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FOREWARD
Pain disorders in developed countries of the Western world could be, as some have suggested, one of the
epidemics of our times. This refers not so much to acute pain, but to chronic pain that persists beyond the
expected time for recovery, and often takes a protracted course of symptoms and impairment. The
phenomenon may be a reflection of greater awareness of these conditions together with the availability of
more sophisticated treatment; personal, psychosocial, and cultural factors; a shift in the form of
psychosomatic processes; or the reinforcing effect of available safety nets from disability claims and
personal injury litigation. Pain management as an industry has become legitimized, even while conflicting
schools of thought continue to express widely divergent, theoretical positions. In the last twenty years alone
there has been an evolution of nomenclature dealing with pain disorders, and shifting back and forth
between physiological and psychological perspectives. Even while espousing a more integrated concept of
biopsychosocial factors, there is still an underlying and historically entrenched mind/body dichotomy that
resists this integration. Newer research points to greater awareness of neurophysiological mechanisms, but
also of psychological substrates in which pain disorders arise. At the same time, in the arena of
compensation and litigation, opinions are routinely required in which a choice must be made about whether
a pain disorder is caused by a physical injury or not, whether the patient is disabled or not, and whether a
patient's claims are reliable or not. For psychiatrists or psychologists who enter into these disputes, an
understanding of newer terminology and current, evidence based foundations for opinions offered is
necessary. This psychiatric update and evaluation guide hopes to lend some clarity in this regard, and to
provide a practical approach to the evaluation process.
This work is dedicated to the late Edmund V. Drukteinis, MD who was as compassionate a physician, and as
sensitive to the pain of his patients, as anyone I have known.
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CHANGING CONCEPTS IN PAIN DISORDERS
Chronic pain disorders continue to be a major health problem worldwide, in spite of advances in the
understanding of pain mechanisms and a wide variety of newer pain management techniques (1) (2). In the
United States, musculoskeletal pain alone affects 36% of the population during any 12-month period of
time, which translates to well over a billion workdays lost annually to disability (3). Prognoses for conditions
such as chronic low back pain have required revision, with new data suggesting even greater individual and
societal impact and a worse natural course than formerly believed (4)(5). It is also understood now that
chronic pain disorders comprise a heterogeneous group of clinical conditions, only a minority of which are
associated with structural pathology; many others coexist with pain at other unrelated anatomical sites (6).
Therefore, it is not surprising that pain disorders are frequently the subject of litigation in workers'
compensation, personal injury, and disability claims (7). For example, almost half of the Social Security
disability disputes pending in federal courts involve claims of chronic pain (8). In addition, damages for
"pain and suffering" often make up the largest component of personal injury awards (9)(10), and are the
regular focus of tort reform (11).
Over the last two decades, the definition of pain disorders has undergone significant change, and has been
tied to evolving medical and psychiatric concepts about pain. These changes have caused confusion,
however, and have led to frequent misuse of, or inconsistencies in, terminology. Some of these changes are
outlined below, to illustrate the disparities.
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Pain disorders fall under the general class of Somatoform Disorders in the Diagnostic and Statistical Manual
of Mental Disorders (DSM) of the American Psychiatric Association (APA); but definitions of these disorders
have been edited in subsequent editions-specifically, from DSM-III-R (1987) (12), to DSM-IV (1994) (13),
and DSM-IV-TR (2000) (14). Even the definition of Somatoform Disorders has not remained the same.
Compare the definition in DSM-III-R to that in DSM-IV-TR, given below, respectively.
DSM-III-R defines Somatoform Disorders as: "The essential features of this group of disorders are physical
symptoms suggesting physical disorder for which there are no demonstrable organic findings or known
physiological mechanisms, and for which there is positive evidence, or a strong presumption, that the
symptoms are linked to psychological factors or conflicts"(12).
DSM-IV-TR defines them as: "The common feature of the Somatoform Disorders is the presence of physical
symptoms that suggest a general medical condition and are not fully explained by a general medical
condition, by the direct effects of a substance, or by another mental disorder"(14).
In addition, the term Somatoform Pain Disorder was a subcategory of Somatoform Disorders in DSM-III-R,
but is no longer used by DSM-IV or DSM-IV-TR. It was previously defined as pain with "no organic
pathology or pathophysiological mechanism... or...[pain that is] grossly in excess of what would be
expected from the physical findings"(12).
Somatoform Pain Disorder, therefore, was an actual mental disorder often synonymous with what was
termed psychogenic pain, a concept that is not as readily accepted today.
Despite the changes in DSM, Somatoform Pain Disorder continued to be referenced in the American Medical
Association Guides to the Evaluation of Permanent Impairment (hereafter, AMA Guides), 5th Edition (2000),
which is used to rate pain disorders, and specifically indicated that Somatoform Pain Disorder should not be
confused with Chronic Pain Syndrome, which was not considered to be a mental disorder (15).
The AMA Guides, 6th Edition (2008) no longer uses the term Somatoform Pain Disorder but does endorse
Chronic Pain Syndrome, describing it as "pain that continues beyond the normal healing time for the
patient's diagnosis and includes significant psychosocial dysfunction"(16).
As of DSM-IV, there is no longer the subcategory of Somatoform Pain Disorder; it was replaced by three
types of Pain Disorders: Pain Disorder associated with psychological factors, Pain Disorder associated with
both psychological factors and a general medical condition, and Pain Disorder associated with a general
medical condition (13). Technically, the latter should not be included at all in DSM because it would typically
not be diagnosed by a psychiatrist. Regarding the other two, the following distinctions were made:
Pain Disorder associated with psychological factors is a category used when the psychological factors are
judged to have the major role in the onset, severity, exacerbation, or maintenance of the pain.
Pain Disorder associated with both psychological factors and a general medical condition is used when both
psychological factors and a general medical condition are judged to have important roles in the onset,
severity, exacerbation, or maintenance of the pain.
Although both of these conditions could be classified as mental disorders, the first (a) is closely related to
the earlier concept of psychogenic pain, and is more likely a mental disorder; the second (b) is synonymous
with chronic pain syndrome so that it is not purely a mental disorder.
Psychiatric concepts of pain disorders have also undergone notable evolution over the last 50 years. For
much of the first half of the twentieth century, psychiatric expectations of unexplained pain disorders were
heavily founded on psychoanalytical concepts (17). Pain was considered either a conversion symptom or
akin to hysteria; with repressed guilt, aggression, and other unacceptable unconscious forces supplying the
underlying mechanism of the disorder (17). An amplification of this same concept was expounded by Engel
and others, who described a pain-prone personality whose origin was in the denial of unconscious conflicts
and dependency needs, for which the pain serves as a pathological expression (18)(19). These theories
seemed to fit well with the concept of psychogenic pain, which was introduced decades earlier to soften the
negative implications of hysteria (20). With the advent of the behaviorists, however, conditioning became
the focus of most of psychological pain research. Concepts such as respondent conditioning, operant
conditioning, and conditioned fear of injury (rather than unconscious conflict) were the accepted way of
understanding and dealing with chronic pain (21). Together with the theoretical construct of gate control
(22), which introduced a neurological mechanism that increased or decreased pain signals and included
central (brain) modulation, psychogenic pain began to decline as a relevant concept. The explosion of
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neuroscience research toward the end of the twentieth century, and the difficulties establishing reliable
methodology for empirical research on covert psychological mechanisms, led to a de facto dismissal of the
importance of psychiatric understanding of the pain patient's personal history and psychological factors in
precipitating or maintaining a chronic pain condition. From the standpoint of litigation of pain disorders,
causation and long-term disability were merely a reflection of the disease process. Unfortunately, gains in
treatment of chronic pain have not followed accordingly; and, slowly, a shift is occurring, back to a more
comprehensive psychobiosocial framework, with research that supports complex and multilayered
mechanisms. Personal characteristics of pain patients-including physiological mechanisms, coping styles,
enhancing factors, the presence of mental disorders, personality characteristics, and somatoform processesare being seen as more relevant than previously acknowledged. In addition, the psychosocial context and
interaction patterns of the patient with others in his or her environment are also being increasingly regarded
as relevant.
The following reviews the current state of research and understanding of pain disorders from a psychiatric
perspective, and addresses issues in conducting a forensic psychiatry evaluation of individuals whose pain
disorder is the subject of litigation.
back to the top...

PERSONAL FACTORS
Although the term psychosocial factors is widely used in pain disorders and infers a broader context of
analysis, a great deal of contemporary research has focused on individual and personal factors of the pain
patient. These include a number of physiological and psychological mechanisms, each of which deserves
some attention here.

Physiological Mechanisms
Much of the early research in physiological mechanisms of pain focused on nociceptive pain, meaning that
which begins as a response to noxious stimuli at peripheral nerve endings-that is, nociceptors-and then
travels through the peripheral nerves and spinal cord to the brain (22). Along the way, particularly in the
spinal cord, the message is modulated through inhibitory and excitatory mechanisms, some of which come
from the brain itself and its effect on neurochemical structures in the spinal cord (22). In effect, this was in
line with the gate control theory of Melzak and Wall (21), in which pain was seen not just as a result of the
degree of peripheral tissue harm but also as how much the pain message was allowed to pass through
gates that would open or close in the main communication channels. Now we understand that there is
another type of pain, neuropathic pain, which is also regularly implicated in chronic pain conditions, where
the pain persists because of more complex neurophysiological mechanisms almost independent of any
remaining harm at the peripheral tissue site (23). This is seen, for example, in reflex sympathetic dystrophy
(renamed complex regional pain syndrome; see below) in which the mediation and persistence of the pain
is through pathological activation of the sympathetic nervous system (24). Other studies point to a brain
network for pain perception and the more active role of central neurophysiological processing (25).
Differences can be seen, for instance, in how the brain network responds to acute versus chronic pain; and
those differences have even been measured with functional magnetic resonance imaging (fMRI) (26). There
is increasing evidence, as well, that chronic pain is not simply the prolonged presence of acute pain (27)
(28), and that central nervous system structures such as the amygdala may play a crucial role (29).
Specifically, it has been shown that the amygdala is prone to neuroplastic changes as a reflection of chronic
"neuropathic" pain, and that this involves very different types of synaptic transmission than with acute pain
(30). At this point, it is not clear whether these abnormal changes precede chronic pain perception or follow
the onset of the chronic pain (25)(31). In addition, and perhaps not coincidentally, the amygdala is now
well known to play a role in various psychiatric conditions (31).
Disturbance in the hypothalamic-pituitary-adrenal (HPA) axis has also been associated with chronic pain
disorders (32)(33), and with the stress-related mechanisms within that axis. Even subjects who do not have
chronic pain yet but who have identified abnormalities in HPA axis function (e.g., loss of diurnal rhythm,
failure to suppress cortisol with dexamethasone) appear to have a higher risk of developing chronic pain
(34). Abnormalities in HPA axis function have been seen, as well, in depression and fatigue (35)(36), both
of which are linked to a well-known chronic pain condition, fibromyalgia (see below). One possible
explanation is that traumatic events early in life may alter an individual's stress response, which then
creates vulnerability to future traumatic events and leads to symptoms such as depression, fatigue, and
chronic pain (32). Furthermore, neurotransmitter substances (e.g., noradrenaline, dopamine, and
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serotonin), neuropeptides, and cytokines have been implicated in chronic pain disorders, also suggesting an
endocrine and/or immunologic process (37)(38).
There is also debate whether chronic pain is tied to genetic factors (37)(39)(40). Evidence in experimental
animals of genetic transmission of pain mechanisms such as nociception (41), and polymorphism of several
specific gene loci, indicates they may be associated with pain processing (42). This includes, among other
things, a possible link to the mu-opioid receptor gene (43) and to enzymatic correlates that respond to
pharmacological pain treatment (44)(45). The association of pain response with genetics may be
provocative, but to the extent that gene expression is determined to be a significant factor, it will
undoubtedly not be independent of environmental factors.
back to the top...

Coping Styles
Increasingly, research has shown that the way an individual copes with chronic pain can have a significant
impact on his or her suffering and disability. Three important concepts involved in coping with chronic pain
are: fear-avoidance, catastrophizing, and self-efficacy. (See also, Table A, Damaging Coping Styles and
Pain-Enhancing Factors.)
Fear-Avoidance
Fear-avoidance, sometimes known as kinesiophobia, refers to fear of movement after development of acute
pain so as not to cause reinjury (46)(47). This then results in disuse, deconditioning, and other conditions
that lead to chronic pain. In the short run, avoidance of movement may seem to have pain-reducing effects,
and so is reinforced in the mind of the sufferer. However, paradoxically, it leads to greater long-term
deleterious effects (48). Numerous studies have shown the association between fear-avoidance and chronic
pain, but it is not clear whether fear-avoidance is a mediator, a cause, or simply an effect of chronic pain
(49)(50). In addition, it does not appear to be the only variable.
Catastrophizing
Closely tied to the fear-avoidance model of chronic pain is the concept of catastrophizing, a maladaptive
response to pain characterized by an experience of heightened pain intensity, increased disability, and
difficulty disengaging from pain (51)(52). Although it can be seen in acute pain as well, its importance is the
robust association with chronic pain (53). Interestingly, the effect of catastrophizing can be independent of
negative affect or the presence of depression (54). Related to this is evidence that catastrophizing is
correlated with suicidal ideation, also independent of depressive symptomatology or pain severity (54).
Catastrophizing often includes worrying about the pain and fear for the uncertainty of one's future. Of
course, worry by itself is not necessarily pathological, and may be the necessary first step toward problem
solving. In chronic pain, though, worry can become problematic, interruptive, intense, and uncomfortable,
at which point it no longer contributes to problem solving. In fact, worry is more often tied to feelings of
helplessness and loss (55). The sense of loss resulting from chronic pain can mean more than the direct
effects of physical disability and change in physical functioning; more indirect effects may include
diminished role performance, inability to participate in recreational activities, and lack of desire to interact
socially. Individuals who catastrophize tend to ruminate about what other adversities they may face, and
thus become hypersensitive to further threats against their physical integrity. In part, this type of worry is
fueled by the perceived insolubility of the pain problem, especially when the solution is framed as the
elimination of pain. Tracking the severity of pain, vigilance to further pain threats, and repeated attempts to
eliminate pain by cure intensify a negative focus on one's self and cause greater frustration-both of which
have a deleterious effect on the pain process (56)(57).
Self-Efficacy
A reciprocal concept to fear-avoidance, catastrophizing, worry, and helplessness is that of self-efficacy. In
other words, the more patients believe that they are still in control of their life (i.e., positive self-efficacy),
the more successful will be their adaptation to chronic pain (58)(59)(60). In a general sense, self-efficacy
may be related to the broader concept of resilience. This refers to the successful adaptation of an individual
to debilitating adversity or life stressors (61)(62). Resilience includes conscious efforts at self-mastery,
sometimes referred to as active coping, but also genetic, developmental, physiological, and other
psychological attributes (63). Passive coping, on the other hand, involves assigning responsibility for pain
management to an outside source, or allowing other areas of one's life to be adversely affected by pain (64)
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(65). Passive coping is a strong and independent predictor of disabling pain, and is a marker for risk of
disability. Studies have shown that self-efficacy and active coping with pain require an acceptance of chronic
pain, with the understanding that even chronic pain sufferers can remain engaged in valued aspects of their
life (66).
In line with that, pain management techniques appear to be more effective in individuals with chronic pain
when they adopt active coping mechanisms and a self-management approach (67). Recently, an interesting
study focused on a variation of active coping in which chronic pain patients could be helped by adopting a
new self-perceived role identity, to replace that of someone whose life had been suspended by pain. In this
new role, the patient implements strategies that target self-enhancement, encourage positive emotions
related to social meaningfulness, and incorporate a self-concept of heroism in dealing with the unavoidable
and unpleasant context of chronic pain (68). This new-identity approach appeared to reduce many of the
negative and destructive emotions that are well known to reinforce chronic pain and helplessness.

Table A. Damaging coping Styles and Pain-Enhancing Factors
Coping Styles
Fear-Avoidance Known as kinesiophobia, refers to fear of movement after
Development of acute pain so as not to cause re-injury
Catastrophizing A maladaptive response to pain characterized by an expe- rience of
heightened pain intensity, increased disability, and difficulty
disengaging from pain
Low SelfEfficacy

Passive coping, or a belief of helplessness and dependence on
external sources of pain control

Enhancing Factors
Fear and
Anxiety

Known to modulate the pain response and cause greater suffering
than the physically traumatic stimulus

Attention and
Hypervigilance

Overdirected attention to painful stimuli, anticipating and tracking
pain symptoms

back to the top...

