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ABSTRACT

Background: Patient-Reported Outcome Measures (PROMs) are known to be 

influenced by psychosocial factors. However, it is unknown whether modifying the 

mindset of the patient can influence PROM scores. 

Purposes: We assessed whether priming affects PROM scores. 

Methods: In this double blinded, randomized, controlled study 168 patients 

with musculoskeletal illness from a Level I trauma center were included between 

July 2014 and October 2014. Inclusion criteria were patients aged 18 years 

or above with English fluency and literacy and the ability to provide informed 

consent. Priming was performed by means of the Pain Catastrophizing Scale 

(PCS). The patients were randomized (1:1:1) into three groups: intervention 

group I was negatively primed with the original PCS; intervention group II was 

positively primed with a positively phrased PCS: control group III was not primed. 

Assessments were performed using PROMs on the domain of physical function, 

depression and pain. Bivariate and multivariable regression analyses were 

conducted.

Results: The intervention and control groups were well balanced in terms of 

demographic and condition-specific characteristics. The positive PCS was 

independently associated with higher PROM scores on the physical function 

domain (Patient-Reported Outcomes Measurement Information System (PROMIS) 

Upper Extremity Function: coefficient: 4.7, partial R-squared: 0.042; CI 1.2–8.2; p< 

0.010).

Conclusions: Patients primed with a positively phrased version of the PCS 

reported less functional disability as compared to patients that were either 

negatively primed or not primed at all. This suggests that by shaping the mindset, 

PROMs can be influenced resulting in better outcome if positively primed.
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INTRODUCTION

Patient-reported outcome measures (PROMs) quantify symptom intensity and 

magnitude of disability [1]. PROMs are increasingly used to assess quality and 

value in health care and may soon be tied to reimbursement [2]. The goal of the 

National Institute of Health sponsored Patient-Reported Outcomes Measurement 

Information System (PROMIS) was to provide validated PROMs and normative 

data for all aspects of human illness and to reduce the burden on patients by 

using computerized adaptive testing (CAT) based on item response theory. Most 

patients get to a full score after answering only four or five questions in about 15 

seconds [3]. 

 Among patients with musculoskeletal illness PROMs are influenced 

by mindset and circumstances (e.g. stress, distress, and ineffective coping 

strategies) as much or more than by objective impairment (e.g. motion, union, 

arthrosis, and sensibility) [4, 5]. This raises the possibility that priming of the 

patient’s mindset can influence PROM scores. Priming is the unconscious process 

of activating specific associations just before carrying out an action or task [6, 

7]. It is a form of implicit memory and priming experiments usually consist of two 

stages. In the first stage, the patient is presented with a stimulus, for example 

happy faces or negative words. In the second stage the patient is given reduced 

perceptual information about the stimulus, for example letters of the negative 

words or the originally presented happy face in a schematic form [7]. Priming 

is said to have occurred if the probability of baseline identification performance 

of the stimulus is increased in comparison with control patients [7]. Priming 

affects all aspects of human behavior [6]. For example, a speaker who has just 

heard a sentence in passive voice is more likely to use a passive construction 

him or herself. Priming apparently also has affective dimensions [8-10]. For 

instance, subjects primed with happy faces or action words were able to exercise 

significantly longer than the control group primed with unhappy faces and non 

action words [10]. Priming is related to the broader concept of expectancy. 
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The expectancy theory hypothesizes that an individual will behave or act in 

a certain way because he or she is motivated to choose a specific behavior 

over other behaviors due to what they expect the result of that behavior will be. 

Positive expectancy means that the outcome is positively influenced and negative 

expectancy means that the outcome is negatively influenced [11, 12].

 While the observation that priming might influence PROMs introduces 

the possibility that providers being assessed based on PROMs can attempt to 

manipulate the scores, our interest is more in attempting to improve health by 

consistently using positive language and concepts in medical care. For instance, 

focusing on ineffective coping strategies using a negatively oriented questionnaire 

such as the Pain Catastrophizing Scale (PCS) might inadvertently reinforce them. 

 PCS is often used to measure the ineffective coping strategy of 

catastrophic thinking (feeling protective and preparing for the worst) in response 

to pain [13]. The items in the PCS are negatively phrased, e.g. “When I’m in pain 

it’s terrible and I think it’s never going to get any better” or “When I am in pain 

I become afraid that the pain will get worse” [13]. These negatively phrased 

items might prime patients to consider themselves in a negative light and score 

themselves lower on measure of symptoms and disability.

