
The STAYAC Method
 – For relief of persistent pain



The STAYAC method is a new and successful 
treatment for pain patients with long-standing 
back and neck pain and pain in other parts of 
the locomotor system.

Results from STAYAC’s research have been 
well received in several European countries, 
Australia and the United States. 

STAYAC is short for Stockholm Clinic – Stay 
Active. The clinic is located in Lidingö, just 
outside Stockholm. A dozen employees work 
at the clinic, which has a spectacular view over 
the capital, and approximately 1,000 patients 
are treated every year. 

The STAYAC method is the result of more than 
20 years of continuous methodology develop-
ment focused on a new approach to pain and to 
the treatment of pain.

Generally speaking, there are two main 
schools of pain treatment. One emphasizes psy-
chosocial issues, whereas the other focuses on 
somatically oriented methods, such as chiro-

practics, physical therapy and surgery. STAYAC 
brings these two schools together. The result 
is a treatment program that includes manipu-
lation, cortisone injections, cognitive behav-
ioral therapy, and other psychological modes 
of management, and sometimes even surgery. 
Physicians, physical therapists and psycholo-
gists cooperate in the treatment of patients. 

The key to the STAYAC method is the order 
in which different treatment modalities should 
be applied. This is illustrated in the STAYAC 
flowchart.

In a randomized controlled trial (RCT) conducted 
between 1988 and 1993, 101 patients with low 
back pain were treated with either the STAYAC 
method or allocated to a control group where 
they received traditional treatment. After one 
month, the number of patients that remained 
on sick leave was six times greater in the control 
group than in the STAYAC group. 

After eight months (Fig 1), the patients in 
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Stefan Blomberg, M.D., Ph.D. is the 
founder of the STAYAC method and 
the medical head of the STAYAC 
clinic. He is a specialist in pain medi-
cine and in musculoskeletal medi-
cine. He has been working in close 
cooperation with Sweden’s Uppsala 
University since 1987.

After eight months, the patients in the con-
trol group had been on sick leave for an 
average of 58.5 days per patient compared 
with only 25.4 days in the STAYAC group.
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the control group had been on sick leave for 
an average of 58.5 days per patient compared 
with only 25.4 days in the STAYAC group. The 
difference in results was the same after three 
years.

In a second partial crossover study (RCT), 
half of the “failures” from the control group 
(i.e. chronic patients) were moved over to the 
STAYAC treatment. As a result, the frequency 
of sick leave was reduced by 88 percent dur-
ing two years. For those who remained in the 
control group, the decrease in sick leave was 
negligible.

The effectiveness of the STAYAC method was 
confirmed in another RCT study conducted 
between 1994 and 1999, which included 160 
patients (Fig 2).

In addition to the unique effects on sick 
leave, variables such as pain, disability, psycho-
somatic symptoms, quality of life, and findings 
at physical examination were also positively 
influenced.

Remarkably good results have also been dem-
onstrated among chronic pain patients, who 
had tried traditional care, chiropractics, oste-
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“ We have often succeeded in 
helping patients where others have 
failed.”

The STAYAC Health Care Flowchart
Stefan Blomberg, M.D., Ph.D.
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• The STAYAC Algorithm — Key Issues
The biopsychosocial model — an important 

move

However, unfortunate that the “bio-”syllable is closely asso-
ciated with the structural/pathomorphological paradigm.

The term dysfunction refers to disturbed function in mus-
culoskeletal tissues (e.g. joints, muscles, ligaments, tendons), 
or in the neuromuscular reflex patterns within the ‘operat-
ing system’ of the postural muscles, probably also including 
higher levels of the central nervous system (”The Posturopro-
prioceptive Model”).

Dysfunctions occur in pathomorphologically damaged tis-
sue, but also (and most frequently) in healthy tissues.

Dysfunctional conditions

• Dysfunctional conditions — the largest group of pain suf-
ferers.

• Moreover, dysfunctional pain causes more suffering in 
Western populations than any other medical state.

• From a societal perspective, it is also the most costly pain 
condition.

• Looking for treatable dysfunctions is the first step in the 
mapping procedure over time.

The STaYac paradigm

The dysfunction theory and its consequences constitute its 
core.

The existential dimension

Furthermore, the existential dimension of pain suffering – an 
issue associated with obvious clinical consequences for the 
management of pain patients – is severely underestimated.

“The bio-dysfunctio-psycho-socio-existential par-
adigm” — Key issues of the STaYac method:

• The ambition is to combine all evidence-based and rea-
sonable empirically supported specific treatment modalities, 
in a common concept i.e. everything from psychoanalysis to 
fusion surgery (i.e. the ultimate ‘Black box’ concept).

• a structured management protocol (the flowchart): cost-ef-
fective routes of communication limiting the risk that patients 
remain at sub-optimal levels for exceedingly long periods of 
time, and reducing the likelihood that treatment possibilities 
are missed.