Enhancing Factors
Closely tied to an individual's coping mechanisms and their effect on chronic pain, several mental processes
have been seen to enhance or amplify the pain experience in a number of research studies. These
mechanisms are to a great extent interrelated and have shown to have functional correlates within central
nervous system structures (see "Physiological Mechanisms," above). The first of these are fear and anxiety,
which are known to modulate the pain response and cause greater suffering than the physically traumatic
stimulus that initiated the pain (69)(70). In this context, fear is not just a pervasive phobic personality trait,
but specific to the pain itself and what it signifies. Similarly, anxiety does not refer to generalized anxiety,
but an affective reaction to the negative implications of uncomfortable physical sensations. Psychological
questionnaires measuring both fear and anxiety about pain show that high responders are not only prone to
chronic pain but demonstrate unique activation in the anterior cingulate and insular cortex of the brain, as
well as regions of the thalamus, lateral prefrontal cortex, and parietal cortex (69)(71).
In addition, greater attention to pain seems to be linked with chronic pain and disability (72). In fact,
directed attention to painful stimuli increases synchronization between cortical structures (i.e.,
somatosensory and parasylvian), as well as somatosensory and medial frontal. In contrast, distraction from
pain shows much weaker synchrony (73). There is also growing recognition among pain researchers
regarding the impact of dysfunctional attentional processes, sometimes labeled as hypervigilance (74). The
more troubling question is whether attention and hypervigilance are learned responses or are inherent in
the chronic pain experience. For example, it would make sense that individuals whose personal goal is to
avoid or escape from the pain experience might become hypervigilant as a way of monitoring to what
extent that goal is met. However, it is not clear how much of the process is conscious or unconscious, and
by extension controllable or uncontrollable. It may be that attempting to teach people to divert attention
away from the pain is not as successful as encouraging them to reshape their goals. There is supporting
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literature to that effect, which describes the need for patients to challenge erroneous beliefs about pain, and
to understand that a meaningful life is possible in spite of pain (46)(75). In addition, the provocative
neurofunctional data has not resolved whether cortical brain correlates are the mechanisms to explain
chronic pain, or are merely the result of chronic pain.
back to the top...

Association with Mental Disorders
Distressing emotions understandably accompany chronic pain problems. At times these emotions are
sufficiently severe to constitute a comorbid mental disorder. Estimates of the proportion of chronic pain
patients with mental disorders have varied, although most studies have suggested figures of about 50%
(76)(77)(78). Mental disorders associated with chronic pain are not unique to a particular type of pain; in
large surveys they have been found to include patients with chronic back or neck pain, migraine, whiplash
syndromes, and diffuse bodily pain (79)(80)(81)(82). There is also evidence that patients with chronic pain
who have a comorbid mental disorder have a more impaired quality of life and greater disability (76)(83).
Complicating the picture, treatment for chronic pain is markedly compromised when there is a comorbid
disorder; and treatment of the mental disorder is equally difficult when the individual suffers with chronic
pain (84)(85)(86).
The most common mental disorder to occur comorbidly with chronic pain is depression (79)(83). This can
include a range of conditions, from Adjustment Disorder with depressed mood to Dysthymic Disorder to
Major Depressive Disorder. Some researchers have even claimed that nonspecific chronic pain can be
viewed as a type of depression-that is, "masked depression" (87). Along with depression, anxiety disorders
are seen in chronic pain patients to a high degree; these can include Generalized Anxiety Disorder, Panic
Disorder with or without agoraphobia, and Social Phobia (79). Patients with chronic pain also are more likely
to suffer with alcohol and substance-related disorders, particularly Alcohol Abuse, perhaps as a consequence
of the emotional distress of dealing with chronic pain or because of preexisting substance dependence
issues, which then complicate the course of and recovery from chronic pain (79)(88). Posttraumatic Stress
Disorder is also frequently associated with chronic pain, especially when a traumatic experience includes
both a physical and a psychiatric impact (89)(90). Again, where both conditions are present, the potential
impact on functional impairment is greater. That said, recent evidence suggests that individuals with
Posttraumatic Stress Disorder may actually have a reduced sensitivity to pain (89). At the same time, there
may be factors common to both Posttraumatic Stress Disorder and chronic pain that work to maintain both
conditions (91), particularly when patients perceive themselves to be helpless and not in control of their life
(90).
These associations, while strong, do not alone answer the question of whether the mental disorder is
antecedent to the development of chronic pain, a consequence of the pain, or just incidentally comorbid
(84). Certainly, there are studies that have shown, for example, that antecedent depression raises a risk
factor for the development f chronic pain (92). However, this does not mean that the depression by itself is
the causal factor. At the same time, preexisting anxiety disorders, substance abuse, and personality trait
disturbance may be instrumental in leading to maladaptive coping mechanisms and/or amplification of a
pain response. Unfortunately, empirical studies that try to address this issue may be limited by their
methodology and by the need for a broader and more longitudinal understanding of the person in whom this
comorbidity exists, rather than by simply focusing on a presumed singular association.
back to the top...

Personality Characteristics
The relationship between personality characteristics and chronic pain has been studied extensively, perhaps
because individuals with chronic pain frequently present with maladaptive behaviors and emotional distress
that do not respond to conventional therapeutic interventions for mental disorders. Chronic pain patients, in
fact, have a higher prevalence-over 40%-of personality disorders than psychiatric patients generally (93)
(94). In studies that involved unstructured interviews, the most frequent diagnoses were dependent,
passive-aggressive, histrionic, and compulsive personality disorders (94)(95). When the cluster
classification of the Diagnostic and Statistical Manual of Mental Disorders-IV-TR (DSM-IV-TR) (14) was
used, the most common cluster seen in chronic pain patients was cluster C: avoidant, dependent, and
obsessive-compulsive personality disorders (96). In contrast, in structured interview studies, a higher
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prevalence of paranoid, borderline, and obsessive-compulsive personality disorders were identified (97)(98)
(99)(100). What emerges is the recognition that no one personality disorder is so clearly linked to chronic
pain that it can either explain it or reliably predict its course. On the other hand, identification of unique
personality characteristics or traits, apart from a personality disorder diagnosis, may have value. (See Table
B, Personality Theories and Chronic Pain.)
Historically, one of the earliest proposed theories was that of the pain-prone personality, which
demonstrated prominent features of guilt, a history of suffering and defeat, an intolerance of success, a
strong unfulfilled aggressive drive, and the development of pain subsequent to a loss or threatened loss
(18). The pain was thought to reduce the guilt and shame of depression in a face-saving way. This posited
theory was expanded further by subsequent researchers who believed that many chronic pain patients,
from an early age, had unmet dependency needs and a desire to be cared for; that those needs were
concealed; and, instead, these individuals took on an outward personality style of independence, relentless
activity (ergomania), and excessive caring for others (87). Again, with a significant loss, disappointment, or
injury, these patients shifted to assume an invalid role, which is the expression of their old unrecognized
dependency needs.
Although these theories have been criticized for lack of compelling empirical data to support them (101)
(102), anecdotally, and when longitudinal histories of patients are accurately obtained, similar personality
characteristics, with dramatic shifts in levels of premorbid and postmorbid activity, are often seen.
A number of other personality characteristics, which have been observed and studied separately from
personality disorders, deserve some attention here. One is the theoretical construct of alexithymia, which
refers to patients who have difficulty identifying and describing their feelings, and who tend to be concrete,
physical reality-based, and have an impoverished inner emotional or fantasy life (103)(104). Such
individuals appear to have a predisposition to psychosomatic symptoms, including chronic pain.
Another personality dichotomy that has received attention in pain disorders is that of extraversion versus
introversion. Hypothetically, individuals with extraversion have higher pain thresholds and are more tolerant
to pain. They also may demonstrate adaptive reactions that help inhibit a pain experience, seek out greater
social support, express feelings more readily, and maintain more social activity to counter passive
invalidism (105). In contrast, individuals with introversion may have a tendency to brood and withdraw
from social contact, obsess about their pain, and demonstrate neurotic patterns of adaptation (105). Closely
tied is the observation that those individuals who show optimism deal with the pain experience in a more
positive way and have a more favorable course, both in terms of subjective symptoms and personal
functioning (106).
Chronic Pain Models and Personality
One model of chronic pain in relationship to personality is that of diathesis-stress, in which personality
predispositions, diatheses, coupled with the stress of pain and its consequences, lead to what appears to be
a personality disorder that perpetuates the pain and the disability (107). Proponents of this model cite the
fact that patients and their families will frequently report no signs of a preexisting personality disorder,
which, by definition, would then disqualify them from a personality disorder diagnosis according to DSM-IVTR. The model assumes a biological/genetic vulnerability interacting with an environmental stressor such as
an injury-producing pain, which then takes a chronic course. The difficulty with this model is obtaining an
accurate history, because individuals who have become fixated on their pain and/or injury may reconstruct
their own story in an erroneous way, or may not have sufficient psychological insight to recognize a
preexisting personality disturbance. Furthermore, the biological underpinnings of the diathesis-stress model
may not sufficiently take into account nonbiological factors, underlying psychological needs, and a more
active role in maintaining invalidism than the individual may admit to.
A more recent theory of personality and chronic pain has incorporated an earlier psychobiological model,
which views personality from the standpoint of temperament dimensions and character dimensions (108).
Temperament dimensions are thought to be more biologically based, whereas character dimensions
represent differences in goals, values, attitudes, and self-concept. Character dimensions tend to be more
variable and psychologically governed. When measuring these factors as they relate to chronic pain
patients, two significant findings were seen:
The temperament dimension of harm-avoidance was significantly correlated with chronic pain patients, even
when controlling for comorbid mental disorders (109). This could reflect a neurobiological predisposition to
the early emotion of fear and its related automatic behavior, which can help explain the self-defeating fear-
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avoidance (see above) characteristic in many of these patients.
The character dimensions of self-directedness and cooperativeness were inversely correlated with chronic
pain patients (109). Here, low self-directedness means that an individual does not expect to be able to
control and positively influence a distressing situation, and does not participate cooperatively in his or her
own rehabilitation. Again, these character dimensions appear to involve higher cognitive processes and
represent less of a neurobiological predisposition (108). Also, high harm-avoidance and low selfdirectedness and cooperativeness were significantly related to diagnosed personality disorders within this
study; they were seen in over 40% of the subjects (109).
The identification of distinctive personality characteristics that are associated with chronic pain remains a
challenge, and no firm conclusions can be drawn beyond the fact that a number of specific characteristics
may be important. Of greater relevance is how those characteristics exert their influence in the context of
the entire psychobiological makeup of the person and his or her life history.

Table B. Personality Theories and Chronic Pain
Pain-Prone
Personality

An earlier questionably validated theory that pain serves to reduce
guilt and shame of depression; and/or a reflec- tion of unmet
dependency needs including a desire to be cared for

Ergomania

Relentless activity, and often excessive caring for others; pain serves
as an expression of unrecognized dependency needs

Alexithymia

Refers to patients who have difficulty identifying and describing their
emotional state; and have a predisposition to psychosomatic
symptoms including pain

Introversion

Unlike extroversion, which can help adaptive reactions to pain, there
is a tendency to brood and withdraw, and be pessimistic

DiathesisStress

A personality predisposition, not previously seen, but coupled with
the stress of pain and its consequences leads to personality
disintegration

Temperament
and
Character
Dimensions

A psychological model in which temperament dimensions, e.g.,
harm-avoidance, are more biologically based; where- as character
dimensions, e.g., self-directedness and coop- erativeness, represent
psychological differences in goals, values, attitudes, and self-concept

back to the top...

Somatoform Processes
Pain as a manifestation of psychiatric disturbance has received attention for over a century, especially since
the advent of psychoanalytical theory (110). Terms such as hypochondriasis, hysteria, somatization, and
psychosomatic disorder have been variably used to characterize chronic unexplained pain symptoms (110)although to counter the negative implications of these terms, some researchers prefer to use the rubric,
"psychogenic pain" (111). Here, pain was seen as a manifestation of underlying anxiety, fear, depression,
or as a defense mechanism for unacceptable impulses (e.g., hostility and resentment). Troubled life
histories of pain patients seemed to offer support for this concept. As biological underpinnings of pain
pathways became apparent, however, the focus shifted away from psychogenic to neurogenic. In addition,
the role of psychological factors was difficult to identify, even in well-designed empirical studies (81)(82).
Recently, an integrated biopsychosocial model has become more popular (112). Under this model,
multilevel interactions are assumed, including genetic and biological factors, personal history, social
context, and behavioral reinforcers. As a result, the category of Somatoform Disorders in DSM-IV-TR
reflects this change and, as indicated above, describes these conditions as "not fully explained" by medical
pathology, replacing the earlier description of "without" medical pathology (14). Unfortunately, this newer
trend sometimes relegates psychological factors to a less important role, or simply attributes them to an
excessive reaction to a pain experience. In spite of nominal attempts at integration, there is also a subtle,
lingering mind/body dichotomy-that it must be one or the other, psyche or soma. Nevertheless,
contemporary studies are demonstrating powerful psychological variables, preexisting and otherwise, that
are closely tied to chronic pain and are measurable in well-constructed research methodology, which include
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the identification of neural substrates to these factors.
Certainly, cognitive-behavioral models of chronic pain have by now been well documented. Pain-related
avoidance stemming from fear of movement or injury, passive coping styles, and a negative outcome
expectancy all result in a poor prognosis for chronic pain (46)(113)(114). This vicious cycle appears to be
based on anxiety, not necessarily because of pain but also as anticipation of pain. This pattern
independently will predict treatment outcome, and addressing it in a multidisciplinary program greatly
improves the prognosis. A dramatic illustration of the deleterious effect of overfocusing on pain, and fear of
pain from a prior memory of pain experience, may be seen in the anecdotal reports in the literature of two
chronic pain patients who had substantial pain reduction when they forgot their pain (115). The authors
reporting this phenomenon described the two patients as having long histories of chronic pain and opioid
dependence. Then, incidentally, one suffered multiple epileptic seizures, after which her pain was relieved.
The other had a motor vehicle accident and head injury, with retrograde amnesia, after which his pain was
relieved as well. The authors also reported on earlier studies with electroconvulsive therapy and chronic
pain syndromes, which raised similar questions about the role of memory and/or a direct effect of such
amnesic experiences on central pain processing (116).
Another important phenomenon from earlier psychiatric literature, which is now garnering new attention in
the understanding of chronic pain, is that of attachment and loss. Attachment theory holds that
interpersonal experiences in early childhood and onward, such as loss or unavailability of important figures,
contribute to the development of one's own self-image (i.e., model of self), as well as perception of others
(i.e., model of others) (117). The attachment styles that are so formed govern one's responses to threat in
the future. Recent studies have shown that individuals with insecure attachment are more likely to
experience chronic pain and more distress from pain (118). Those with a negative model of self tend to
appraise pain as more threatening, and so engage in fear-avoidance, catastrophizing, and hypervigilance to
pain (119). Those with a negative model of others are less likely to find comfort in closeness, which can
result in worse adaptation to pain (120). In addition, an insecure attachment style has an effect on
caregivers who, with attachment styles of their own, may then engage in nonoptimal responses to the
patient, causing a downward-cycling pattern (121).
Closely tied are observations about the effect of loss on pain, in particular permanent loss. For example, in
the extreme, death and bereavement are known to increase maladaptive biological changes; but similar
biological effects are seen even in times of crisis or separation from a partner (122). Some have described
these biological/bodily changes in relationship to social and interpersonal events as a disruption of
homeostasis (123); or have referred to a construct of psychopathology of the somatic, in which a physical
symptom such as pain is itself the expression of an individual's personal disregulation (124). The propensity
for disregulation is, theoretically, established by an initial insecure attachment style. (See Figure A,
Attachment and Psychopathology of the Somatic.)
Masked depression can also be an explanation for chronic pain. The association between pain and
depression is well known, but an international survey by the World Health Organization also showed that a
large percentage of patients with depression reported only somatic symptoms: half had multiple somatic
symptoms, which were unexplained, and a significant number denied depression, even though they met the
criteria for it (125). Many patients, of course, do perceive that their pain complaints are exacerbated by
depression; but they may be less likely to understand that their depression and their pain may be
synonymous. Therefore, simply questioning patients about symptoms of depression may not always be a
reliable way to understand its association with pain. More specific scrutiny is needed into the criteria that
constitute a patient's depressive disorder-when the depression actually began and what factors are fueling
it.
Early adverse experiences as a precursor to the development of chronic pain have been studied for decades.
Now, data from a large sample in the National Comorbidity Survey appear to confirm this relationship
(126). In this study, childhood abuse was clearly associated with more reported pain. Even though
childhood abuse is associated with depression, depression was not found to be the primary factor for these
increased pain reports. Rather, the childhood abuse and depression seem to contribute independently to the
pain. Other epidemiological studies similarly confirm that early adverse experiences (e.g., child abuse,
neglect, and family dysfunction) are associated with a significant increased risk for adverse health outcomes
generally (127)(128)(129). While the mechanism for this is not entirely clear, recent advances in
developmental neurosciences suggest that early-life stressors induce persistent changes in neural circuitry
that are implicated in the integration of emotional processing and endocrine/autonomic control (130)(131).
This could result in an increased reactivity to the environment, cognitive impairment, pain sensitivity, and
predisposition to emotional problems.
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Pain as Emotion
Perhaps the most interesting area of research has been in conceptualizing pain as an emotion, and the
identification of distinct central nervous system structures that are common to both pain and other
emotional experiences (122). Here, of course, it is chronic pain rather than acute pain that shows this
association. For example, one study noted that in chronic back pain patients who were diagnosed with
fibromyalgia, cortical and subcortical regions of the brain were more active on fMRI than those of controls
when presented with a pain stimulus (132). In addition, it appears that some of the areas activated in
chronic pain patients are the same as those regularly activated in emotional tasks (133). The suggestion is
that the brain areas activated by these chronic pain patients are also related to observed coping styles, such
as catastrophizing, overattention, and negative evaluation (134). Moreover, it may be that pain as an
emotion may depend in part on an individual's capacity for emotional awareness, both neuroanatomically
and psychologically (135).
The hypothesis that follows states that emotional awareness is a cognitive skill, which undergoes a
developmental process similar to Piaget's process of concept formation. This could, therefore, result in
variations in the degree of differentiation of emotional processing, possibly dependent on how emotions
were processed and what emotional information was available throughout development. The proponents of
this model suggest five levels of emotional awareness, in ascending order, that have counterparts in both
neuroanatomical sites and psychological sophistication (136):
Level I, Sensorimotor reflexive: Individuals are primarily aware of bodily sensations, apart
from which they may not experience feelings. This is a more visceral activation, originating in
the brain stem. Level I, as well as Level II, may be similar to the concept of alexithymia,
described above.
Level II, Sensorimotor inactive: Individuals are aware of their body in action, enabling them to
experience both bodily sensations and an action tendency; however, the ability to experience
emotion as a conscious feeling may be absent. This action tendency appears to originate from
the diencephalon.
Level III, Preoperational: Individuals are aware of separate feelings, but with little gradation
and little capacity to appreciate the emotions of others. This more discreet emotion
characteristic appears to originate in the limbic system.
Level IV, Concrete operational: Individuals experience a more expansive range of emotional
experience, and can appreciate blends of feelings. There is a greater capacity to modulate
emotional extremes and to engage in more complex emotional relationships. The ability to
experience blends of emotions appears to originate in the paralimbic system.
Level V, Formal operational: Here, individuals are aware of blends of blends of feelings. There
is much greater differentiation and integration in one's appreciation of the experience of others
in the context of a differentiated awareness of one's own experience. They can make subtle
distinctions between emotions, and their descriptions of such emotions are more novel. This
blends of blends characteristic appears to originate from the prefrontal cortex.
With regard to pain, individuals on Levels I and II will thus experience a psychologically (psychogenically)
induced bodily sensation only as a change in their physical condition, and be unable to connect it to the
psychological trigger (137)(138)(139). This model, then, may provide a neurobiologically founded
theoretical framework to understand somatoform or psychosomatic processes, and support the concept of
pain as an emotion in a substantial group of patients.
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back to the top...

