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Anamnesis 
and Clinical 

status

A 38-years old female diagnosed with 12 
diseases/dg: Crohn’s disease, spondylarthropathy, 
fibromyalgia (11/18 tender points), sleeping 
problems, restless legs, exhaustion /CFS levis, 
moderate depression (BDI-21 28/63), migraine, 
frozen shoulder, significant overweight (BMI 34.4), 
had a pain score 3-8/10. She also suffered from 
diaphragmatic hernia and atrophic gastritis. 



Previous 
treatments

For 2 months the patient has been given cognitive therapy 
once a week and she has received physiotherapy 10 times.
The patient was on 11 prescribed medications: e.g. biological 
drugs, antidepressants, gabapentinoids, weak opioids, anti-
inflammatory drugs, paracetamol, anti-diarrheals, PPIs, and 
anti-spasmolytics if needed, corticosteroids orally 
periodically. 
She was also taking 3 nutritional supplements out of which 
calcium 500 mg + vitamin D3 20 ug and vitamin B12 1 mg i.m.
once in 3 months on a prescription and sporadically a self-
initiated multivitamin-mineral compound. 



Lifestyle and 
Life events

The patient didn’t smoke and used alcohol 1-2 doses in 3 
months. She considered her diet “quite healthy” but 
described herself being “addicted to carbohydrates”. She 
used to walk 5 km daily, ride a horse twice a month and 
swim once a month. She had had lack of care in her early 
childhood, was married and had one child, but was having 
marital problems. She had only two friends. She was on part 
time rehabilitation leave but couldn’t work at all. 



Laboratory 
results

In the beginning of the 
treatment the patient 
had several laboratory 
parameters below the 

reference range 
(deficiencies) and high 

Cal-pro as signs of 
active Crohn’s disease.

D-25, Zn, Na deficiency
A, B12-vit, folate, Mg  

insufficiency

Alb, DHEAS deficiency Microcellular anemia, 
Leucocytosis,  





Intervention

Mediterranean type anti-inflammatory 
diet Self-initiated gluten free diet

Daily  exercise 45 min including 15 min 
stretching 

1-2 min pause gymnastics after 30-45 
min sitting

MBSR mindfulness meditation practice, 
body scan, 30 min 5 times a week

Nutrient replacement therapy: omega-3 
fatty acids 620 mg x3, vitamin D3 50 ug 
x1, zinc 15 mg x1, magnesium 450 mg 
x1, vitamin C 500-1000 mg , previous 

multivitamin-mineral compound x 1 and 
Cohemin i.m.

MSM with molybdenum and vitamin C. 

Medication: Dehydroepiandrosterone 
12.5-37.5 mg x1, amitriptyline 10 mg x1, 

ketamine gel, capsaicin 0.025% gel. 





The patient was cured with lifestyle medicine

After 11 months of rigorous 
realization of the treatment 
plan the patient had lost 26 
kg (BMI 25.1), discontinued 

all the continuous 
medication and her 

diseases were in remission.
She had started studying 

both at the university and at 
a professional institute.  Her 

pain in NRS scale was 1-4 
/10 and depression vanished 

(BDI -21 2/63).

She was still having a possibility of 
taking paracetamol, paracetamol 

+codeine, ibuprofen and 
metamizole + pitofenone and 

pantoprazole if needed. 

4 months later she had undergone 
an operation because of volvulus 

and she had been prescribed 
adalimumabi, a TNF-alfa antagonist, 

20 IU for 2 weeks, but she was 
otherwise without any continuous 

medication

6 years later she 
is teaching trail 

running and 
practicing ultra 

running!











Lifestyle and 
Burden of 

Chronic Pain 
Patients

Results
Participants suffered from quite severe pain and 
were moderately depressed. (Table 1) One-fifth 
took no exercise. About one-third considered 
their diet unhealthy. Nearly one-third were 
smokers and 4% high consumers of alcohol. (Table 
2A) Most suffered from functional impairment 
(73%), sleep problems (71%) and mental ill health 
(61%), and loss of work ability (60%), and 43% were 
socially isolated due to pain. Rough half had 
experienced traumatic life events, of whom, many 
had experienced multiple traumas (sexual abuse, 
violence, loss of important relationships, economic 
collapse, and/or workplace bullying) (Table 2B) 
They had on average a notable disease burden: 
seven diagnoses. (Table 1)



Suffering 
among Pain 

Patients

Results
Suffering was positively correlated with low working 
status  (rS=0.14*), number of pain diagnoses (rS=0.12*), 
number of all diagnoses (rS=0.17**), sleep problems 
(rS=0.22***), social isolation (rS=0.36***), functional 
impairment (rS=0.30***), loss of work ability (rS=0.23***), 
mental ill health (rS=0.30***), traumatic life events 
(rS=0.33***) and was negatively correlated with exercise 
(rS=-0.14*) and healthy diet (rS=-0.26***). (* denotes p < 
0.05, ** p < 0.01, *** p < 0.001). (Figures 1, 2).
Age, gender, civil status, profession, number of friends, 
smoking, and risky alcohol use were not significantly 
associated with suffering.



Conclusions

Chronic pain is inseparable from multifaceted 
suffering.  Traumatic life events, social isolation, 
loss of working life and of functional capacity, 
mental and sleep problems, and high disease 
burden are the most important factors associated  
with suffering, but  diet and exercise also play  
important roles.









Results

Two thirds (259/393) suffered at least from one 
micronutrient deficiency and 98.5% (387/393) 
from one or more insufficiencies.

All patients with a slightly dark skin color  (n=8) 
had a serious vitamin D deficiency, S-D-25 < 
25nmol/l as in osteomalacia or rachitis.



Conclusions and Recommendations

Patients with chronic pain had 
deficiencies in some micronutrients 

that have a role in properly 
functioning mitochondria and pain-
related neurotransmitters. Only a 

third of the measured micronutrient 
levels were optimal, even though 

nearly half were taking supplements. 

We should study the diet and the 
nutritional status of chronic pain 

patients, including micronutrients. 
Proper supplementation should be 
tailored according to the patient’s 
individual needs. Testing should be 
repeated to verify that the levels of 

micronutrients are optimal.
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Suositukseni hyvinvointialueille
• Jotta (kipu)potilaiden oireita ja kärsimystä voitaisiin 

vähentää, tulisi heiltä selvittää toimintakyvyn lisäksi 
ravitsemustila ja elintavat sekä sosiaalinen tuki ja 
traumaattisten tapahtumien historia.

• Potilaat tulisi ohjata vertaistukiryhmiin, ryhmämuotoiseen 
ravitsemus-, fysio-, psykoterapiaan ja aktiiviseen 
stressinhallintaryhmään. 

• Ryhmämuotoisesti  voi antaa myös narratiivista terapiaa 
teetättämällä kipu-, kärsimys- ja selviytymistarinan. 

• Potilaita tulisi tukea aktivoimaan tärkeitä ihmissuhteita ja 
aloittamaan jokin harrastus, jossa he voisivat liittyä 
sosiaaliseen verkostoon. 

• Laboratoriokokeiden perusteella potilaille tulisi 
tarvittaessa räätälöidä lisäravinteet ravitsemushäiriön 
korjaamiseksi.   Potilailla on Euroopan Neuvoston 
julkilausuman ja Euroopan 
ravitsemustoimintasuunnitelman mukaan oikeus 
laadukkaaseen lääketieteelliseen ravitsemusterapiaan, 
johon kuuluu ruokavalio ja tarvittaessa ravintolisät. 

•
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