• Profound pragmatism.

• a truly eclectic approach.

• Meta-cognitive processes.

• The dysfunction theory including the concept of  m a r k -
ers of dysfunction (‘green flags’) and antidysfunctional thera-
py/antidysfunctional medicine.

• Underlying theoretical models are adapted to modern ra-
tionales, supported by recent neurophysiological research.

• Mechanically oriented theories are rejected (such as “lock-
ing”, “blockage”, “subluxation”, “hypermobility”, “instability”, 

“micro-instability”, “segmental mobility pain“).

• Manual therapy is a fundamental part of the algorithm re-
gardless of the duration of the symptoms even after years of 
severe suffering.

• Manual techniques range from forceful thrust techniques, 
in which the Scandinavian concept of locking is aimed at di-

recting the therapeutic forces exclusively to the dysfunctional 
segment (in which muscle energy principles are integrated), 
to extremely gentle techniques in which ‘pure’ muscle en-
ergy principles are applied.

• Dysfunctional conditions are treatable in spite of co-exis-
tent major pathomorphology such as herniated discs, spinal 
stenosis spondylolisthesis and neighboring acute compres-
sion fractures.

• Numerous ‘classical’ contraindications for manual therapy 
are abolished.

• Evidence-based steroid injections — a treatment modality 
in dysfunction-free states.

• The parasacrococcygeal injection is unique, extremely po-
tent, and one of he most important items in the STaYac con-
cept.

• The concept of hyper-reactivity with essential clinical im-
plications is introduced.

• Specified indications for prolotherapy are outlined, increas-
ing the efficacy of the method.

• It is proposed that manual therapy/medicine relies largely 
on systemized palpatory illusions. Not a major problem, but 
with important clinical consequences.

• New pragmatic indications for antidepressants are pro-
posed. The benefits of high-dosage are considered.

• anti-dysfunctional investigation is undertaken over time, a 
mapping procedure over time.

• The “ex juvantibus” diagnostic principle is consistently and 
systematically applied.

• a new structured classification process is utilized.

• a unique, integrated approach exists between all the mem-
bers of the staff receptionists, nurse, physiotherapists, behav-
iorist, psychologists/licensed psychotherapist and physicians.

• ‘The stay-active concept’ is paramount: There is a powerful 
synergy in a consistent parallel application of the ‘stay-active 
approach’ and antidysfunctional treatments in an integrated 
manner.

• consequently, the ‘bone setter’/the manual therapist and 
the (cognitive) behavioral therapist are the same person.

• The stay-active concept is not merely a matter of encour-
aging patients to increase activity by simply providing advice 
and to prescribe physical exercise. another aspect (at least as 
important) is the effectiveness of the stay-active approach as 
a meta-cognitive method!.

• Stay-active messages are conveyed while providing pas-
sive treatment, such as manipulation, to the patients.

• The evidence-based integrated algorithm encompasses 
both specific and ‘non-specific’ categories of pain.

• The flowchart is utilized for all pain patients regardless of 
genesis, duration, localization, and character of the symp-
toms.

• consequently, all patients are offered a true “somatic 
chance!”.

• ‘Patient education’ is a new methodology with the aim of 
minimizing the consequences of persisting symptoms.

The patient education

• Modifying beliefs, attitudes, fears, and behavior; and im-
proving sense of coherence and coping skills.

• Interactive cognitive group therapy. In a group, patients are 
much less hesitant to discuss sensitive topics such as ‘long-
term sick leave illness’, the stay-active concept, primary ben-
efits, secondary benefits, basic crisis psychology, insufficient 

coping abilities, fear-avoidance catastrophizing thinking, in-
sufficient sense of coherence, pain behavior, the pain patient 
role, identity loss, development of pain personality and life-
lies.

• a qualified and powerful mode of ‘mental manipulation’.

New psychological perspectives

• New psychological perspectives with respect to the in-
teraction between psycho-existential/social factors and the 
patients’ pain and sufferings with important clinical implica-
tions. Three different basic perspectives are defined.

• Psychodynamic dimensions of the patients’ sufferings are 
considered (‘cognitive therapy with psychodynamic over-
tones’).

• a psychological paradigm: Denial of psycho-existential di-
mensions of pain suffering — the principal interacting psy-
chological factor in many severe pain syndromes.

• ‘The third perspective’: The pain is frequently ‘used’ to 
control and to facilitate repression of denied psycho-existen-
tial crises which are externalized outside own responsibil-
ity and control, as are the responsibility and control of their 
condition and their recovery. an unsatisfactory psycho-exis-
tential/social status of the patient at the debut of pain may in-
duce inadequate consequences from the pain (consequences 
is the key word).

• The pain is virtually always regarded as nociceptive, and 
only rarely of pure psychological origin.