PSYCHOSOCIAL FACTORS
The term psychosocial factors is widely used in pain research and in the characterization of nonbiological
variables that are either evident or inferred when dealing with chronic pain patients. Often the term is used
generically and there is no articulation of what the psychosocial factors actually are (140)(141). In its
broadest use, it can refer to many of the individual factors that are described above. Here, the focus will be
more on external correlates from the environment of individuals with chronic pain, which may or may not
impact the intensity and course of the pain experience. They include interpersonal, social context, and
cultural factors.

Interpersonal Factors
Familial interactions with the individual who has chronic pain, particularly spousal interactions, have been
identified as significant in promoting either disability or health. There is evidence, frequently cited, that
spousal solicitousness is associated with greater reports of disability (142). These findings are said to be
consistent with operant behavioral theory, which posits that solicitous behaviors on the part of the spouse
serve as a positive reinforcer for pain behavior dependence and disability. The counterpart to this, then,
might be presumed to be that less attention from a spouse should promote greater independence and less
disability. This simple paradigm is not always accurate, however; more recent studies have shown that
there are, in fact, a number of different types of spousal behavioral responses, giving rise to variable effects
(142). For example, spousal solicitousness in association with greater disability is seen as more relevant in
male, rather than female, patients. At the same time, many pain patients, both male and female, with
solicitous spouses frequently reported experiencing negative feelings in response to the overattention. The
range of spousal behaviors also can include: encouraging task persistence; helping to problem-solve;
discouraging or, conversely, encouraging, pain talk; shielding the pain patient; offering to help but failing to
provide it, ignoring cries for help, providing help, providing help but projecting hostility; expressing
frustration; and attempting to distract the pain patient from his or her discomfort (142). It is also true that
spouses who project helplessness and engage in catastrophizing in dealing their partners' pain may suffer
more distress themselves, as well as reinforce a pain focus in their partners (143); conversely, true
empathy with the sufferer can have a healing effect, and promote intimacy between the partners (144)
(145). Clearly, the response of family members to a pain patient can be complex, hence does not always
lead to a predictable effect; but the type of interpersonal reaction is nonetheless important to identify.
back to the top...

Social Context Factors
Two factors are relevant to understanding the course of pain and the functional impairment of the sufferer:
the social context in which pain arises and where the injury occurred. It is well known that occupational
injuries that produce a pain condition are associated with poorer outcomes than nonoccupational injuries
(146)(147). A number of possible explanations have been proposed for this, including dissatisfaction with
the job or the employer, adversarial and secondary gain issues arising out of workers' compensation,
preexisting risk factors, differences in treatment availability, and a higher prevalence of malingering (148).
Closely linked is the potential reinforcing effect of disability claims generally, even outside of an
occupational injury. Here, too, job or career dissatisfaction may play a role, as may a lack of motivation, for
a variety of personal and psychological reasons, to remain in the workforce (149). Pain that is the subject of
damages in personal injury litigation can be reinforced by the hope of a large monetary award or by the
suggestive influence of the patient's attorney (150). An important distinction needs to be made between
pain and disability, even though the two are frequently and closely connected in such settings. Pain alone is
rarely sufficient reason for disability, without some type of objective measurement of structural impairment
(16). Typically, pain is considered too subjective to establish impairment, and there are marked differences
in the degree of functional impairment cross-culturally, as well as in governmental/legal venues where a
pain condition may not be recognized for purposes of disability (151).
Another important social context is the impact of the healthcare system. For one, the attitudes and beliefs
of healthcare practitioners regarding pain can greatly affect outcome in their patients (152). For example,
promoting only a biomedical approach, or reinforcing passive treatment, tends to reinforce chronic pain and
longer periods of disability, especially where no objective medical pathology exists. Also, there is a
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suggestive effect possible from health practitioners who work in pain treatment centers, facilities that have
become an industry in and of themselves (150)(153).
back to the top...

Cultural Factors
Cultural and ethnic differences with regard to the experience of pain have been demonstrated for over 50
years (154). One well-known study looked at differences between Irish Americans, Jewish Americans,
Italian Americans, and elderly Americans, and found that elderly Americans and the Irish tended to hide
their pain experience through avoidance and minimization, while the Jewish and Italians were much more
expressive and willing to seek relief. Ethnic disparities in pain have recently gained increasing attention, as
well (155). One such study found that African American and Hispanic American groups that had a strong
ethnic identify reported lower pain thresholds and tolerances than controls (156). The reasons for these
differences remain unclear; however, possible explanations include some combination of psychological and
sociocultural factors, among them: attitudes, gender, language, acculturation, learning and cultural
conditioning, degree of expressiveness, chronic stress, education, religion; and socialization of pain
expression, heightened attention to painful stimuli, and pain coping styles (157). Some have postulated that
the differences arise as a consequence to the lower socioeconomic status among those groups, thereby
complicating the healthcare outcome. But lower socioeconomic status does not alone explain the differences
(156). Besides the importance of these findings for the treatment of pain conditions, the even greater
significance is that the pain experience itself can be shaped by culture. It may be that shared experiences
within a culture affect not only beliefs and practices related to pain but also underlying neurobiological
processes involved in sculpting it (156).
Culture also may be instrumental in legitimizing pathological conditions, thereby suggesting a condition
itself, or at least its form. A look at psychosomatic illnesses, for example, shows that nineteenth-century
conditions such as hysterical paralysis and neurasthenia have given way to twentieth-century conditions
such as chronic pain and chronic fatigue (158). Statistics certainly demonstrate that at least in Western
countries the prevalence of chronic pain has increased dramatically, and may be a reflection of the meaning
individuals and culture give to pain within contemporary society (159). To the extent that Western culture
emphasizes science and technology in dealing with pathological conditions, the relevance of meaning may
be lost, and the potential for cultural suggestibility obscured (150).
back to the top...

FORENSIC PSYCHIATRY EVALUATIONS

Historical Assessment
In addition to obtaining a standard psychiatric history along the lines of a traditional assessment, the
evaluation of patients with pain disorders presents unique challenges, and so requires a specialized
approach. The threshold problem in these evaluations is patient resistance (22). Although seeing a
psychiatrist may not carry quite the same stigma as it did years ago, because people today, in general,
have had greater exposure to mental health intervention, many still are understandably apprehensive,
embarrassed, or reluctant to tell a total stranger, even a mental health professional, about their personal
difficulties. In addition to these factors, patients with pain disorders commonly demonstrate resistance
when referred to a psychiatrist or psychologist; and this extends to the evaluation itself and to the difficulty
in obtaining an accurate history.
There are a number of possible explanations for patient resistance in these circumstances. First, many
patients who have been distressed over pain have medical pathology, or in some cases undiagnosed
medical pathology. Therefore, they sense intuitively that something is wrong with them, so that exploration
of psychiatric issues may appear irrelevant. Second, when the referral from a medical or surgical treatment
provider is first broached, the patient may assume that he or she is no longer believed as having a genuine
pain problem. Third, if there are independent psychological problems, personality trait disturbance, lack of
motivation, or secondary gain factors, a patient may be afraid that the psychiatric evaluation will expose
issues that will undermine the validity of his or her pain complaints and/or pain impairment. Of course,
psychological resistance in a psychoanalytic context has been described extensively in early twentiethcentury literature (160)(161), and breaking this type of resistance in order to reach unconscious conflicts is
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known to require careful interpretations over a considerable period of time, during which a
psychotherapeutic relationship is built (162). Therefore, to the extent that a pain disorder has unconscious
or conscious psychological factors that help maintain it, it would be presumptuous to assume that breaking
the resistance would be any easier. It is likely that this is one of the reasons that modern psychological pain
management has shifted to a more cognitive-behavioral approach, which is more time-efficient, less
intrusive, and more palatable to patients. Sometimes, resistance can be extremely intense, and be
accompanied by powerful emotional displays. As long as the psychiatrist has not triggered this with an
unempathic approach, the intensity of the resistance does not necessarily validate the legitimacy of the
pain. In fact, for those pain patients who demonstrate some degree of malingering, intense resistance is
frequently used to counter any implication of invalidity.
It should be clear, then, that the psychiatrist's attitude is an important consideration, and can have a major
impact on the historical assessment (160). It is helpful to inform patients up front that the purpose of the
evaluation is not to discount or discredit their pain, and explain to them that psychiatric evaluations are
commonly performed where pain is particularly distressing or has persisted for a period of time, and that
similar evaluations are conducted in almost every pain center in the country. It may also be helpful to
personalize the conversation-for the psychiatrist to tell the patient about his or her own experience in
dealing with pain disorders. It is also necessary that the psychiatrist develop rapport with the patient, take
an empathic approach, and refrain from projecting skepticism. Even if there are serious questions about the
legitimacy of a patient's pain complaints, especially in a dramatic or hysterical presentation, the psychiatrist
should never impugn the patient's credibility or direct challenges to the claim. Not only will doing so thwart
the historical assessment but it will compromise the purpose of the evaluation. This is not to say that
inconsistencies or contradictions in the patient's account and presentation be ignored; and they may need
to be addressed in the evaluation report. However, usually it is self-defeating to try to do that with the
patient directly, other than by making a very neutral inquiry about some of the more relevant
noncorroborating data that may be contained in records or from other independent sources.
Psychiatrists should also be aware of their own unconscious reactions to a pain patient's personality and
demeanor (i.e., countertransference). This can become a major problem when the psychiatrist faces a
patient who is presenting extreme helplessness and dependency, or expressing dramatic negativity toward
the psychiatrist. Accepting the patient's presentation as it is, without exhibiting irritability or skepticism,
helps to move the evaluation process forward and allows for more complete information gathering. It also is
the more ethical way to deal with a suffering individual, regardless of one's own opinions about the nature
of the distress.
Finally, psychiatrists who perform evaluations on patients with pain disorders should be familiar with
medical terminology, diagnostic descriptions, medical and surgical procedures, and the various diagnostic
tests that are performed by medical treatment providers. Obtaining a history without background
knowledge of this kind impairs the credibility of the psychiatrist. At the same time, psychiatrists should take
care not to use this knowledge inappropriately-to go outside the bounds of their expertise to directly
comment on medical or surgical care.
Pain History as Narrative
Obtaining a pain history that is both accurate (at least from the patient's perspective), and allows for a freeflowing exchange between the patient and the psychiatrist, is the foundation of a good historical
assessment. Because patients with pain disorders typically are apprehensive about seeing a psychiatrist, the
best starting point is to discuss the pain itself. The psychiatrist should ask about the onset of the pain and
the setting in which it first occurred; for example:
What were the characteristics of the pain at the time of onset, and how did the pain progress
over time?
What is its pattern?
Is this the first time the patient has experienced pain, or have there been repeated flare-ups?
Is the pain diffuse or focal?
A detailed inquiry such as this establishes the psychiatrist's interest in the pain and acknowledgment that it
is the central problem. It also allows the psychiatrist to witness how the patient describes the pain
experience, and the emotional effect that accompanies that description. Also, the more familiar the
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psychiatrist is with relevant medical terminology, and medical and surgical treatment, the more credibility
he or she will have as someone who can perform this type of evaluation.
An important concept that has gained renewed attention among pain practitioners is that of narrative (163).
By this is meant the story that patients tell about their pain and suffering, and the meaning of pain in their
lives. It requires that patients be given the opportunity to tell their story, and that they be comfortable with
the psychiatrist to whom they are telling it. Every story involves a transaction between the teller and the
listener; and the story changes over time, based on the circumstances of the transaction and the impact of
life events on the story, both past and present. The story may be an expression of the disastrous
consequences of pain in the life of the patient, or a metaphor for the patient's life.
The more closely a psychiatrist listens to the story, the more understanding he or she will gain about the
pain and the patient. On the first telling, the story should not be examined overcritically, especially if it is
not told logically or coherently. Also, the true meaning of story will never be understood if is the psychiatrist
interrupts too often by asking questions from checklists. A narrative approach to the history is much more
useful, in that it allows for the various levels of the pain experience to become manifest and for the
meaning of pain to be recognized. Therefore, regardless of the information that is necessary to be elicited in
a historical assessment, the psychiatrist must take the time to listen to the patient's narrative.
Longitudinal History
The ultimate aim of a good historical assessment is to establish an accurate and detailed longitudinal history
of the patient's life and the pain experience. This comes, of course, from the patient's own account and the
narrative of his or her life, which he or she wants to present; but it also comes from the integration of
corroborating information from many different sources. The importance of this cannot be overstated. A good
longitudinal history is vital to a proper understanding of the framework in which pain has occurred, its
antecedents, how it is received and withstood, and where it fits within the other independent struggles of a
person's life. Is the pain a new experience or just one of a number of similar pain experiences at other
times? Does it present now as the single focus of distress, or is it one of many diffuse pains and stressors?
Does the patient's narrative really coincide with the time of onset of pain, attempts at rehabilitation, and
earlier accounts of well-being? Obtaining an accurate longitudinal history and collating it from myriad
sources of factual material often contained in records is a painstaking task. It is seldom done in the ordinary
treatment situation by a clinical psychiatrist, much less a medical treatment provider. Yet, psychiatric and
medical treatment providers often erroneously presume that the longitudinal history they have been given
is accurate, hence may proceed to draw conclusions about causation and degree of impairment, which
ultimately prove to be unreliable.
The timeline for a longitudinal history should extend back into childhood and early familial as well as
developmental experiences, and proceed through the individual's life in all the traditional areas of
psychiatric inquiry, weaving in medical and pain experiences as they arise. Where there are inconsistencies
and contradictions, they may need to be reconciled or reexplained. The longitudinal history should include
the impact of pain on the individual's life in personal, familial, and occupational functioning; the perception
of the pain and its meaning through the course of medical and surgical treatment; and the response and
effect of the pain in the patient's environment.
back to the top...