 The current study was performed to assess whether priming affects 

scores on PROMs of physical function, symptoms of depression, or pain intensity 

in patients with musculoskeletal illness. 

 The primary null hypothesis was that there is no difference in mean 

physical function PROM scores between patients who complete the original PCS, 

patients who complete a revised PCS in which the items are positively phrased 

(positive PCS), and patients who do not complete either PCS. Our secondary 

null hypotheses were that there is no difference in depression and pain between 

patients who complete the original PCS, patients who complete the positive PCS, 

and patient who do not complete the PCS.
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MATERIALS AND METHODS

Study Design and Setting
This study was an institutional review board-approved, double blinded, 
randomized, controlled study, which was performed at the outpatient clinic of 
the Hand and Upper Extremity Service of a Level I trauma center. The trial was 
registered on www.clinicaltrails.gov NCT 02209259.

Participants
Between July 2014 and October 2014 new and follow-up patients presenting 
to the outpatient clinic of one orthopedic hand surgeon at the Hand and Upper 
Extremity Service of the Massachusetts General Hospital were invited to 
participate in this study. Inclusion criteria were patients aged 18 years or greater 
with English fluency and literacy and the ability to provide informed consent. 
Pregnant women were excluded. Written informed consent of each patient was 
obtained after providing information about the subject of the study and risks 
and discomforts orally and in writing. Patients were not informed about the 
randomization. 

Randomization
Patients were randomized (1:1:1) to three groups by computer-generated random 
numbers with a permuted block approach (Microsoft Excel, Redmond, WA, USA); 
intervention groups and one control group. Patients in the intervention group were 
“primed” in a negative or positive encouraging way, whereas patient in the control 
group were not primed at all. Priming was performed with the PCS. The PCS asks 
participants to reflect on past painful experiences, and to indicate the degree to 
which they experienced 13 thoughts or feelings when experiencing pain. 
In the original PCS, all questions are negatively phrased, e.g. “it’s terrible and 
I think it’s never going to get any better” [13]. For the purpose of this study, we 
adjusted the PCS in positively phrased questions, e.g. “I go about my business, 
without concern about whether the pain will end”, “I feel I can carry on”. The 
positive PCS was tested for face validity among five healthcare professionals (one 
professor in orthopedic surgery, three research fellows in orthopedic surgery and 
one psychologist). The complete PCS questionnaires can be found in appendix I. 
Patients in intervention group I completed the original, negative PCS. Patients in 
the intervention group II completed the positive PCS. The control group III did not 
complete any PCS. 
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PCS was completed before any of the other control, primary and secondary 
outcome assessments. In this way we either “primed” the participants in a 
negative or positive encouraging way, or did not prime them at all. The study 
was double blinded; neither the researcher handing out the IPads and giving the 
instructions nor the patient knew the random assignment.

Variables, Outcome Measures, Data Sources and Bias
Primary outcome:
Physical function was assessed with the PROMIS Upper Extremity Function, which 
addresses limitations in upper limb physical activities such as tying shoelaces, 
holding a plate of food, and reaching to a high shelf [14].