• The overriding objective of providing manual therapy ini-
tially in advanced chronic perception-disturbed pain patients 
is to create a trusting doctor/patient relationship and a satisfac-
tory therapeutic basis for strategies based on psychodynam-
ic theories aiming at behavioral changes, improved coping 
strategies, and limited adverse consequences of the chronic 
pain.

• Manual therapy in severe cases — a ritual! Whether or not 
the patients, from a physical perspective, benefit from the 
treatment is really not important!

• Short-term psychotherapy is frequently successful — the 
primary problem, namely their pain, is addressed all the 
way!

• In conclusion: a new psychological paradigm is intro-
duced!

Moreover:

• Patience! There is virtually always another move to be tak-
en when one measure has failed. The patients’ life situations 
are habitually brought under control.

• Several parallel processes may be undertaken — the phy-
sician, psychotherapist one physiotherapist providing manual 
therapy, another physical exercise, and a third acupuncture.

• Intense communication between the therapists creates 
confidence and accelerated progress. anxiety through sepa-
ration is avoided compared with the patient being referred to 
therapists in other clinics.

• a ‘spin-off effect’, knowledge of the STaYac model im-
proves professional confidence, thereby affecting the treat-
ment results positively.

• In an optimal situation, all therapists in the team attend in-
dividual psychotherapy and receive tuition in psychotherapy/
cBT.

• The ultimate challenge, is to manage unmotivated, psy-
chologically unaware and perception-disturbed chronic pain 
patients!
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[1] Secondary prevention

[2] Sequential circuit exercise, 
medical exercise therapy (MET), 
“stabilizing” exercises, postural 
exercises (balance board, balance 
shoes), relaxation exercises, body 
awareness, Feldenkrais, etc

[3] First indication — therapeutical 
home program included

[4] Pragmatic indication

[5] Indication: recurring dysfunctions

[6] Trial treatment

[7] Second indication — 
therapeutical home program 
included

[8] Pain-killers, NSaIDs, acupuncture, 
TNS, TEMS, therapeutical ultrasound, 
heat, cold, IMS (ad modum Gunn), 

etc

[9] Indication: Hyper-reactivity

[10] Work trial, further education, re-
education, etc

[11] In addition, neurosurgeon, 
neurologist, etc

[12] See [8]. However, fewer 
modalities

[13] Physical exercise — inherent 
potential for behavioral changes 
(“CBT” provided simultaneously)

[14] Providing sick leave is in 
fact a treatment method, which 
sometimes is necessary. However, 
it is the most dangerous treatment 
method available, and should be 
utilized as sparsely as possible

Details about the STAYAC methodology are available in the 
Textbook of Musculoskeletal Medicine, Oxford University Press. 
Stefan Blomberg has written the chapter about: “A pragmatic 
management strategy for low back pain – an integrated mul-
timodal programme based on antidysfunctional medicine” 
(October 2005).»

The STAYAC flowchart, 
or algorithm, maps 
out the next move 
through the chain of 
therapy when a thera-
peutical modality has 
failed.

Patient education is an essential part 
of the treatment program.



opathy and other forms of treatment with little 
or no  
success. In an outcome study in 2001–2002,  
with a group of patients who had been on sick 
leave for an average of 2.6 years, four out of 
five could end their sick leave after five months 
of STAYAC treatment.

At the Stockholm clinic, a genuinely inte-
grated team of physicians, physical thera-

For more information, please contact:
Stefan Blomberg, founder of STAYAC 
or Stina Öhman, STAYAC,  
info@stayac.se, www.stockholmclinic.se
Telephone: +46 8 636 09 00

A variety of treatments are used on patients, for instance manipulation, physical exercise 
and cortisone injections. 

STAYAC’s Scientific Advisory Board includes prominent people in the field of Swedish health care: 
Birgitta Strandvik, professor emeritus, Östra Sjukhuset University Hospital, and former chairman of The Swedish Society of 
Medicine. 
Ed Palmer, professor of Social Insurance Economics, University of Uppsala, Chief of Research, The Swedish Social Insurance 
Agency. 

pists, a psychiatrist and psychotherapists helps 
patients.

The STAYAC method is based on the flow-
chart and individual needs and development of 
the patient’s condition. The treatments consist 
of different levels of physical exercise, manipu-
lation/mobilizing techniques, muscle stretch-
ing, traction modalities and special injections. 
Psychological aspects and pharmacological 
treatments are also taken into consideration in 
the diagnostic mapping procedure over time.

In addition to traditional medical perspec-
tives, such as the generally acknowledged stay-
active concept, the methodology is based on a 
somatic but revised perception of illness – The 
Dysfunction – defined as disturbed function 
in healthy tissues. Dysfunctionally based con-
ditions are considered the dominant cause of 
pain within this patient group. This new per-
ception of illness has far-reaching positive clini-
cal consequences. 

Meta-cognitive processes are essential. In-
depth and continuous revision of the therapists’ 
own thought processes, attitudes and beliefs are 
crucial for the communication between patient 
and therapist. The key to success is provid-
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