Mental Status Examination
In addition to gathering historical data, all psychiatric evaluations include a mental status examination. This
is no different in the evaluation of pain patients. Certainly, identifying features of a psychiatric disorder can
be important since comorbid conditions with chronic pain affect the prognosis and treatment efforts.
Moreover, there are particular aspects of a mental status examination, and observations of pain patients
generally, that need discussion.
First, the general appearance and attitude of pain patients can vary tremendously. From the initial meeting,
pain patients often present in a manner that reveals their level of psychic frustration. Some patients, of
course, will attempt to appear normal and show that they are bearing their discomfort stoically, whereas
others will make no effort to disguise the fact that they are visibly suffering. Patient posture and gait are
also informative. Some will be hunched over and ambulate with labor; others will have a grotesque or
distorted look to their physical stature. While a physical examination is not part of a typical psychiatric
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evaluation, nonetheless visual inspection of a pain area, palpation for tenderness or exaggerated response,
as well as other non-intrusive measures may at times be indicated and can provide relevant information.
Likewise, it is important to note the "pain paraphernalia" that patients bring to the interview-canes, braces,
cushions, crutches, wheelchairs, and so on. In terms of attitude, they may project their contempt for having
to be at the evaluation in the first place, especially because of the implication that their pain is not real.
These patients can often appear resistant or even combative. Their cooperativeness or hostility may be
important factors in how easily treatment providers will be able to engage them in the rehabilitation
process, and what obstacles they may be facing (22).
The flow of thought in a patient's speech is also a necessary subject of observation. To begin, the
psychiatrist should note how spontaneous or reticent the patient's speech is. Some patients are extremely
withdrawn, and great effort must be made to assess their history and feelings. This posture may reflect a
resistance to the psychiatric interview, or may signal more troubling personality pathology. At times, the
inability or unwillingness to communicate may also mean that an individual is unable to express his or her
feelings, or can do so only in the form of describing bodily sensations. (Refer to the discussion on
alexithymia, above, as it relates to psychosomatic illness.) In other cases, the patient's speech may be
excessive, rambling, disorganized, or incoherent. Such a presentation could indicate that the person cannot
order his or her thoughts in a meaningful way because of stress, personality disturbance, intellectual
deficits, or more severe mental illness, thus creating another challenging obstacle to rehabilitation.
The patient's mood and affect are obviously of paramount importance in evaluating chronic pain. This
includes the emotional state that is visibly projected, as well as that which is concealed. Careful observation
of pain patients can usually lead to the identification of current feelings, which can then be correlated with
their history. Patients may present with visible signs of worry, anxiety, and anger. Tension can be seen in
their countenance, and autonomic arousal can be observed through flushing, sweating, and shakiness.
Some patients reveal intense mood disturbance in the form of depression and despair; others are irritable,
frightened, or even panicked. Still others will claim that they are emotionally unaffected, while at the same
time they easily become tearful or even give way to sobbing. Some may cry while discussing the severity of
their pain; but their sadness has become so pervasive that doing so obviously points to another level of
emotional involvement. Others may display dramatic evidence of catastrophizing their discomfort, which
precludes an objective approach to pain management and recovery. Inappropriate mood or emotional
expression must also be noted, especially if it is markedly inconsistent with the patient's descriptions of
symptoms and complaints.
The content of thought of pain patients can have unique characteristics, which need to be identified. As
indicated above, the narrative history of symptoms is important because it leads to an understanding of
what meaning the pain has in the patient's life, and how the pain is conceptualized. It is also important to
query patients about their belief in what causes their pain. Often these descriptions are quite unusual and
entirely inconsistent with medical data. Closely linked to this is whether patients believe in their physicians'
explanations and/or have confidence in the treatment direction. Patients will frequently have visual
depictions of bodily structural damage (e.g., tearing, grinding, or neural pressure) that are anatomically
unfounded. Furthermore, they may be terrified that the pain represents increasing damage and, possibly,
permanent injury or paralysis. Patients often have compelling irrational cognitive distortions about their
pain. They may think categorically, so that the limitations the pain has caused in their lives may now
present erroneously as total incapacity. This overgeneralization can be seen in their descriptions of what the
pain has done to their lives, as well as what they believe they are still able to do. A discussion of the
patient's general level of activity during the course of the day is helpful, and can reveal the presence or
absence of self-efficacy and resilience. It may also demonstrate counterproductive behaviors and a
preoccupation with pain. Patients will sometimes describe in exhaustive detail minute aspects of their pain
and its course, so that it appears their life revolves entirely around those physical sensations. A telltale sign
of obsessive preoccupation is when a patient produces a voluminous notebook or diary (without having
been requested to do so) that tracks the hour-to-hour course of symptoms, sometimes illustrated with
pictures and diagrams.
In addition, cognitive screening may be necessary as a general assessment of brain function. This can be
done through a standard Mini Mental Status Examination, or other traditional means. At times brain
impairment can signal an accompanying diagnostic problem which can complicate the prognosis of a chronic
pain condition. It also can reflect on overmedication from narcotic analgesics and other sedating
medications.
back to the top...
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Pain Behaviors
It has long been known that patients with chronic pain may exhibit behaviors of suffering that are not
necessarily consistent with their own self-report of pain intensity or with the degree of objective medical
pathology (164)(165). These behaviors help reveal signs of helplessness, symptom magnification, disability
exaggeration, and invalidism. Their presence does not, however, mean that objective medical pathology
cannot also exist. In some individuals, long-term suffering with pain that has been unresponsive to
traditional treatment can bring on learned behaviors of this kind. In other cases, psychological factors are
operative as an independent source of suffering, or simply as a reaction to pain (166). Recently, there has
been an interest in distinguishing the functions of pain behaviors into two types, one being a protective
function, which may be quite personal and linked to fear of injury, and the other a communicative function,
which conveys information to observers about the internal state of the individual (167). A number of
specific pain behaviors can, therefore, be grouped with regard to those differences in function, as follows
(22)(167):
Protective Function
Guarding: Abnormally stiff, interrupted, or rigid movement while shifting from one position to
another.
Bracing: A stationary position in which a fully extended limb supports and maintains an
abnormal distribution of weight.
Rubbing: Touching, rubbing, or holding the affected area of pain for a minimum of three
seconds.
Communicative Function
Grimacing: Obvious facial expression of pain, which may include furrowed brow, narrowed
eyes, tightened lips, corners of mouth pulled back, and clenched teeth.
Sighing: Obvious exhalation of air, usually accompanied by shoulders first rising and then
falling.
Moaning: Vocal expressions of suffering, usually with a difference in voice quality or pitch.
The precise reason for the development of pain behaviors is not clear. Behaviorists have argued that
operant conditioning is the mechanism, with pain behaviors being reinforced by reward from the
environment, including responses from significant others (168). By looking at protective and communicative
functions, though, it may be possible to understand pain behaviors more in their adaptive context-that is, to
escape from the cause of pain or mitigate its effect; command attention and promote vigilance; or, perhaps,
in the longer term, encourage energy conservation during healing (169). In any case, pain behaviors do not
need to be proportional to the extent of tissue damage, but may represent patients' perspective about or
their need to communicate illness.
back to the top...

Physical Inconsistencies
Typically, psychiatrists who conduct evaluations on individuals with chronic pain will not perform physical
examinations. However, they will routinely review the physical examinations of nonpsychiatrists and medical
treatment providers. Within those descriptions, they will often find references to physical inconsistencies,
giving them some indication of the type of physical signs that are relevant and should be noted. Both from
the standpoint of the patient's history and the physical examination, the most notable issue is the
distribution of pain, in conjunction with the patient's own sensory experience that outlines that distribution.
Commonly, physicians evaluating pain complaints will attempt to demarcate an area of numbness, tingling,
or other related pain discomfort that is consistent with the dermatomal patterns that follow particular nerve
root innervation. Diagnostically, the examination can then either confirm or refute the involvement of a
specific nerve such as might be suggested by a herniated disc or noxious injury to a nerve root. When the
distribution of pain is not consistent with dermatomal patterns, there may be a presumption that no nerve
is involved. Moreover, even though other conditions exist that can at times be nondermatomal, it is not
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uncommon to question the legitimacy of the patient's complaints generally when poorly explained
nondermatomal symptoms are present (22). The physical examination can also include specific attention to
nonorganic signs, which, as has been outlined for example with chronic back pain, are based on abnormal
behavioral responses rather than purely physical pathology (166). These include assessing tenderness that
is either superficial or nonanatomic (i.e., covers a wide area and crosses musculoskeletal boundaries);
simulation tests in which it appears superficially that a pain-related movement is being required on
examination, when that is not the case; distraction of the patient followed by observation to determine
whether the same pain response is apparent; and demonstration of inconsistent regional weaknesses and
sensory changes (166). It is important not to conclude that the presence of nonorganic signs on physical
examination means that medical pathology is necessarily absent; that said, this observation does contribute
to the overall clinical picture and can help to expose operative psychological factors. It is similarly important
to understand that nonorganic signs may be seen with widespread neurological illness (more commonly in
elderly patients) and can vary among different cultures (166).
Surveillance is a controversial area for obtaining corroboration of pain and pain impairment (170).
Surveillance pictures or films within a discreet period of time may not accurately reflect an individual's
overall functional ability. By necessity, many disabled individuals must exert themselves briefly beyond their
actual capability, and then pay the physical consequence afterward. It is always difficult to assume that a
discreet period of surveillance is representative of total functioning ability. Similarly, a surveillance tape
may not be able to capture internal emotional states. However, if an individual suffering with chronic pain
has represented that certain activities are impossible or never performed, then surveillance may be able to
disprove this representation. Where this is observed in multiple settings or over a prolonged period of time,
the inconsistencies may be relevant to actual versus claimed impairment.
back to the top...

PSYCHOLOGICAL TESTING
In forensic psychiatry evaluations of individuals with pain disorders, psychological testing becomes a
valuable supplement to historical assessment and observational data. Many of the tests used are
straightforward questionnaires that have been developed to enhance an understanding of key psychological
factors frequently seen in chronic pain patients. As such, they do not necessarily require a psychologist for
interpretation; and manuals are provided with detailed instructions on scoring and interpretation of data.
However, forensic psychiatrists who do not use a psychologist to administer such questionnaires should
have some familiarity with psychological testing generally; statistical analysis, particularly with regard to
issues of validity and reliability; and the limitations in drawing conclusions from psychological test data
alone. Not infrequently, a psychological test may show results that are internally inconsistent or
contradictory. This is often seen where multiple tests are used, and where it is sometimes difficult to
reconcile variable findings. For those psychological tests that are more sophisticated than just a simple
questionnaire, computer-programmed scoring of data is available, together with a narrative that provides
interpretation and analysis of the data. Both psychiatrists and psychologists are cautioned to avoid relying
too much on one or another description of the patient within the narrative, which could either be not
representative of the test results as a whole or an erroneous description that is not consistent with the
entire history and the total evaluation.
There are literally hundreds of psychological tests available today, a number of which may have relevance
to pain disorders. No specific battery of tests should necessarily be used, and much depends on the
availability of newer and more improved testing instruments or on more advanced knowledge within the
research literature on pain disorders. Below is an outline of a number of categories of relevant data that
takes into account factors identified in evidence-based studies, as described above, along with
representative tests for those categories. Choosing which test or tests in each category to use is largely a
matter of preference and/or the experience of the administrator. It is important to note that tests which do
not have internally built validation scales, e.g. Beck Depression Inventory and others, may have limited
usefulness in a forensic evaluation since they merely report the subjective account of the individual tested.
Therefore, it is important to include in any battery of tests some instruments which include validity
measures, exaggeration scales, and means to address inconsistencies. The following do not necessarily
comprise the best or most used tests, but are representative of the areas of inquiry that are important to
address in pain evaluations:
Mental Symptom Assessment
Beck Depression Inventory (171)
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State Trait Anxiety Inventory (172)
Symptom Checklist-90R (173)
Comprehensive Mental and Personality Assessment
Personality Assessment Inventory (174)
NEO-Personality Inventory-Revised (175)
Minnesota Multiphasic Personality Inventory-2 (176)
Symptom Magnification, Catastrophizing, Fear-Avoidance
Pain Drawing Test (22)
Visual Analogue Scales (177)
McGill Pain Questionnaire (178)
Pain Catastrophizing Scale (179)
Tampa Scale for Kinesiophobia (180)
Emotional Awareness Measures
Toronto Alexithymia Scale (181)
Levels of Emotional Awareness Scale (182)
Sickness Impact
Oswestry Back Pain Disability Questionnaire (183)
Sickness Impact Profile (184)
Pain Locus of Control Scale (185)
Dallas Pain Questionnaire (22)
Pain Self-Efficacy Questionnaire (186)
Comprehensive Pain and Coping Assessment
Multidimensional Pain Inventory (187)
Chronic Pain Coping Inventory (188)
Profile of Chronic Pain: Extended Assessment Battery and Screening (189)
Coping Strategies Questionnaire (190)
Millon Behavioral Health Inventory (191)
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CHRONIC PAIN SYNDROMES
Pain disorders are a regular feature of civil litigation and workers' compensation claims. They can be
subsumed under the more generic label of pain and suffering, or as one of a number of pain conditions
often described as a chronic pain syndrome. The latter term is an offspring of concepts such as psychogenic
pain or somatoform pain, in which psychological factors play a role in the onset, severity, exacerbation, or
maintenance of the pain. As indicated above, many people with chronic pain in one location of the body
have chronic pain in another as well. The reason for this is not clear, but may include a propensity for
chronic pain, shared risk factors, or some connection in etiology between the two; for example, knee pain
as a result of abnormal posture to accommodate back pain (192). The specific pain syndromes discussed in
this section are those prevalent in litigation.

Low Back Pain
Low back pain is the primary cause of absenteeism and disability in every industrialized society (166). It
often follows personal injury from an accident, or is a work-related injury. However, only 3% to 5% of all
back-related disorders have a clear medical source (e.g., herniated lumbar disc) (193). Of these individuals,
about 25% have a long-term reduced work capacity, and they contribute the most to the economic and
social burden of low back pain (194). Many low back pain cases follow unsuccessful surgery, and are
sometimes referred to as having a failed back syndrome. Studies have persistently shown the presence of
psychological factors that contribute to chronic low back pain and disability (195)(196). Dissatisfaction with
work is also a consistent predictor of poor outcomes in treatment and rehabilitation (197). Interestingly as
well, in spite of advances in medicine and a greater understanding of pain disorders, chronic back pain and
disability continue to increase (22). Claims of back pain disability are often seen in individuals whose work
requires heavy lifting, carrying, or other physical labor. Those who have little education or other work skills
may have difficulty finding new vocational directions. At the same time, because such a small percentage
actually demonstrates clear objective medical pathology, low back pain litigants are often viewed skeptically
and become the subject of adversarial legal proceedings.
back to the top...
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Fibromyalgia and Myofascial Pain
Fibromyalgia is a chronic pain disorder characterized by widespread musculoskeletal aches, pains, stiffness,
and tenderness (198). It may be associated with sleep disturbance, fatigue, and depression. There is
considerable controversy about whether it represents an actual disease entity or simply a group of
nonspecific symptoms (199)(200). Many researchers believe that the concept of fibromyalgia is so broad as
to include many unrelated possibilities. Similarly, there is no consensus that fibromyalgia originates from
trauma, meaning that it may not be a legitimate personal injury for litigation (198).
In contrast, myofascial pain, a widely used term that is short of the full spectrum of fibromyalgia, is often
claimed to be the reason for chronic pain following trauma. This is not, however, well established in the
scientific literature, especially because trigger points and/or tender points that are purportedly identified on
physical examination have shown poor interrator reliability (201). No other diagnostic studies can confirm
the diagnosis. Therefore, both fibromyalgia and myofascial pain should be scrutinized closely for
psychological factors when they present as the basis for physical damage.