Secondary outcomes:
Symptoms of depression were measured using the PROMIS depression 
questionnaire, which asks patients to rate the severity of their symptoms during 
the past seven days [15, 16]. 
 Pain intensity at the time of enrolment was measured with an 11-point 
ordinal measure (0-10 numeric rating scale), anchored at each end by opposite 
statements, which are ‘no pain’ (0) versus ‘worst possible pain’ [17, 18].
 The Cronbach’s alpha of the original PCS was 0.90, the positively phrased 
PCS 0.70, the PROMIS Depression 0.96, numeric pain rating scale 0.87, and the 
PROMIS Upper Extremity Function 0.89.
 All patients also filled out demographic and condition-specific 
questionnaires. All questionnaires were filled out on a secured website (http://
www.assessmentcenter.net) on an Ipad before or after the consultation with the 
hand surgeon. All data collection was obtained during one patient visit; there was 
no follow-up.
 In this trial participants were informed about the study purpose. However, 
all patients were blinded to the study hypotheses to ensure there was no bias. The 
informed consent letter stated the protocol title, number of subjects, possible risks 
and discomforts, and statements regarding protection of privacy. Data analysts 
were blinded to the study groups. An independent investigator provided the 
Ipads and explained the use of the devices when needed. Patients available for 
the survey that met the eligibility criteria were invited to participate the study in a 
consecutive manner to prevent selection bias. If necessary, the patient’s medical 
records were reviewed for additional information.
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Statistical Analysis, study size
An a-priori power analysis based on a one-way ANOVA showed that we needed 
53 patients per group in order to detect a medium effect size (0.25) on PROMIS 
Upper Extremity Function with a power of 80% (alpha 0.05). Accounting for 5% 
that declined to participate, we planned to enroll a total of 168 patients.
 The demographic and clinical characteristics of patients were reported 
with frequencies and percentages for dichotomous or categorical data and as 
mean ± standard deviation. For continuous data differences were tested with 
T-test, Pearson correlation or one-way ANOVA. 
 The associations between priming and the primary and secondary 
outcomes were analyzed using one-way ANOVA. In case of significance, post-hoc 
pairwise comparisons were done (Bonferroni). 
 Bivariate and multivariable analyses were conducted to test our 
hypotheses. Bivariate analysis was performed using the following variables: age, 
years of education, time to onset, sex, other pain conditions, ethnicity, marital 
status, smoking, diagnosis and working status. In case of association (p< 0.10), 
the variable was included in a multivariable linear regression model. An adjusted 
R-squared was calculated to assess the collective influence of the variables in the 

final multivariable regression models. 
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RESULTS
Participants
One hundred-seventy-one patients were asked to participate in this study, 
three patients (1.8%) declined participation (Figure I). A total of 168 patients 
participated in this study. The intervention and control groups were well balanced 
in terms of demographic and condition-specific characteristics (Table I). 

Figure I. Consort flow diagram
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Table I. Patient characteristics

PCS = Pain Catastrophizing Scale, SD = standard deviation

 
          
Parameter 

Control group 
(no PCS) (n= 56) 

Original PCS 
group (n= 56) 

Positive PCS 
group (n= 56) p value 

Age, mean (SD), years 56 (15) 53 (16) 51 (18) 0.83 
Sex, n(%)       0.39 
Male 28 (50) 29 (52) 22 (39)   
Female 28 (50) 27 (48) 34 (61)   
Ethnicity, n(%)       0.66 
White 50 (89) 47 (84) 46 (82)   
Black 1 (1.8) 3 (5.4) 2 (3.6)   
Asian/ Pacific Islander 2 (3.6) 4 (7.1) 2 (3.6)   
Other 3 (5.4) 2 (3.6) 6 (11)   
Marital Status, n(%)       0.46 
Single 15 (27) 18 (32) 14 (25)   
Living with partner 4 (7.1) 1 (1.8) 7 (13)   
Married 29 (52) 28 (50) 25 (45)   
Separated/ divorced 5 (8.9) 5 (8.9) 3 (5.4)   
Widowed/ unclear 3 (5.4) 4 (7.1) 7 (13)   
Time to onset, mean (SD), days 1820 (5782) 928 (2433) 815 (2103) 0.32 
Education, mean (SD), years 16 (3.1) 16 (2.5) 16 (3.7) 0.30 
Working status       0.82 
Full-time 37 (66) 36 (64) 30 (54)   
Part-time 3 (5.4) 2 (3.6) 4 (7.1)   
Homemaker 2 (3.6) 1 (1.8) 4 (7.1)   
Retired 3 (5.4) 2 (3.6) 3 (5.4)   
Other 11 (20) 15 (27) 15 (27)   
Smoking, n(%)       0.57 
Yes 6 (11) 6 (11) 7 (13)   
No 47 (84) 49 (88) 49 (88)   
Unknown 3 (5.4) 1 (1.8) 0 (0)   
Other pain conditions, n(%)       0.98 
Yes 17 (30) 19 (34) 18 (32)   
No 39 (70) 37 (66) 38 (68)   
Diagnoses, n(%)       0.86 
Carpal Tunnel Syndrome 3 (5.4) 5 (8.9) 9 (16)   
Elbow fracture 7 (13) 8 (14) 8 (14)   
Wrist fracture 7 (13) 9 (16) 6 (11)   
Hand fracture 7 (13) 9 (16) 4 (7.1)   
Finger fracture 4 (7.1) 2 (3.6) 2 (3.6)   
Amputation, crush, or laceration 4 (7.1) 3 (5.4) 2 (3.6)   
Trigger finger 3 (5.4) 4 (7.1) 3 (5.4)   
Other 21 (38) 16 (29) 22 (39)   

