful symptomatology.* As has been
highlighted, this diagnosis might be particularly
harmful for chronic pain patients, whose condi-
tion is far more complex, characterized by the
constant interplay of physiological and psycholog-
ical factors. SSD’s criteria might apply to most
chronic pain conditions, especially those without
clear etiology. As a matter of fact, the presence of
persistent pain of unknown origin might make
these patients particularly vulnerable to the devel-
opment of distressing thoughts, feelings, and be-
haviours. As has been highlighted,” it remains un-
clear who should determine the level of distress
and impairment or whether the patient’s reactions
or concerns are excessive (rather than an appro-
priate response to relentless unexplained pain) in
order to diagnose the disorder. Chronic pain is
characterized by several psychopathological issues
but, in many cases, these are not the source of the
pain itself or of its persistence, but pathological
manifestations of the condition itself. Any assess-
ment that relies on only one perspective (psycho-
logical or physiological) will fail to address the
complex interplay of pathological issues that char-
acterize chronic pain, which instead demands an
integrated approach.

3 Pain and stigmatization

Since the second half of the last century, scien-
tific knowledge of pain mechanisms has grown
enormously supporting better understanding and
approaches to pain and suffering; the IASP defini-
tion of pain as well as the recognition of chronic
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pain as a disease in its own right bears witness to
what can be defined as a change of paradigm in
pain knowledge. Nevertheless, we still lack a defin-
itive account of this complex phenomenon, espe-
cially its pathological manifestations. The global
burden of pain is huge and growing: according to
the IASP, 1 in 5 patients experience pain and 1 in
10 are diagnosed with chronic pain every year.
Pain is the most common reason patients seek
medical care; moreover, it has been estimated that
34 % of individuals living in low- and middle-
income countries have persistent pain without a
clear etiology.”® Finally, there is abundant evi-
dence for the stigma affecting people living with
pain,” especially when this condition is not direct-
ly associated with detectable tissue damage.

According to the standard definition, stigma
consists in “devaluing and discrediting responses
of observers towards individuals” possessing fea-
tures that deviate from societal norms.*

In two pivotal works,* anthropologist Jackson
tackles the issue of pain reality and investigates
the stigmatization affecting chronic pain sufferers.
The author underscores that while pain presents
some intrinsic challenges due to its nature (its in-
visibility, its subjectivity, its position across mind
and body), the source of stigma is related to the
troublesome identification of this form of suffer-
ing in biomedicine. Pain, especially in its chronic
form, occupies in a liminal® position in our scien-
tific understanding; it has long been identified as
pain felt in absence of detectable tissue damage.
Moreover, persistent pain transgresses the tradi-
tional view of pain as something that at a certain
point ceases, leading to uncertainty over why it
persists. As has been remarked, this uncertainty
might lead to ambiguous psychopathological in-
terpretations of a sufferer’s condition. As has also
been remarked, delegitimization of pain sufferers
occurs when psychological factors are involved
because conceptions of psychogenicity entail ques-
tioning the reality of the suffering. As Jackson
notes, in clinical practice, the contrast between re-
al and unreal pain does not entail a clear-cut dis-
tinction between conditions, but it has a precise
meaning. Real pain is «organic, physical in origin
and maintenance» * and the «patient is not seen
as responsible for pain»* while «any pain with
inputs from psychological factors is to some de-
gree unreal because of the non-physical nature of
these causes and the problematic nature of re-
sponsibility for them».* As Kirmayer highlights,
even if Cartesian dualism no longer represents an
issue for modern science, biology leaves the ethical
aspect of mind/body dualism unexplored; in this
regard, suffers are stigmatized «because mind and
body symbolize contrasting poles in human expe-
rience: the voluntary or intentional and the invol-
untary or accidental».* The reality of any condi-
tion whose origin is not directly attributable to

damage in the “body-machine” is questioned,
since it involves individual responsibility; «“real”
sickness in Western culture is an exemplar of the
kind of misfortune that just happens to us».”
People suffering from complex conditions such as
chronic pain without lesion are therefore seen as
«either rational but morally suspect in choosing to
be sick, or irrational and thus morally blameless,
but mentally incompetent>.*

During my research on medicine and pain, I
have investigated fibromyalgic patients’ experi-
ences of suffering. Fibromyalgic syndrome is one
of the most controversial chronic pain conditions,
with a troublesome disease status,” mainly due to
the multiple interactions between psychopatho-
logical and physiopathological factors and its un-
known etiopathology. As part of this research, I
have analyzed the relationship between so-called
mental pain and physical pain in sufferers’ lived
experiences, eliciting patient input through fo-
cused interviews and by observing clinical encoun-
ters in a Rheumatological Clinic. According to the
interviewees, “mental” and “physical” pain differ:
physical pain is something that hits the body from
the outside, whereas mental pain involves emo-
tional aspects of the pain experience, it is a kind of
general distress, that results from the difficulty of
bearing physical pain. As a consequence, for suf-
ferers, the possibility of healing chronic pain
would also entail ending their emotional suffering.
If in these patients’ experiences the distinction be-
tween mental and physical pain appears very clear,
the definition of the reality of their suffering turns
out to be grounded in the ways in which their
condition is approached in clinical practice. In this
context, patients are not so much concerned with
how fibromyalgia is defined as in avoiding psycho-
logical care, even if antidepressants are widely
employed to treat the condition. This, far from be-
ing due to the stigma implied by a psychological
labelling of their condition per se, has to do with
the fear of therapeutic abandonment, for in our
medical system you do not see a psychologist if
you have real pain.

4 Conclusion

Pain is perhaps one of the most complex and
fundamental human experiences. While pain has
always played a role in medical diagnosis and the-
ory, in the last fifty years, it has become the focus
of dedicated attention, as evidenced by the crea-
tion of a specific branch of medicine devoted to
the study and management of pain. Important pil-
lars in this endeavour have been the formulation
of a scientific definition of pain and the acknowl-
edgment of chronic pain as a disease in its own
right. A crucial issue underlying these questions
has been the conceptualization of pain of a psy-
chological origin.
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In this work, I have retraced the history of psy-
chogenic pain, highlighting that this diagnosis has
represented an attempt to describe forms of suf-
fering that could not be accounted for in a medical
framework characterized by a dualistic etiological
view of the mind/body relationship. Diagnostic
classifications of psychogenic pain have been
troublesome, because they have failed to define
clinical entities, i.e., pain as a mental disorder, and
for their stigmatizing implications. As a result, to-
day, the notion of psychogenic pain is deemed to
be a residue of outdated Cartesian dualism and
has been rejected as clinically useless. Neverthe-
less, rejection of this notion has not succeeded in
eliminating troublesome issues that underpin the
concept, which instead have resurfaced in ap-
proaches to complex pain conditions such as
chronic pain of unknown etiology. As has been ar-
gued, this is because scientific conceptions of pain
and suffering have consequences: they emerge at
the intersection of epistemological tensions and
entail moral issues. From this perspective, under-
standing the relationship between “emotional”
and “physical” pain (underlying the more general
definition of pain itself) and acknowledging the
authenticity of pain experiences and suffering be-
comes crucial. In her work, Radden has outlined
these experiences, showing that pain and suffering
cannot be imagined, i.e. they are always real. The
impossibility of having delusional experiences of
pain applies to any kind of suffering experience
and therefore allows for an association between
seemingly different feelings of pain and suffering, as
those resulting from tissue damage and those associ-
ated with mood disorders. As the author has
stressed, even if such experiences might be accom-
panied by several mistaken (even delusional) beliefs,
the experiences themselves cannot be delusional.
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