Complex Regional Pain Syndrome
Pain that spreads beyond the site of an original injury, usually to an entire extremity, and persists without
evidence of structural damage is sometimes attributed to an abnormal sympathetic nervous system
mediated response (202). Where there is direct damage to a peripheral nerve, which is the original trauma,
this has been known as causalgia. Where there has been no direct nerve damage, it has been known as
reflex sympathetic dystrophy (RSD). Typical sympathetically mediated symptoms include exquisite pain
even to light touch, edema of the skin and subcutaneous tissues, temperature and color changes, mottled
or shiny skin, increased hair growth, and disturbed hair growth. Where the typical symptoms have not been
present, so that a sympathetically mediated response is not confirmed, persistent pain does not have a
good medical explanation.
More recently, these conditions have been renamed as complex regional pain syndrome (CRPS-I and CRPSII) (203). This new classification was purported to be an attempt to create a better definition; it has,
however, subtly allowed conditions with no known medical explanation to receive a legitimate medical label.
Specifically, CRPS can be subclassified into sympathetically and nonsympathetically mediated pain. To the
extent that it is sympathetically mediated, CRPS-I would then include the earlier RSD classification, and
CRPS-II would include causalgia. But when the pain is nonsympathetically mediated, it has no known
medical explanation, in which case the diagnosis of CRPS is misleading. In such instances, CRPS may in fact
be largely related to psychological factors. This becomes particularly significant because CRPS usually
follows trauma, and simply making a diagnosis of CRPS implies that it is a medical condition as a result of
that trauma, when in fact there may be no medical connection at all. In the AMA Guides, 6th Edition, this
issue is specifically addressed as follows:
"Since a subjective complaint of pain is the hallmark of (CRPS), and many of the associated
physical signs and radiological findings can be the result of disuse, the differential diagnosis is
extensive; it includes somatoform pain disorder, somatoform conversion disorder, factitious
disorder, and malingering. Consequently, the approach of the diagnosis of these syndromes
should be conservative and based on objective findings."(16).

back to the top...

Repetitive Motion Injury
The most common types of repetitive motion injury are carpal tunnel syndrome (wrist) and cubital tunnel
syndrome (elbow). Typically, these conditions arise in the workplace where manual tasks involving the
corresponding muscle groups are overused, leading to swelling and pressure on the median nerve or ulnar
nerve, respectively. There also are a wide variety of tendon injuries or inflammations from similar overuse.
At times, physical signs point conclusively to the underlying medical pathology, but often they are
equivocal. Where pain persists even after repetitive motion tasks have been eliminated, psychological
factors have been implicated along similar lines to other chronic pain syndromes (204). In addition, some
studies have shown that along with localized pain a variety of generalized symptoms can be associated, and
are seen in somatoform (psychosomatic) disorders-among them, fatigue, sleep disturbance, dizziness,
nausea and gastrointestinal disturbance, difficulty in concentration, memory impairment, anxiety,
http://www.psychlaw.com/LibraryFiles/PainDisordersLitigation.html[4/20/2020 12:21:16 PM]

Back Pain Disability an Industrial Epidemic - New England Psychodiagnostics
depression, and headache (204). There is also evidence that repetitive motion injury complaints are
associated with the availability of disability payments. For example, at one time repetitive motion injuries of
the upper extremities affected large numbers of Australian workers (up to 30% in some settings), until the
diagnosis was no longer deemed legitimate and disability benefits were curtailed (205). There have also
been concerns at times that surgical intervention in these injuries is complicated by a poor outcome due to
psychological factors, and then by the additional damage from surgical invasion and scarring. Not
infrequently, patients will have had multiple surgical procedures without significant improvement and with
gradual entrenchment into chronic pain and invalidism.
back to the top...

Whiplash
Whiplash injuries are the most common pain problem resulting from motor vehicle accidents (206).
Although the vast majority of these patients recover within a few weeks, a substantial proportion do not
(14% to 42%, depending on the study); and 10% report constant, severe long-term pain (207). Although a
number of factors have been studied with regard to predicting which patients will develop chronic pain,
psychological variables, higher levels of somatization, sleep difficulty, and helplessness appear to be
associated with long-term symptoms and disability (208)(209)(210). There have also been, in recent years,
a number of large population-based studies of potential prognostic factors. Two in particular are quite
provocative. First, in Lithuania, a survey of all motor vehicle accidents during a particular time period
showed a very low incidence of persistence whiplash syndrome; it was theorized that this was due in part to
the fact that most drivers did not have personal injury insurance and, so, the likelihood of disability
compensation was remote (211). The second study, conducted in Saskatchewan, Canada, showed a striking
decline in whiplash injury, coupled with improved prognosis for the condition, following a change to the tort
compensation system for traffic injuries in 1995, which disallowed future payments for pain and suffering
(212). These psychological and socioeconomic variables should, again, point to the need for a
comprehensive evaluation of such patients, one that includes attention to nonmedical/nonneurologic forces.
back to the top...

Neuropathic Pain Disorder
As described above, pain is broadly characterized, based on its etiology, as either nociceptive or
neuropathic. In nociceptive pain, tissue damage triggers a chemical or inflammatory reaction in tiny sensory
nerve endings known as nociceptors. This reaction transmits the message of pain first to the peripheral and
then to the central nervous system. As long as the noxious stimulus persists at the nociceptor site, the
message continues to be transmitted (213). Neuropathic pain, on the other hand, may start with an initial
nociceptive response to trauma but continue even after the tissue damage has healed; it appears to be
generated from within the peripheral and central nervous systems, including the autonomic nervous system
(214). This type of mechanism has been linked to commonly found conditions such as diabetic neuropathy,
postherpetic neuralgia, trigeminal neuralgia, phantom limb pain, and others (215). It also appears to be a
mechanism that can be responsible for more nonspecific and persistent pain syndromes that have some
common features but otherwise cannot be explained by readily demonstrated medical pathology. While the
concept of neuropathic pain is no longer in doubt, the diagnosis is made mainly on the basis of
characteristic symptoms and signs apparent on physical examination. The symptoms include tingling pain,
numbness, and increased pain with touch (16). The signs are allodynia (a painful response to light-pressure
stroking), hyperalgesia (an exaggerated painful response to a painful stimulus- e.g., a safety pin), and
decreased sensation to pin prick (16). Assessment tools have been used to address both symptoms and
signs in a formal fashion (e.g., Self-Administered Leeds Assessment of Neuropathic Symptoms and Signs-SLANSS), but the validity of this and, by inference, other screening tools has not clearly been demonstrated
(216)(217). Yet, clinicians are often quick to assume that nonspecific and otherwise unexplainable pain
syndrome must represent neuropathic pain, for which fairly aggressive anticonvulsant treatment is typically
employed. It is likely that psychological factors play a role in at least some of these cases, either as
secondary complications of chronic pain or as factors in its onset and maintenance. It is not uncommon to
see false positives diagnosed as neuropathic pain, as well as other chronic pain syndromes, in which a
recognized diagnosis is adopted clinically on spurious grounds.
back to the top...
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ASSESSING THE REASONABLENESS OF TREATMENT
Although the treatment of chronic pain is rarely in the hands of psychiatrists alone, and usually is not solely
focused on psychological factors, psychiatrists may be in a position to assess the reasonableness of
treatment because of the impact of psychological factors on the prognosis. Treatment of chronic pain is
always challenging, and as months of pain accumulate, the prognosis becomes more guarded. In virtually
every community there are professionals from various disciplines who undertake this treatment. Often,
claims of success are not supported by validated research on the effectiveness of the treatment, or those
successes are short lived. Even when there has been initial improvement, it may not be from the
therapeutic methods employed but from the hope and promise communicated to the patient. It is also
troubling to track how chronic pain patients move from one treatment resource to another, exhausting each
in turn, at the same time incurring substantial costs for treatment. At times, the treatment proposed is no
different from those the patient has already tried; all that is new is the treatment provider, who may
implement what seems to be an innovative formulation for the pain problem. Along the way, patients
frequently become disillusioned, deconditioned, and dependent (22).
Many of these treatment failures can be explained by the absence of two fundamental elements for
successful treatment: the patient's ownership of the problem and coordinated care. Ownership means that
the patient must assume an active and optimistic role in his or her own rehabilitation, even if cure is not
possible. Rarely will restorative work succeed without this. The traditional medical model of diagnosing
disease and supplying necessary treatment does not work well in chronic pain. Coordinated care means that
the treatment plan and the various treatment providers who participate in it are unified in their approach. A
multidisciplinary format is typically the best approach, and is needed both in the assessment of the
individual as well as throughout the treatment process. Even with good communication between treatment
providers, fragmentation can easily occur. One reason is that the treatment providers may have different
perspectives on the approach, even when treatment goals have been clearly defined. Fragmentation can
also occur when the treatment providers do not communicate with each other; and, inadvertently, some
providers may emphasize or minimize aspects of the pain problem differently from other providers. This is
especially likely when treatment is not going well. Here, a common tendency of the patient is to "split"
treatment providers; the patient, consciously or unconsciously, plays them off against each other. A
psychiatrist who is asked to assess the reasonableness of treatment may, therefore, focus in the first
instance on whether the two fundamental elements for success, ownership and coordinated care, are
present. In addition, psychiatrists may be able to address specific pain treatment methods that can be
influenced directly or indirectly by psychological factors.
Table C, Treatment of Chronic Pain, outlines typical treatment methods used in chronic pain conditions. The
following sections provide brief descriptions of those treatment methods, together with how they may have
relevance in a psychiatric assessment.
Pain treatment can be divided into three categories: physical treatment, pharmacotherapy, and
psychological treatment. With regard to physical treatment and pharmacotherapy, two important
considerations are necessary. The first is, again, whether or not the patient has accepted ownership of his
or her pain problem and has taken an active role in the rehabilitation process. This is closely tied to the
concept of self-efficacy described earlier. The more patients expect an external solution to their pain, rather
than recognizing they will need internal resources as well, the less chance there is for success of any
physical treatment. Therefore, two considerations come into play in understanding the various types of
treatments described below. First, in assessing the potential effectiveness of any treatment process, it is
paramount that psychiatrists keep in mind the overriding issue of the patient's perspective of the treatmentas an external versus internal solution. The second consideration, which is clearly within the province of a
psychiatric assessment, is the presence of psychological factors that play an important and/or major role in
the chronic pain condition. The greater the contribution of those psychological factors, the lower the chance
that these treatments alone will be effective.

Table C. Treatment of Chronic Pain
Physical Treatment
Physical Therapy
Manipulative Medicine
Anesthesiologic Pain Management
Acupuncture and Acupressure
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Electromedicine
Spinal Cord Stimulation
Pharmacotherapy
Anti-inflammatories
Opioid Analgesics
Muscle Relaxants
Anticonvulsants
Psychiatric Medications
Placebo
Psychological Treatment
Cognitive Behavioral Therapy
Relaxation and Mindfulness
Biofeedback
Guided Imagery
Hypnosis
Traditional Psychotherapy
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Physical Treatments
Physical Therapy
Physical therapy is probably the most common initial treatment method used with pain patients where more
aggressive surgical treatment is not indicated. The general objectives of physical therapy were outlined
years ago, although specific variations have evolved over time and the approach has diversified (218).
Ultimately, the goals of physical therapy are to gain control of symptoms and improve functioning. Not
uncommonly, chronic pain patients will have undergone numerous rounds of physical therapy with one or
more therapists, and they will often complain that the therapy made their pain worse. Therefore, in a
psychiatric assessment, where physical therapy has become protracted, indefinite, or repeatedly ineffective,
there should be a greater level of scrutiny for the presence of psychological factors, or at least lack of
ownership for the pain problem on the part of the patient.
More recently, there has been an interest in ordinary or light-resistance exercise for the treatment of
chronic pain. For example, light-resistance exercise without aggressive physical therapy can have a
statistically significant level of alleviation in the intensity of both headache and neck symptoms when
combined with limited guidance and monitoring (219). Also, in chronic back pain patients, the combination
or ordinary exercise and cognitive intervention has been shown to be as effective as a surgical fusion of the
back (220). Since more intense physical therapy presumably accelerates the effects of exercise alone, these
studies may show that the variable that leads to success may be cognitive outlook and active participation
in rehabilitation, rather than formal physical therapy.
Manipulative Medicine
Closely akin to physical therapy are treatment procedures that can be labeled as manipulative medicine;
these are represented by three main specialties: osteopathic medicine, chiropractic, and therapeutic
massage (22). Although their origins share many common elements, their theoretical basis and the specific
techniques employed can differ markedly, as follows:
In osteopathic medicine, the goal is to increase circulation so that the body can heal itself more effectively.
This is accomplished by manual pressure on soft tissues, as well as spinal manipulation.
In chiropractic therapy, the principle is one in which a manipulatable lesion, known as subluxation, is
identified within the spinal column and thought to cause impaired joint function and joint mobility.
Chiropractors will apply a passive manual maneuver in which joints are carried beyond their normal
physiological range for a brief sudden thrust, which is said to lead to greater joint mobility.
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Therapeutic massage is another method of loosening soft tissue structures, increasing circulation, and
soothing muscular spasm.
All of these manipulative medicine therapies can have a legitimate place in chronic pain treatment.
Regardless of which one is chosen, the issue remains the same: that the core elements of patient ownership
and coordination of care are maintained.
Anesthesiologic Pain Management
In the last 15 to 20 years, anesthesiologic pain management has taken a central role in chronic pain
treatment. Many anethesiologists have had advanced training in this field, and can add board certification in
pain management. Much of their work involves therapeutic injections and blockades (22). In the hands of a
skilled practitioner, dramatic results can be shown. Typically, injections are given into the epidural space
covering the spinal cord and exiting spinal nerves, the nerve roots themselves, facet joints, and trigger
points. Both steroids and anesthetics are used. Success depends on the method, the accuracy of the
injection, and the underlying pathology of the patient. In epidural injections, nerve root blocks, and facet
joint injections, the underlying pathology is thought to be deep in the nerve and connective tissue
structures of the spinal segment. In trigger point injections, the pathology is thought to be in the myofascial
(muscle and fascial covering) unit, and is more superficial. In trigger point injections, saline alone can be
used. In principle, therapeutic injections and blocks are merely facilitating devices that help patients move
sufficiently beyond their pain so that they can participate in the rest of the rehabilitation process.
Anesthesiologists also often assume the primary role in pharmacotherapy (see below), including narcotic
and nonnarcotic medications. Here, too, if the patient harbors too great an expectation that these external
solutions will solve his or her pain problem, results can be disappointing.
Acupuncture and Acupressure
Acupuncture and acupressure are treatments derived from oriental medicine, and based on an entirely
different physiological orientation than that of Western medicine (221). Through the use of needles or
manual pressure at specific points on hypothetical body meridians, a therapeutic benefit to various bodily
systems is proposed. The mysterious nature of these techniques can provoke high expectations and a
placebo response (see below), but more recent studies do show efficacy and safety in the use of
acupuncture for certain chronic pain conditions (222)(223). Some studies have suggested that acupuncture
may stimulate the production of the body's own opioid substances (endorphins). For example, where opiate
antagonists (e.g., naloxone) are used, or where there are defective opiate receptors, the beneficial effects
of acupuncture seem to be canceled (224). Other studies have compared acupuncture and acupressure to
techniques that interface with gate control mechanisms in the peripheral and central nervous systems
(224). Further research will be needed to determine whether these treatment methods have lasting value.
Electromedicine
Electromedicine has a long historical tradition in the treatment of pain disorders (22). The ion-contained
fluids of the body can serve as a conductive medium through which therapeutic electrical stimulation has its
effects. A number of electromedical methods continue to be popular, and have strong proponents; these
methods include alpha stimulation, cranial electrotherapy stimulation, galvanic stimulation, and
microcurrent electrical therapy (225). Another electromedical approach, transcutaneous electrical nerve
stimulation (TENS), is through a device; when attached to the skin, in theory, it stimulates fast-conducting
sensory fibers, which in turn inhibit slow-conducting fibers that carry pain impulses. This, too, is based on
the hypothesis of gate control mechanisms that can increase or decrease the pain response (22).
One analogous electromedicine approach that has become widely used in pain centers is spinal cord
stimulation (SCS) (226). This method is also based, in part, on the gate control theory of pain. Electrical
stimulation is through implanted devices in the dorsal column of the spinal cord itself. Earlier studies
indicated that pain in the extremities is more responsive to SCS, but more recently it has been used on
various kinds of pain, including back pain (227). Frequently today, SCS is thought of as the last resort to
treatment of chronic pain, where there has been little effect from other treatment methods. Its use has
been controversial, however, largely due to its substantial cost, which can easily exceed $50,000. Moreover,
surgical complications with SCS are not uncommon, and the benefit may be not much more than 50% pain
relief in 50% of subjects. As a result, SCS is usually done in stages: a trial implantation, if effective, can
lead to the permanent implantation. In addition, most centers using SCS will require a psychiatric or
psychological evaluation, either of which has the potential to be misleading. In the first instance, patients
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are often so hopeful about SCS, and know that without a positive response in the trial implantation they will
not have a permanent implant, so that the potential for early placebo effect is high. The psychological
evaluation can be misleading, too, because patients will be reluctant to discuss psychological factors for fear
that doing so would exclude them as a candidate for SCS. This results frequently in superficial psychiatric or
psychological evaluations that are more perfunctory than probative. Ultimately, of course, the decision for
SCS is a medical/surgical one; but where psychiatrists are involved in the assessment of its reasonableness,
very thorough evaluations should be the rule.
back to the top...