 
  

No PCS (control) 
group (n= 56) 

Original PCS 
group (n= 56) 

Positive PCS 
group (n= 56) p value 

PROMIS Upper Extremity Function, mean (SD) 41 (11) 38 (9.8) 43 (8.1) 0.033 * 

PROMIS depression, mean (SD) 48 (8.5) 47 (8.4) 48 (7.9) 0.63 

Pain intensity, mean (SD) 3.3 (2.9) 3.5 (3.0) 3.5 (2.9) 0.91 

PROMIS = Patient Reported Outcome Measurement Information System, PCS = Pain Catastrophizing Scale  

SD = standard deviation         

* Significant difference between PCS and adjusted PCS group (p=0.029) with bonferroni correction 
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Primary outcome
Priming was significantly associated with functional outcome (Table II, 
p=0.033). Post-hoc analysis showed that patients in the positive priming groups 
(intervention group II) reported slightly, but significantly less disability (PROMIS 
Upper Extremity Function) than patients in the original, negative, priming group 
(intervention group I, p=0.029) (Table II). There was no significant difference 
between control and either positive or negative priming.

Secondary outcomes
Priming was not associated with any of the secondary outcome measures (Table 
II).

Table II. Outcome variables

Multivariable analysis
Other individual factors that met the criterion for entry to the multivariable model 
for physical function were diagnosis group (p=0.010) and sex (p=0.090). After 
adding PCS group, diagnosis and sex in a multivariable linear regression 
model, PCS group was associated (coefficient = 4.7, partial R-squared = 0.042; 
p<0.010). Patients with a diagnosed elbow fracture (coefficient = -3.3, partial 
R-squared = 0.0049; p=0.044), wrist fracture (coefficient = -7.2, partial R-squared 
= 0.026; p=0.040) and amputation, crush or laceration (coefficient = -10, partial 
R-squared = 0.0011; p=0.024) had a lower PROMIS Upper Extremity Function 
score than patients with a finger fracture (Table III and IV). 

 
  

No PCS (control) 
group (n= 56) 

Original PCS 
group (n= 56) 

Positive PCS 
group (n= 56) p value 

PROMIS Upper Extremity Function, mean (SD) 41 (11) 38 (9.8) 43 (8.1) 0.033 * 

PROMIS depression, mean (SD) 48 (8.5) 47 (8.4) 48 (7.9) 0.63 

Pain intensity, mean (SD) 3.3 (2.9) 3.5 (3.0) 3.5 (2.9) 0.91 

PROMIS = Patient Reported Outcome Measurement Information System, PCS = Pain Catastrophizing Scale  

SD = standard deviation         

* Significant difference between PCS and adjusted PCS group (p=0.029) with bonferroni correction 
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Table III. Bivariate correlation analysis questionnaires including all patients

The only factor that met the criterion for entry into the regression model for 
depression was marital status. The regression model showed that patients who 
were widowed or had an unclear relationship status felt more depressed than 
single patients (coefficient = -5.2, partial R-squared = 0.026; p<0.038) (Table IV). 
 Factors that met the criterion for entry to the multivariable model for pain 
were diagnosis group (p=0.040) and ethnicity (p=0.036) (Table III). Patients with a 
diagnosed carpal tunnel syndrome (coefficient = -2.5, partial R-squared = 0.029; 
p=0.031), wrist fracture (coefficient = -3.5, partial R-squared = 0.065; p=0.0010), 
hand fracture (coefficient = -3.1, partial R-squared = 0.052; p=0.0040), trigger 
finger (coefficient = -2.6, partial R-squared = 0.025; p=0.0045) and other fractures 
(coefficient = -2.5, partial R-squared = 0.041; p=0.011) had a lower pain score 
than patients with a finger fracture. Patients with ethnicity other than Black or 
Asian reported more pain than patients with a White ethnicity (coefficient = 1.9, 
partial R-squared =0.025; p=0.045) (Table IV).