Pharmacotherapy
Contemporary pharmacotherapy of chronic pain is through the use of four groups of medications:
analgesics, muscle relaxants, anticonvulsants, and psychotropics. The analgesics are of two types, antiinflammatory drugs and opioid (narcotic) analgesics. Both groups of medications have been helpful to
patients, in combination with other therapeutic approaches. At the same time, both groups have limitations
in the maximum expected benefit, adverse side effects, and complications of prolonged use.
Anti-inflammatory Drugs
The anti-inflammatory drugs are divided into two categories: nonsteroidal and steroidal. As their name
implies, they have the effect of reducing inflammation from chemical processes that are taking place at
peripheral nerve sites; that is, they act where the tissue injury has taken place. They also may have a
central nervous system effect, which is still poorly understood. By reducing inflammation, and thereby pain,
patients are able to move more freely. This, then, hopefully, enables patients to participate more fully in
their other therapies.
Nonsteroidal drugs are usually the first line of analgesic treatment in an acute pain problem. Prolonged use
in chronic pain, however, has a host of potentially troublesome and dangerous side effects. These include
gastrointestinal disturbance, bleeding ulcers, headache, dizziness or drowsiness, ringing in the ears, kidney
damage, and various skin eruptions. Steroidal drugs, which also have a remarkable capability to inhibit the
inflammatory process, tend to be a second, more aggressive, line of analgesic treatment. Most often they
are used in a short trial. Extended use of steroids is fraught with many serious side effects, spanning
multiple organ systems (22)(228).
Analgesics
Opioid analgesics have been known for centuries to have a beneficial effect on pain. These drugs primarily
act in the central nervous system and have their effect by binding to naturally occurring opiate receptors.
These receptors are normally the places where the body's own opiate substances, enkephalins and
endorphins, bind. The use of opioids has gone through an evolution in pain management. Earlier, it was felt
that their potential for dependence, tolerance, and rebound limited them to acute pain conditions or to
chronic pain in a patient suffering with a terminal illness such as cancer. Physicians were duly apprehensive
about ongoing use of opiate analgesics in benign pain conditions, and licensing boards would severely
scrutinize such use as well (229)(230). In recent years, however, there has been a surge of pressure on
physicians to prescribe opioids on a long-term basis even for benign chronic pain, concomitant to a strong
movement of patient advocacy for the right to have one's pain relieved (231). The earliest excursion into
this type of treatment included a number of guidelines to prevent inappropriate and dangerous use of
opioids (232). Some of these, as well as other important principles, are outlined in Table D, Guidelines for
Long-Term Narcotic Treatment.
Unfortunately, the routine long-term use of opioids has now become the rule more than the exception at
pain centers, with a primary focus on purported pain relief rather than functional improvement (233). This
does not mean that opioid therapy is without benefit. In fact, there are many patients that can receive
opioids in a controlled fashion indefinitely without serious problems and with much improved functioning.
However, newer studies have raised concerns that the diminished effectiveness of opioid use may be related
to underlying psychopathology (234)(235); that the long-term use of opioids can result in abnormal pain
sensitivity and rebound pain (236); that genetic factors may be related to opioid analgesia, tolerance, and
dependence (237); and, most importantly, that long-term opioid users report significantly more
moderate/severe or very severe pain, poorer self-rated health, and lower quality of life scores (238). There
is, additionally, a close association between opioid use and low levels of physical activity and employment,
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and high levels of healthcare utilization (239). From a psychiatric assessment standpoint, therefore, where
an individual is receiving long-term opioid treatment for benign pain, attention should be drawn to the level
of functional improvement, if any, provided by the opioids; the level of apathy and dependency; secondary
sedative and cognitive effects of the opioids; the presence of persistent psychopathology; the possibility of
rebound effects; and addictive behavioral patterns in the patient's and the patient's family history. Because
of these issues, the use of long term opioids should include a contract with the patient that delineates what
would constitute a violation, abuse, or misrepresentation. Also, long term use of opioids should include
some type of random drug testing for verification of contract compliance.
Muscle Relaxants
Muscle relaxants are also used in pain control, and are believed to work somewhat similarly to antiinflammatory drugs; that is, by relieving pain they can promote greater mobility and, thereby, raise the
potential for rehabilitation (240)(241). Muscular spasm, local pain and tenderness, and limitation of motion
all have been shown to decrease with the use of these drugs. They are usually well tolerated in patients, but
can cause side effects of sedation, dizziness, dry mouth, and gastrointestinal complaints. Particularly in
combination with other pain-relieving drugs that have sedative effects, they can cause fatigue, apathy, and
cognitive impairment; consequently, the impetus needed for investment in the rehabilitation process may
not be there.
Anticonvulsants
Anticonvulsants are now used ubiquitously by physicians and pain specialists for the treatment of chronic
pain. Hypothetically, their effect is for neuropathic pain (see above), but since neuropathic pain may
present simply as nonspecific findings, they are inevitably prescribed, at least on a trial basis, for most
patients who suffer with chronic pain. Examples of these agents include gabapentin, valproic acid,
carbamazepine, and lamotrigine (241). From a psychiatric standpoint, it is known that the same
medications are used in the treatment of mood disorders unrelated to pain (e.g., bipolar disorders, mood
disorders, complicated depressive disorders). Although there seems to be evidence for at least some of
these agents to be effective in chronic pain, the overlap with mental disorders may mean that there is a
primary psychiatric effect operative, as well.
These drugs frequently are used in very high dosages, so that in patients who have signs of sedation,
anergia, or cognitive sluggishness, a careful assessment of their benefit should include objective evidence of
functional improvement and/or significant pain relief, along with consideration of any deleterious effects
from sedation.
Psychiatric Medications
Psychiatric medications are also frequently used in the treatment of patients who have chronic pain. This is
not only because of obvious comorbid mental disorders, but also because there has been a direct analgesic
effect noted from some of these agents. In particular, antidepressant medications (e.g., amitriptyline,
nortriptyline, desipramine, venlafaxine, duloxetine) are now frequently used to relieve pain, often in smaller
doses than for depression, and can be quite effective (241). Also, anti-anxiety agents may be used (e.g.,
clonazepam, diazepam), which have a muscle relaxant effect, as well as a beneficial influence on autonomic
arousal that helps maintain pain symptoms. However, both antidepressant medications and, more so, antianxiety agents may have their own sedative properties, which can lead to a serious additive effect with
other pharmacological treatment. For example, when a pain patient is being prescribed large doses of opioid
analgesics, muscles relaxants, anticonvulsants, and psychiatric medications, the additive effects can be
dramatic. Thus, the assessment of their usefulness will be most revealing when attention is directed at the
patient's functioning, rather than analgesia. When pain relief is the only variable measured, a vicious and
destructive cycle of increasing medications that promote invalidism can easily be overlooked.
Placebo and Nocebo
A discussion about pharmacotherapy would not be complete without some attention to the phenomenon of
placebo. Of course, placebo effects are not only related to medication but, as discussed above, can include
any type of pain treatment. There is a great deal of controversy about whether placebo effects are real, and
whether a placebo can cause a true biological change (242). Commonly, it is thought that where a placebo
effect does occur, the underlying disorder must be either psychological or fabricated. These assumptions do
not appear to be true. Mounting evidence shows, for example, that placebos do produce brain activation,
such that there may be very real effects in the endorphin network of the nervous system (243). Other
studies, however, indicate that the effects are more consistent with desire and expectation, rather than
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endorphin mechanisms (244). It has also been shown on functional magnetic resonance imaging (fMRI) that
placebo analgesia is accompanied by reductions in neural activity in pain-related areas of the brain during
the time of stimulation and pain processing (245).
There may, in fact, be many types of placebo responses (246). Placebo effects may center on the
surrounding psychosocial context in relationship to an individual's personal, physiological, and psychological
makeup. This may have practical significance in ordinary treatment situations where manipulation of desire
and expectation can produce results regardless of which treatment is used. The danger, in any case, is that
the effects of placebo are typically short lasting. Therefore, treatment providers who are extremely
enthusiastic about their methodology may initially have success in treatment, thereby seeming to validate
the treatment method. But long-term value of the treatment is another matter, and personal, psychological,
and psychosocial variables that significantly impact pain can be overlooked. It is no longer accepted that
some individuals are placebo responders and others are not; but the effect of placebo can be robust, at
least in the short term. The reciprocal issue, however, is even more provocative; namely, if desire and
expectation can affect a therapeutic placebo response, and this is even measurable in brain functioning, do
desire and expectation also affect the intensity and course of chronic pain?
In fact, there is such a counterpart, known as the nocebo effect. This is a negative equivalent in which there
is a worsening of symptoms after treatment when an individual expects a negative outcome from that
treatment (247). Interestingly, though, the mechanisms of action in nocebo are not just the reciprocal of
that proposed in placebo. For example, it is possible to block the endorphin response in placebo with an
opioid antagonist such as naloxone, but it is not shown that naloxone increases the nocebo effect. Instead,
nocebo appears to be related to a separate network in the nervous system, endogenous cholecystokinin
(CCK) (248). So, when a CCK antagonist is given, the nocebo response is blocked and the placebo effect is
enhanced. This suggests that there may be a balance between the endorphin and CCK mechanisms that is
responsible. In any event, research data shows that nocebo suggestions are capable of producing both
hyperalgesia (i.e., an increase in pain sensitivity) and allodynia (i.e., the perception of pain in response to
innocuous stimulation) (248). Therefore, in pain conditions where both hyperalgesia and allodynia are
demonstrated, but without other objective medical findings, the role of expectation cannot be minimized.
Similarly, after a period of treatment failure, the expectation of continued pain and misery may not be
without its impact.

Table D. Guidelines for Long-Term Narcotic Treatment

1.

Patients must have had a complete screening for correctable organic
pathology and must be failing an intense and adequate conservative
multidisciplinary treatment approach at functional improvement.

2.

Patients must have had a thorough psychological evaluation to identify
contra- indications to opioid use such as psychiatric disease, markedly
unstable social conditions, sociopathy or addiction potential, lack of
motivation, or the absence of any functional direction.

3.

Patients should be prescribed opioids in a strictly controlled and monitored
fashion that is directly linked to continued functional improvement toward a
specified objectively measured level.

4.

Treatment should include informed consent, a single practitioner taking
primary responsibility, achievement of at least partial analgesia at low initial
doses, regu- lar physician contact, and elimination of the program when there
are signs of drug hoarding or other inappropriate drug seeking behavior.

back to the top...

Psychological Treatment
Psychological treatment for chronic pain is, correctly, a regular adjunct to a multidisciplinary approach.
Often, standard psychiatric/psychological treatment methods appear to be appropriate because of the
emotional distress and comorbid mental disorders that accompany chronic pain. However, it is difficult to
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measure the true effectiveness of psychological treatment in chronic pain and to design credible randomized
control trials to show its success. That said, several types of psychological treatment are known, and have
shown effectiveness outside of psychiatric medications alone.
Cognitive Behavioral Therapy
Cognitive behavioral therapy has been studied the most, and includes those methods that aim to decrease
maladaptive cognitions and increase adaptive coping to the pain experience (249)(250). As part of the
treatment, and consistent with the types of psychological factors discussed earlier, the goal is to decrease
catastrophizing, increase perceived control over pain, and improve functional activity (251). Both brief and
longer-term cognitive behavioral therapy has shown effectiveness in a variety of chronic pain conditions
(252). A word of caution is in order here, however, because focusing on individual parameters of pain
response, such as catastrophizing or self-efficacy, may sometimes lead to devaluing the more complex
psychosocial context of a chronic pain patient, and in turn to a superficial formulation of the psychological
problem (253). Notably, even though cognitive behavioral therapy has produced significant results,
substantial numbers of chronic pain patients who have undergone this type of treatment remain distressed
and nonfunctional. This should make clear the complexity of these problems. An interesting recent study,
for example, showed that another less examined variable, the role of values, can be an important predictor
of success with cognitive behavioral therapy. Here, the investigators found that higher success at living
according to one's values, and fewer discrepancies between one's sense of importance and success, were
correlated with less physical, psychosocial, and "other" disability, and with less depression, depressionrelated interference with functioning, and pain-related anxiety (254). The authors indicate that these results
are consistent with the interpretation that when values function as guides for action, patients with chronic
pain experience have relatively higher levels of daily activity and better emotional functioning. Such findings
are consistent with studies that show better results in treatment when chronic pain sufferers struggle less
for control over pain, continue to engage in life activities in the presence of pain, and have found ways to
accept their pain. This may now be enhanced by an additional focus on value-based treatment (254).
Relaxation and Mindfulness
Another frequently used psychological treatment incorporates techniques of relaxation and mindfulness.
This comes from the understanding that chronic pain sufferers become overly focused on their pain, think in
negative terms about their situation, and become fixed in recurrent patterns of unsuccessful struggling with
pain. Relaxation and mindfulness are intended to reduce the contribution of emotional distress on chronic
pain through a practice of present-focused and behaviorally neutral awareness (255). The goal of relaxation
and mindfulness is not to alter the content of what is experienced but to change how it is experienced and
the influences it exerts on behavior. This treatment method works on the principle that, in chronic pain,
changing what is felt is much more difficult than changing one's behavior in relationship to what is felt
(256). Recent studies have demonstrated that the use of these techniques has a significantly positive effect
on general health perceptions, emotional well-being, cognitive functioning, sleep, pain, and family and role
limitations (257). In general, there appears to be far better functioning when such techniques were
followed. Practically, the introduction of relaxation and mindfulness techniques is quite common, but their
effectiveness relies greatly on the patient continuing to practice those techniques regularly. Therefore,
identifying that a patient has been taught those techniques is not enough to conclude that they were or
were not effective, without knowledge of how faithfully they were actually practiced.
Biofeedback
Closely akin to relaxation and mindfulness is biofeedback, which increases awareness and voluntary control
over a patient's arousal states by a direct measure of physiological functioning, which is communicated back
to the individual (22). The most common forms of feedback are electromyography (EMG), which measures
muscle activity; electroencephalography (EEG), which measures brain waves; thermal, which measures
temperature and blood supply; and galvanic skin response (GSR), which measures sweat gland activity
(258). Feedback, which can be auditory or visual, creates awareness at a much lower threshold than would
otherwise be possible. With time and practice, the degree of change becomes apparent on a subjective
level, too. Without this microfeedback, many patients would give up trying to alter their physiological
functions, since they would not know whether their efforts were making a difference. Thus, microsuccesses
create incentive for further practice and skill development.
The use of biofeedback in pain conditions is a natural development because of the overarousal states that
so frequently are present. These states are closely linked with emotions of anger, fear, frustration, and
agitation. It has been shown that biofeedback does have a significant effect on lowering muscular tension, a
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reduction in need for medication, and an increase in levels of activity (259) (260). One of the pitfalls of this
treatment, however, is that it may reinforce the perception of an external solution to the pain patient, since
reliance on an instrument can lead a person away from the necessary mental attitude of acceptance and
self-mastery. Biofeedback also lacks the deeper philosophical stance of relaxation and mindfulness training,
which includes a greater awareness of one's self and one's body as a whole, and the capabilities that one
retains in spite of chronic pain.
Guided Imagery
Guided imagery is a strategy for pain treatment that is based on the hypothesis that mental representations
have a profound influence on physical processes, emotions, and behavior (257)(261). Visualization is a
necessary component of planning for future projects or entering a new situation, even beginning some new
physical activity. Visualization and imagery are thought to have some effect on disease processes, perhaps
through a psychobiological mechanism, and therefore could be utilized to help deal with pain more
effectively. They operate by helping patients to relax muscles by visualizing them relaxing, diverting
attention from pain to something more pleasant and distracting, attenuating the negative reactions the
patient has to the painful sensory experience, and replacing negative meanings that are attributed to pain
with positive ones. For example, visualizing a tight band that is loosening or falling away, or muscles that
are becoming loose and limp, may actually diminish the intensity of the painful sensory experience that is
attached to the visualization. Patients can often find their own images that work best for them. In its
simplest model, seeing pain going away can actually help it go away, or at least to become less prominent
in the person's life.
Hypnosis
For over one hundred years, hypnosis has been used as a means of pain relief (262). The specific
mechanism by which hypnosis works in that regard is not clear, but psychological as well as
neurophysiological mechanisms are now proposed. Hypnotic induction methods are very similar to
relaxation and mindfulness, but in hypnosis there appears to be another level that is operative. Recent
studies have also shown that highly hypnotizable subjects show greater response to analgesic suggestions
following a formal hypnotic induction than in the waking condition (263). Long-term beneficial effects of
hypnosis have not been shown, but in situations where an individual is taught to practice autohypnosis, it
may help reinforce other treatment methods. Because hypnosis carries an impression of being a mysterious
phenomenon, it is easy for patients to believe in this external solution, which, in the end, may have little
gain.
Traditional Psychotherapy
Finally, traditional psychotherapy is often used in patients who have chronic pain, because pain treatment
specialists will refer an individual who is emotionally distressed to someone for counseling and/or
psychiatric/psychological intervention. While this may appear to be appropriate-and where there are
significant comorbid mental conditions, it probably is helpful-psychotherapy by itself has not been shown to
have a substantial beneficial effect in pain disorders. In fact, in most cases, psychotherapists may be
unfamiliar with psychological treatment methods that are helpful in chronic pain, hence may not realize how
their treatment can inadvertently reinforce pain and invalidism. It is not unusual to see a pain patient
continuing psychotherapy at an intense level for years with absolutely no significant change in the pain
status. This does not mean that psychotherapy has no value, and it may be subjectively helpful to the
patient, but it is not well suited to the type of therapeutic approach that is needed in these complex cases.
back to the top...