  PROMIS Upper Extremity 
Function (n=168) 

PROMIS Depression (n=168) Pain Intensity (n=168) 

Pearson correlation r p value  r p value  r p value  

Age -0.02 0.81 -0.10 0.18 0.07 0.35 

Education in years 0.024 0.76 0.023 0.77 -0.037 1.0 

Time to onset -0.11 0.88 -0.073 0.35 -0.037 0.64 

              

T-test t p value  t p value  t p value  

Sex 1.7 0.088 0.85 0.40 1.1 0.25 

Other pain conditions 0.18 0.86 -0.54 0.58 -0.55 0.58 

              

One-way ANOVA F p value  F p value  F p value  

Ethnicity 1.8  0.15 1.2 0.31 2.9 0.036 

Marital Status 1.2 0.31 2.2 0.073 0.14 0.97 

Smoking 0.5 0.61 0.0062 0.60 0.026 0.11 

Diagnosis 2.7 0.013 1.5 0.17 2.2 0.040 

Working Status 1.7 0.11 1.2 0.32 1.1 0.36 
PROMIS = Patient Reported Outcome Measurement Information System 
ANOVA = analysis of variance       
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Table IV. Multivariable analysis questionnaires including all patients

PROMIS Depression 
(n=168)             
              
              
Adjusted R2 = 0.051             
              

  Coefficient 
Standard 
error Partial R2 95% CI   p value  

              
Marital Status             
 Single reference group           
 Living with partner 1.3 2.6 0.0016 -3.9 6.5 0.61 
 Married -2.5 1.5 0.017 -5.4 0.4 0.091 
 Separated/ divorced 1.3 2.5 0.0016 -3.7 6.3 0.61 
 Widowed/ unclear -5.2 2.5 0.026 -10 0.2 0.038 
PROMIS = Patient Reported Outcome Measurement Information System,  
CI = confidence interval     
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PROMIS Upper Extremity Function (n=168)         
              
              
Adjusted R2 = 0.15             
              

  Coefficient 
Standard 
error Partial R2 95% CI   p value  

              
Diagnosis             
Finger fracture reference group         
Carpal Tunnel Syndrome -3.3 3.7 0.0046 -11 -4.1 0.38 

Elbow fracture -7.2 3.5 0.0049 -14 -0.20 0.044 

Wrist fracture -7.4 3.6 0.026 -14 -0.34 0.040 

Hand fracture -1.5 3.6 0.026 -8.6 5.6 0.68 
Amputation, crush, or laceration -10 4.4 0.0011 -19 -1.3 0.024 

Trigger finger 3.0 4.3 0.032 -5.5 11 0.49 

Other -3.2 3.2 0.0064 -9.5 3.1 0.32 

Group             
PCS group reference group         
No PCS (control) group 2.9 1.8 0.016 -0.64 6.3 0.11 
Inverted, positive PCS group 4.7 1.8 0.042 1.2 8.2 0.010 
Sex 

 
          

Male reference group         
Female -1.3 1.5 0.0046 -4.2 1.7 0.39 
PROMIS = Patient Reported Outcome Measurement Information System, PCS = Pain 
Catastrophizing Scale, CI = confidence interval   
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Pain Intensity (n=168)             
              
              
Adjusted R2 = 0.13             
              

  Coefficient 
Standard 
error Partial R2 95% CI   p value  

              
Diagnosis             
Finger fracture reference group           
Carpal Tunnel Syndrome -2.5 1.1 0.029 -4.7 -0.23 0.031 

Elbow fracture -1.5 1.1 0.012 -3.6 0.60 0.16 
Wrist fracture -3.5 1.1 0.065 -5.6 -1.4 0.0010 
Hand fracture -3.1 1.1 0.052 -5.3 -1.0 0.0040 
Amputation, crush, or 
laceration 

-2.0 1.4 
0.014 -4.7 0.69 0.14 

Trigger finger -2.6 1.3 0.025 -5.1 -0.063 0.0045 
Other -2.5 0.95 0.041 -4.3 -0.58 0.011 
Ethnicity             
White reference group           
Black -0.63 1.2 0.0018 -3.0 1.7 0.59 
Asian -1.9 1.0 0.021 -3.9 0.15 0.069 
Other 1.9 0.93 0.025 0.039 3.7 0.045 
CI = confidence interval             
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DISCUSSION

PROMs quantify the subjective aspects of human illness and are strongly 

influenced by psychological and sociological factors (mindset and circumstances) 

[1]. Priming is a psychological phenomenon that affects human behavior [6] 

and therefore might influence PROM scores. In this three-arm, single blind, 

randomized (1:1:1) controlled trial we found evidence of priming in patients with 

musculoskeletal illness. Patients assessed themselves as more physically capable 

after their mindset was positively primed using a positively phrased version of the 

PCS compared to the original PCS. However, no significant differences between 

either of these groups and the control group, which did not complete a PCS, were 

found.