IMPAIRMENT AND DISABILITY
Psychiatrists are frequently called upon to provide opinions on impairment and disability, but pain disorders
present unique issues. In the first place, impairment is defined in the AMA Guides as a significant deviation,
loss, or loss of use of any body structure or body function in an individual with a health condition, disorder,
or disease (16). It appears, therefore, that rating impairment addresses bodily or physical limitations that
are more in the province of medical, rather than psychiatric, evaluators. Disability is defined as activity
limitations and/or participation restrictions in an individual with a health condition, disorder, or disease.
Here, the language does not appear as restricted to bodily limitations; but since disability is a product of
impairment, physical limitations may be implied. Indeed, in earlier editions of the AMA Guides, rating
mental impairment was restricted to qualitative, not quantitative, ratings because, it was said: "There are
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no precise measures of impairment in mental disorders. The use of percentages implies a certainty that
does not exist."(15). The sixth and most recent edition of the AMA Guides modifies that position, but allows
that only impairments for selected well-validated major mental illnesses are considered (i.e., mood
disorders, anxiety disorders, and psychotic disorders) (16). It specifically indicates which mental disorders
are not ratable, and these include "psychiatric reaction to pain" and "somatoform disorders" (16). Instead,
the impairment rating for a physical condition, which presumably is provided by a medical evaluator,
already should take into account both the pain and the psychological distress associated with the physical
impairment. It would seem, then, that psychiatrists should not be involved at all in impairment ratings of
pain disorders. For example, if a patient has two herniated lumbar discs at multiple levels, and on the basis
of physical criteria is rated as Class 3, 15% to 24% whole-person impairment, a severe pain impairment
could be included as a modifier within a net adjustment formula, to result in a final rating of 19%. The painrelated impairment is determined by using the Pain Disability Questionnaire, which is made up of a
functional status component and a psychosocial component (264). It is important to note that in this
example the pain disorder was accompanied by objective findings of injury; therefore, the pain-related
impairment does not by itself add to the percentage of whole-person impairment, but only indirectly within
the net adjustment formula. Here, clearly, a medical evaluator would be providing the impairment rating,
and modifying it according to the formula that takes into account pain-related impairment.
At times, however, psychiatrists may become involved in the rating of pain disorders when specific
circumstances present. The first of these is when a pain disorder is not accompanied by objective findings.
For example, if a patient suffers a cervical sprain (i.e., whiplash), but radiological evidence shows no
abnormalities, the physical examination is normal, and the symptoms are only subjective. From a purely
physical standpoint, this would lead to a Class 0, or 0% whole-person impairment. No pain-related
impairment as a modifier would be included. This condition, psychiatrically, might correspond to a
Somatoform Disorder-that is, Pain Disorder associated with psychological factors, in which the psychological
factors are playing the major role. Here, the AMA Guides would allow an impairment rating based directly
on the pain-related impairment (16). Again, this would be calculated using the Pain Disability Questionnaire,
but only within a range of 0% to 3% whole-person impairment. So, if the whiplash patient would score a
moderate degree of pain-related impairment on the Pain Disability Questionnaire, using the table provided
in the AMA Guides, 6th Edition (16), the resulting whole-person impairment would be only 1%. The reason
behind the low cap of 3% is articulated in the AMA Guides, 6th Edition, and is based largely on the problems
of reliability and validity of any pain-related impairment assessment. Some opponents of pain-related
impairment have even argued that it should be given no percentage rating because it is so dependent on
subjective factors (16). In situations where pain is not accompanied by objective findings, it is again
arguable that psychiatrists could provide an impairment rating, especially where psychological factors
appear to play the major role.
The second instance where a psychiatric opinion may be sought is where pain disorders are accompanied by
a comorbid mental disorder such as a Mood Disorder or an Anxiety Disorder. Taking the above example of a
patient with two herniated lumbar discs who may warrant a 19% whole-person impairment medically, if the
patient has developed a secondary Major Depressive Disorder, he or she could warrant an additional
impairment rating as defined in the "Mental and Behavioral Disorders" chapter in the AMA Guides. The
difficulty presented, however, is that symptoms comprising the psychosocial component in pain-related
impairments can overlap with symptoms of the mental disorder. So, it is not unusual for patients with a
pain disorder to have difficulty with sleep, concentration, depression, tension, and anxiety, symptoms so
closely tied to the pain itself that without it those symptoms would disappear. Most patients, in fact, will
acknowledge that the only reason they have such symptoms is because of their pain. Should this, then,
really be classified as a separate mental disorder, or simply as part of pain-related impairment? Often, in
attempting to rate impairment for the mental disorder, psychiatrists will use the Global Assessment of
Functioning Axis (GAF) in DSM-IV-TR (14). However, two issues arise with the use of the GAF. The first is
that is specifically does not include impairment in functioning due to physical limitations. So, for example,
when a patient appears to have serious impairment in social or occupational functioning that could lead to a
rating of 50 out of 100, is it possible to accurately separate the degree of impairment that is due to the
mental disorder alone, where, typically, the patient's predominant focus is on the pain and is the
overwhelming reason that the patient sees himself or herself as impaired? The second problem using the
GAF is that it provides only a means of reporting impairment, not one to actually assess it (265). For
example, a GAF score in the range of 41 to 50 could note serious symptoms or serious impairment in
functioning, but the scale does not help in making the assessment as to whether the person was in fact
impaired and unable to function. Only limited objective information can be obtained through a psychiatric
history and mental status examination, without a great deal of corroborating information about the patient's
actual day-to-day function. Furthermore, to the extent that a psychiatrist may believe that a separate
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impairment for a mental disorder is warranted, should that percentage be greater than that of the painrelated impairment, which is, typically, the main focus of the patient?
In summary, psychiatrists should be cautious when venturing into determinations of impairment and
disability in pain disorders. In most cases, the determination is really a medical one. Where psychological
factors or an independent mental disorder may warrant an impairment, care should be taken that the lines
between physical and mental impairment do not become blurred.
back to the top...

CAUSATION
The cause of pain disorders is an important consideration in litigation that involves these conditions, and is
typically an element that the plaintiff or claimant has to prove in order to receive recovery damages. These
claims are primarily of two kinds: personal injury and workers' compensation. This section first addresses
general legal principles in both of these types of claims, related medical legal issues, and the role of
psychiatrists in providing causation opinions.

Personal Injury Claims
Personal injury claims for pain disorders are usually brought on the basis of an intentional tort or
negligence. In both, the threshold question is whether the defendant's conduct was a cause in fact of the
pain (150(266). A cause in fact is established by a simple but-for determination-that is, but for the
defendant's conduct, the plaintiff would not have been harmed. Because intentional torts involve the willful
acts of a defendant, little more is required in most cases. An alternative analysis is whether the defendant's
conduct was a substantial factor in causing the harm (i.e., a necessary element); but even with that,
causation may not be that difficult to prove. In negligence claims, on the other hand, there is an additional
requirement to show proximate cause. In many ways this is merely a means of limiting the scope of a
defendant's liability. For example, while there may be some causal connection between the defendant's
conduct and the pain, the harm is too insignificant, remote, logically unrelated, or just beyond what a
defendant should be held liable for. Traditionally, proximate cause centers on the question of whether or not
the harm was foreseeable.
The chain of causation in personal injury claims can be broken by an intervening cause (266). This is
considered a new force that can intervene to trigger the injury after the defendant's action and their
consequences have come to conclusion; in which case, the responsibility now falls on the new intervening
cause. However, there is a limitation by which the intervening cause must be unforeseeable and
superseding. For example, if a plaintiff is injured and then unsuccessfully treated by a physician, the original
defendant might still be liable because treatment for the condition is not guaranteed. Where pain disorders
are so often subjective, there is a potential for physicians to use biased methods of diagnosis and
treatment, which could reinforce or suggest an erroneous diagnosis. Lawyers for the plaintiff may also have
a theoretical bias due to specializing in personal injury law, hence can, perhaps inadvertently, shape
symptoms or reinforce invalidism that is more likely to lead to a higher damage award. In addition, cultural
acceptance of certain pain conditions, as well as plaintiffs' own investment in legitimizing their condition,
can have be powerful influence in suggesting a greater harm than the injury itself would have caused (150)
(see Figure B, Sources of Suggestibility). In such instances, the question is, did the defendant's conduct
only create an opportunity for suggestibility to become an intervening, superceding cause of the continuing
pain disorder. Similarly, did the plaintiff's own actions or needs create avoidable consequences that should
have been mitigated?
Courts also make a distinction between the nature of the harm and its extent. In general, a defendant is
liable if he or she could reasonably foresee the nature of the harm done, even if the total amount of harm
turns out to be quite unforeseeably large. This is closely tied to the concept of the thin skull or eggshell
skull rule. Here, the defendant may have no reason to know of a particular susceptibility to pain that the
plaintiff may have, but must take the plaintiff as he or she finds him or her (266). The difficulty, again, for
someone who is demonstrating only subjective pain symptoms is that there could be unlimited possibilities
of recovery when this rule is applied liberally. Unlike in pure mental damage cases in which a psychological
stressor can be further scrutinized as to whether it would have severely distressed a reasonable person at
the time of alleged injury, in pain disorders there typically has been a physical impact, which purportedly
makes the claim more objective. Yet, if psychological factors are playing the major role, should the pain
disorder be treated differently from other types of mental disorders where both are mostly subjective?
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(267)(268).
Complicating the matter further is the ongoing controversy about how to classify psychiatric disorders. This
has particular relevance when psychological factors in a pain disorder are playing the major role. In this
instance, the pain condition is substantially a psychiatric disorder, and may not fit the causation models
used for medical disorders. The history of medicine shows that a "true disorder" was initially established by
the discovery of a discreet and unique cause (269). This type of thinking may have been rooted in infectious
diseases where a clear etiological agent was identified. It may not have a counterpart in many medical
conditions where the etiology is not yet known or is based on more than one factor, and may have little
analogy to psychiatric disorders that are too complex to assign an etiology/cause. Even seeking a
substantial cause varies with current scientific thinking and theoretical differences that can exist
simultaneously. Therefore, to reiterate, causation in pain disorders may not follow a linear analysis.

back to the top...

Workers' Compensation
Many of the same issues described above with regard to causation for personal injury claims apply as well
to workers' compensation; at the same time, there are some unique differences. In the first place, workers'
compensation is a no-fault system so, in theory at least, the claimant does not have to show that the
defendant inflicted injury either intentionally or negligently. Instead, it must be shown that the injury arose
out of and in the course of employment (270). This is usually not as difficult to prove as a personal injury
claim, but it also results in limited damages set by statute (i.e., a percentage of the worker's pay and the
cost of related medical treatment). All U.S. states have workers' compensation statutes, and most federal
employees are similarly covered. To reiterate, since a pain disorder typically arises from a physical impact
and/or may be considered a physical manifestation, these conditions are purportedly more objective than a
pure mental injury claim. Although the states vary as to how the general law of workers' compensation is
applied, in general the injury must be shown to have a sufficient relationship with employment in order for
benefits to be available (270). There are also variations with regard to the level of certainty required for an
opinion on causation, as well as the requisite terminology used to communicate such opinions. It is
important, therefore, to not assume that the ordinary meaning of work-related will apply or be sufficient.
In evaluating whether a work injury caused a pain disorder, it is also important to explore the potential
impact of personnel issues (271). This becomes particularly critical where the pain disorder may present
with symptoms that are greatly out of proportion to objective medical findings or to the nature of the injury
itself. Personnel issues refers to administrative or personnel actions by the employer that surround the time
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of the claimed injury and that can provide an independent reason for psychological factors that may affect a
pain disorder or an incentive for a work injury claim. In most states, good-faith actions by an employer,
even if stressful, are not sufficient grounds for a workers' compensation stress claim. But in pain disorders,
the stress may be legitimized because there appears to be a physical injury. These personnel issues may be
covert and come to light only as a consequence of a more in-depth evaluation of what has actually been
occurring at the workplace. They include such areas as:
Performance problems (e.g., poor productivity or quality of work)
Personality disturbance (e.g., maladaptive or disruptive interpersonal behavior)
Motivational issues (e.g., job dissatisfaction or malcontent)
Employee misbehavior (e.g., harassment, pranks, or misappropriation)
Employment insecurity (e.g., fear of layoff or termination)

back to the top...

Related Medical-Legal Issues
A number of major medical-legal issues are related and need attention in any causation analysis of pain
disorders.
First, in determining whether a medical condition exists, and its medical etiology, increased attention has
been paid to the reliability of the scientific foundation for medical and, by extension, legal opinion. Known
as evidence-based medicine (EBM), this looks to the conscientious, explicit, and judicious use of current
best evidence in arriving at medical decisions (272). In spite of the great numbers of research studies
published every year, good, controlled, and randomized clinical studies are not always easy to design; and
some of the issues that arise with both mental and pain disorders may not lend themselves readily to those
types of studies. Nonetheless, an effort should be made to rely as much as possible on the best scientific
evidence available. In 1993, in Daubert v. Merrell Dow Pharmaceuticals, this principle led the U.S. Supreme
Court to outline criteria that must be met for expert opinion to be admissible (273). Now known popularly
as the "Daubert issue," which may require a separate hearing by the court, four specific criteria must be
met:
The methods on which the testimony is based are centered on a testable hypothesis.
There is a known or potential rate of error associated with the method.
The method has been subject to peer review.
The method is generally accepted in the relevant scientific community.
In regard to pain disorders, there is extensive research by practitioners in various disciplines, but this often
leads to polarization and to opposing schools of thought. This may result in:
Questions about whether a pain condition is satisfactorily recognized through objective
scientific criteria (e.g., complex regional pain syndrome, or fibromyalgia)
Proposed methods of measuring a pain response in order to objectify the pain (e.g.,
thermogram, or fMRI)
Psychiatric and psychological methods of analysis (e.g., psychological tests that claim to show
evidence of somatization)
Therefore, it is essential that the methodology used to derive opinions about pain disorders be scrutinized
as to its accuracy and its limitations.
Another consideration in the analysis of causation is whether a particular injury is regarded as an
aggravation of a preexisting injury even if not the original cause. Some jurisdictions distinguish between an
aggravation that is temporary and does not actually change the underlying condition-that is, only
exacerbation, which may not be compensable-and a permanent worsening of the underlying condition,
which is compensable. A closely tied concept is one of apportionment, in which more than one cause to a
pain disorder may be implicated, and the damage or compensation that is claimed must weigh the relative
contribution of each (274). In medicine, multiple factors in the etiology of any disorder can almost always
be implicated, yet the legal question is more narrow and requires a different though related analysis. It is
necessary, therefore, to know the legal standard in the respective jurisdiction that needs to be addressed
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when forming such opinions.
Mental as well as physical symptoms can be maintained by a process known as secondary gain (275).
Unlike the unconscious conflicts that directly lead to mental conditions such as Conversion Disorder, which
are known as primary gain, secondary gain refers to those perhaps unexpected environmental responses to
symptoms or impairment that sustain the disorder by reinforcing it. Pain disorders are no different in being
susceptible to this influence. Examples include financial reimbursement from a potential damage award or
disability compensation (sometimes both), attention from family members that was heretofore lacking, or
avoidance of less than satisfactory work conditions. Secondary gain not only influences the symptoms
themselves but the reporting of symptoms by the patient. The history can, therefore, easily have elements
of exaggeration and distortion. This is not necessarily a conscious process, but can, nevertheless, be a
powerful one. Secondary gain is a significant potential factor to be considered in pain disorders, and what
can cause and maintain them. Arguably, every pain disorder for which there is litigation could be assumed
to involve secondary gain; but scrutiny as to the relative weight of psychological factors, the apparent
motivation toward recovery, and the financial and personal circumstances of the individual may be helpful in
assessing the actual degree of secondary gain.
back to the top...