 The strengths of this study are randomization, hypothesis blinding, an 

independent outcome assessor, blinded data analysis, and an unconventional 

‘method priming’ in order to mimic the actual use of questionnaires in outpatient 

setting. This study should also be viewed in the light of its limitations. First, we only 

included patients with musculoskeletal illness, under the care of a single surgeon, 

and patients with English fluency, so the outcome might be different in another 

category of patients. For instance, several studies found that patient language is 

associated with symptoms, disability and psychological factors in upper extremity 

illness [19, 20]. Second, some patients completed the questionnaires after seeing 

the doctor. The doctor’s consultation and (for example bad news) might have 

affected the results. However, we trust randomization balancing this potential 

confounder in the three groups. Third, we do not know how long the influence of 

priming lasts. Response bias, defined as a bias that influences the responses 

of patients away from an accurate response can occur in patients’ self-report 

measures. 

 For example in a survey that asks about the past seven days, the 

response bias suggests that people will more heavily weight how they feel today 

or yesterday than more days ago [21]. A response bias might have happened in 

our study. 
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Fourth, there was no neutral measure of baseline global expectancy about health 

care outcome, prior to the priming stimulus. Lastly, this was a single center study 

and the results might not be generalizable.

 Our results suggest that questions addressing positive coping strategies 

can prime patients to report less disability than patients that address negative 

coping strategies. These results are in line with previous studies on semantic 

priming (i.e. influencing thoughts or unconscious processes using words or 

pictures) that demonstrated that the words presented can unconsciously influence 

behavior and attitude [9, 10]. As payers and policy makers begin incentivizing 

value and we increasingly assess our outcomes using PROMs, the ability to prime 

responses to PROMs could potentially be used to manipulate scores. But this 

is not our immediate concern. We are interested in how to limit symptoms and 

enhance ability. Moreover, the words, concepts, and context are important.                

 On the other hand, priming did not affect pain intensity. This could be 

explained by the relatively low average pain intensity in our patient sample 

(mean 3.5 on a 0-11 scale). There is evidence that priming affects pain intensity 

in healthy subjects. For instance, Richter et al. [22] demonstrated that patients 

primed with pain related questions with a negative connotation showed an 

increased pain rating compared to the control group primed with non-pain 

related and positive questions after a stimulus. Additional research is merited to 

determine if priming is stronger with some illnesses more than others. 

 Priming also did not influence PROMIS depression scores in our patients. 

To our knowledge, no studies have assessed the relationship between priming 

and patient depression questionnaire scores. Instead, studies have focused 

on the association between priming and a diagnosis of clinical depression, but 

findings are inconsistent [23-25]. Sass et al. [23] and Lemoult et al. [24] found 

that depression is associated with difficulties in the processing of information, 

which might affect priming. On the other hand, Bradley et al. [25] demonstrated 

a greater priming effect in a clinically depressed group for depression-relevant 

words compared to a normal control group. 
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The observation that the PROMIS Upper Extremity Function designed to measure 

upper extremity disability is influenced by mindset and seems subject to priming 

suggests opportunities for improved management of upper extremity illness. We 

hypothesize that using positively phrased words and concepts (including PROMs) 

can both prime and coach patients how to be less ill for a given pathophysiology. 

These concepts merit additional research. We need to confirm priming and 

determine whether there is a lasting or transient effect. 
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Appendix I: Questions positively-adjusted pain catastrophizing 
scale 

When I’m in pain... I go about my business, without concern about whether the pain 

will end.

When I’m in pain... I feel I can carry on.

When I’m in pain… It’s manageable and I think it will get better.

When I’m in pain… It’s tolerable and I can push it to the background.

When I’m in pain… I feel I’ll be OK.

When I’m in pain… I am confident that the pain will diminish.

When I’m in pain… I think about how things have worked out in the past and I move 

on.

When I’m in pain… I realize it may take some time for the pain to go away.

When I’m in pain… I have learned how to take my mind off of the pain.

When I’m in pain… I am able to stay focused on daily tasks regardless of pain.

When I’m in pain… I have a sense that I’ll be OK with or without pain.

When I’m in pain… There are some things I can do to reduce the intensity of the 

pain.

When I’m in pain… I trust everything will be all right.