The Role of a Psychiatrist
For the most part, causation of pain disorders is a medical, not a psychiatric determination, at least initially.
In the diagnosis of Pain Disorder associated with both psychological factors and a general medical condition,
where the psychological factors are playing an important but not major role, then the psychiatric opinion is
relatively limited. This, of course, is the diagnosis in most chronic pain disorders or chronic pain syndromes.
The psychiatrist may address the varied sources of psychological factors, both preexisting and subsequent,
as obstacles to recovery, but would not have the chief responsibility to address causation, degree of
impairment, and medical treatment. On the other hand, if the diagnosis is Pain Disorder associated with
psychological factors, then those factors have the major role, and this becomes mostly a mental disorder.
The diagnosis at times may also be Undifferentiated Somatoform Disorder, which, along with pain
symptoms, may include a variety of sensory and motor complaints that cannot be adequately explained by
objective medical pathology. Here, too, the psychiatrist can have a primary responsibility. However, in both
instances, objective medical pathology that would be consistent with a general medical condition must be
ruled out or discounted as to its importance by a medical determination. Frequently, of course, there are
differences of opinion among medical practitioners who evaluate pain disorders. Where substantive
differences exist, the psychiatrist's opinions can only be contingent on resolution of the initial dispute about
the presence of objective medical pathology. Two caveats to this analysis must be mentioned. The first is
that the absence of objective medical pathology does not automatically put the condition in the diagnosis of
Pain Disorder associated with (mostly) psychological factors, since the psychological factors in that instance
need to be clearly demonstrated as well. Second, even if the diagnosis is a Pain Disorder associated with
psychological factors and/or an Undifferentiated Somatoform Disorder, this does not equate with the earlier
concept of psychogenic pain, which seemed to imply that the pain was imaginary. Today, the pain
experience itself is viewed phenomenologically as a true physical sensation of pain, which is based on a
complex of interrelated mechanisms that drive and maintain it. Those mechanisms can include very
prominent psychological factors, which provide a greater understanding about the degree of suffering and
the resultant claims of impairment and disability. In fact, psychological factors affecting impairment and
disability may be even more relevant than the analysis of the pain experience itself, since there are
tremendous differences in individuals personally, socially, and cross-culturally, as to how much impairment
pain causes. Practically, though, the challenge is to determine to what extent psychological factors are
involved, if at all, and what they consist of.
Unfortunately, the difference in schools of thought with regard to pain disorders has generated major
controversy, which invariably enters the arena of litigation. Opposing experts from the same and from
different disciplines are frequently at odds with one another, and may knowingly or unknowingly reflect
strongly divergent interests. Psychoanalytic thinking that formed the theoretical base for earlier beliefs
regarding psychogenic pain is not currently regarded seriously; thus, explanations of pain as merely the
expression of some internal conflict, guilt, aggression, or a need for love are generally rejected in favor of
behavioral and physiological explanations. This has been fueled by a large pain treatment industry that, for
the most part, must-at least where litigation is concerned-accept the pain as due to accidental or workrelated injury for financial reimbursement (150). This, in part, has led to a backlash from critics who use
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claims of somatization, secondary gain, and disproportionate disability to argue against the legitimacy of
many pain conditions and their connection to an actual injury (276). Historically, somatization and the
psychosomatic components of pain disorders have had support as well, since it has been shown how more
primitive psychosomatic conditions in previous centuries (e.g., hysteria, psychogenic paralysis) have been
replaced in more recent times by growing numbers of individuals claiming fatigue and pain (277). On the
other hand, there are equally strong proponents who say that pain disorders have a neurophysiological
base, in which psychological factors play a relatively limited role, and who claim that those who dismiss the
legitimacy of these conditions are using somatization pejoratively to imply that the pain does not exist or
that the sufferer is malingering (276). However, as has been outlined earlier, there is abundant newer
research that confirms the strong role of psychological and psychosocial factors in chronic pain disorders, as
well as their interrelationship with neurophysiological, hormonal, and other mechanisms. Neither position is
completely accurate. Most pain disorders are probably initiated by a physical injury, and except for
malingerers, most individuals with pain disorders are experiencing real pain symptoms. Likewise, most pain
disorders have at least some psychological factors associated; and those factors are not playing the major
role in perpetuating the condition. However, where psychological factors play an important role, there can
be major obstacles to recovery, which may be independent of the physical injury itself. Even if modern
concepts of neurobiopsychosocial interactions apply, this should not mean that the psychological factors can
be dismissed. Just because most individuals with pain disorders experience legitimate pain, due in many
cases to physical injury, it does not mean that all individuals with pain disorders have physical injury as
their cause or that neurophysiological mechanisms adequately explain the poor recovery. In most cases,
impairment and disability from pain disorders are strongly related to psychological and motivational factors,
regardless of the type of pain disorder.
Even more complex is whether the psychological factors in chronic pain disorders are subject to any
conscious control, or are merely inherent, unconscious variables within the individual and his or her social
setting. Assuming that they are conscious has often led to poorly founded conclusions about malingering in
these patients, simply because the symptom presentation is exaggerated (278). Observations of suboptimal
effort, overreporting of symptoms, and even secondary gain do not necessarily mean that someone is
malingering; but, overstatement of pathology and understatement of premorbid health are nevertheless
tied to the utility of such representations, whether conscious or unconscious (279). More likely than not
malingering, exaggeration, and even genuine symptoms are on a continuum with no bright light separating
them, and elements of conscious and unconscious control in the symptom presentation are more a matter
of gradation. Where a diagnosis of Somatoform Disorder (the category in which psychologically impacted
Pain Disorders are found) is made, by definition, the symptoms are not intentionally produced or feigned,
and are not malingered. But this should not imply that the individual is helpless, either. Assuming a passive
invalid role, not fully investing in the rehabilitation process, and focusing only on external pain relief, can
suggest a lack of healing intention. Therefore, even if the precipitant of the pain appears to be an injury,
with clear physical findings, the cause of the pain condition may be self-generated, to a lesser or greater
degree, and may include variable levels of exaggeration and symptom magnification. Understanding that
rigid conceptual divisions on these issues are artificial, opinions about causation, where appropriate for a
psychiatrist, should rely on a balancing test that considers the relative weight of physical versus
psychological factors, injury versus noninjury components, and investment versus noninvestment in
recovery.
back to the top...

RELEVANT QUESTIONS FOR A PSYCHIATRIC EVALUATION
Is there a diagnosable pain disorder?
Are all the symptoms consistent with the disorder, or might they represent some other condition?
Was the nature of the injury proportional to the symptoms claimed? Is the injury verifiable?
Are there reliable medical evaluations that demonstrate objective physical pathology?
Are there diagnostic studies that help objectify physical pathology?
Is the patient's presentation one of significant symptom exaggeration, pain behavior, or inconsistency?
Does the patient demonstrate fear-avoidance, catastrophizing, lack of self-efficacy, anxiety, or
hypervigilance to pain?
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What was the individual's life adjustment prior to the injury? Job adjustment? Family and personal
adjustment?
Is there a history of other pain disorders, previously or currently?
Is this a typical course of illness and/or response to treatment? If not, why? Is there motivation to heal?
Do psychological tests show somatization potential, poor coping style, pain-enhancing factors, or clinically
relevant mental symptoms?
Is there overreliance on narcotic medications? Heavily sedating medications?
What objective measures of impairment and disability are there?
Is the individual adopting a passive invalid role? Does the individual see himself or herself as helpless? Is he
or she waiting for external solutions?
Is there a history of mental disorder? Personality disorder?
What predisposing personality factors are there? Ergomania? Alexithymia? A history of excessive
responsibility for others?
What is the longitudinal history of the pain disorder? Is it corroborated?
Does the patient's personal history show evidence of abuse, lack of early emotional attachment, repeated
life traumas?
Did the injury or onset of pain occur at a time when the patient was already worn out from personal
struggles or conflicts?
How does the patient's family and others interact with the individual? With anger? Solicitousness? Support?
What are the reinforcing elements for pain? Disability compensation? A potential damage award? Other
secondary gain?
back to the top...

FINAL OPINIONS
Because chronic pain disorders regularly involve an interweaving of physical and psychological factors, and
because a full understanding of these conditions may involve more than one discipline, final conclusions are
often contingent on the validity of opinions from another discipline. For example, one orthopedic surgeon
may conclude that a patient does not have evidence of objective medical pathology, whereas another
orthopedic surgeon or perhaps a physiatrist may conclude that there is. Since a psychiatric evaluation of
any Somatoform Disorder first must address the threshold question of whether the symptoms are not fully
explained by a general medical condition, the psychiatric opinions that follow typically do not stand alone
but refer to prior medical evaluations. Of course, psychiatrists, by virtue of their medical background, may
be in a position to independently assess observations from physical examinations and diagnostic testing;
but, typically, they do not perform physical examinations, other than in a limited capacity. Therefore, once a
psychiatrist conducting an evaluation has gathered sufficient information from personal interviews,
psychological testing, and record review, and has addressed relevant questions such as those posed in the
previous section with regard to the information gathered, it is then necessary to form final opinions that
incorporate opinions from outside of his or her own psychiatric discipline, and to demonstrate if and when
the psychiatric opinion is contingent on the resolution of any dispute with regard to the medical opinions. It
is also important to recognize the limitations of psychiatric opinion where significant medical pathology is
demonstrated, even though psychological factors are also prominent. To that end, an algorithm is presented
here to help frame psychiatric conclusions within the context of multidisciplinary opinions (see Figure C,
Algorithm: Psychiatric Opinions for Pain Disorders). The following guide to the algorithm expounds in
greater detail the steps outlined:
(A) Are there clear physical findings? Here the attention is to medical records, physical
examinations, and diagnostic studies that corroborate a specific pain disorder or condition. Any
dispute among evaluators should be noted, as well as any inconsistencies.
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(B) If there are clear physical findings, do they fully explain the pain symptoms? Here the
attention is again on medical evaluations and whether there has been concern raised about the
extent of the pain disorder compared to objective findings. Usually, a psychiatric evaluation
will not be requested unless there is some concern. At the same time, medical evaluators may
also be concerned only a secondary psychiatric problem, even if the medical pathology is well
documented.
(C) To the extent that medical evaluations do not express concern about the proportionality of
symptoms to objective findings, and a secondary psychiatric complication is not being raised,
no further psychiatric opinion may be needed.
(D) If the pain disorder is not fully explained by medical pathology, and medical evaluators do
express concern about inconsistencies, the extent and duration of the symptoms, the lack of
progress in the natural course of the disorder, or symptom exaggeration, the question then is,
are psychological factors evident? Some would say that symptom exaggeration, pain behavior,
or inconsistency by itself is evidence of psychological factors; but care must be taken to
understand that reactions to pain are variable, both within the individual and within the
cultural background of the individual. Therefore, issues such as fear-avoidance,
catastrophizing, lack of self-efficacy, a strong emotional overlay, hypervigilance, or similar
findings may need to be demonstrated.
(E) To the extent that psychological factors are not evident, more than in just variability in
pain response, further psychiatric opinion may not be needed. It is important, though, to be
sure that a comprehensive history is available, which addresses premorbid psychological
adjustment, the presence of other pain disorders, and psychiatric disturbance generally, before
excluding psychological factors as having no significant bearing.
(F) If psychological factors are evident in more than an incidental way, it is then important to
answer, do they play an important role? This becomes a balancing test that weighs the
strength of the physical findings and any substantial dispute as to the diagnosis against the
degree of psychological factors and psychiatric disturbance.
(G) If the psychological factors do not appear to play an important role, and if no more
relevant history points to psychiatric disturbance, further psychiatric opinions may not be
necessary, except for pain management issues. These, presumably, could help any patient
with a pain disorder deal with his or her condition more effectively. An actual diagnosis of Pain
Disorder associated with both psychological factors and a general medical condition may not
necessarily be warranted.
(H) If psychological factors are playing an important role, then more likely than not the
diagnosis is Pain Disorder associated with both psychological factors and a general medical
condition. In this case, there is typically no primary psychiatric opinion regarding either
causation or impairment. There are, however, possible ancillary opinions that deal with pain
management issues, motivation and mitigation, comorbid psychiatric disorders, and degree of
nonphysical psychiatric impairment.
(I) The second major branch in the algorithm comes into play when there are no clear physical
findings, as per (A); now it becomes even more important to determine, are psychological
factors evident? The same issues with regard to symptom exaggeration and inconsistency,
fear-avoidance, catastrophizing, lack of self-efficacy, psychiatric disturbance, and
hypervigilance come into play, see (D). However, in this instance, even more detailed history
and background information becomes necessary.
(J) If psychological factors are not evident, and it is possible that for varied reasons physical
findings are not clear, at least as of yet, then psychiatric input may be minimal. Here, too, it is
very important to ensure that a thorough psychiatric and personal history has been taken, in
the process of which covert psychological factors should be suspected. One of the difficulties in
this situation is that some individuals with chronic pain disorders are very defensive about
insinuations that psychological factors may play a role. They also may tend to deny psychiatric
disturbance because they are lacking in psychological insight or are concerned that they will
not be believed as to their pain. Sometimes it is difficult to gain access to information when
the individual without clear physical findings refuses to submit to a more detailed psychiatric
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evaluation, arguing that it is irrelevant.
(K) If psychological factors are evident, as with (F), the next question is, do they play an
important role? The same balancing test described earlier applies here, but with the caveat
that the starting point may be a questionable medical condition.
(L) To the extent that the psychological factors do not appear to play an important role, this
presents a conundrum for both medical and psychiatric evaluators. How then can the condition
be explained? At times, redundant evaluations and diagnostic testing follow, with little return.
In this case, there is an even greater responsibility to perform a thorough psychiatric
evaluation and obtain a comprehensive personal history. The psychological impact of even
limited psychological factors should be suspect, as well as the possibility that a full
understanding of those psychological factors is not yet available. Although not necessarily the
case, the diagnosis of Pain Disorder associated with both psychological factors and a general
medical condition is more likely here than meets the eye.
(M) Once it has been determined that psychological factors do play an important role, the next
question is, do they play the major role? Appreciating once again that previous divisions
between psychogenic pain and physical pain are artificial, there are, nonetheless, a minority of
pain conditions in which psychological factors overwhelmingly predominate and trigger
important causation and treatment decisions.
(N) Unless there is a consensus among medical evaluators that no physical findings are
present, or at least that they make an insignificant contribution, the opinion remains that this
is a Pain Disorder associated with both psychological factors and a general medical condition.
No primary psychiatric opinion regarding causation or impairment is given except, as in (H),
for ancillary opinions. In some instances, there are wide disputes among medical evaluators,
with some convinced that there are no significant physical findings, and others possibly relying
on questionable or nonspecific diagnoses. Here, psychiatric opinion can be contingent, to the
extent that there are insignificant physical findings to explain the extent and duration of the
pain condition; then psychiatric opinion can follow as per (O), below, but the resolution of the
medical dispute must precede this contingency.
(O) If psychiatric factors are playing the major role, then the diagnosis is at least a Pain
Disorder associated with psychological factors. Once this has been established, the question
remains, is there evidence of intentional deception? This is rarely something that can be
concluded through a personal interview or psychological testing. It is typically shown through
records that dramatically point to inconsistencies in the individual's behavior. Surveillance may
or may not be a useful tool, but the films generated by this method speak for themselves to
the fact finder, although the psychiatrist may also comment about the inconsistency between
what is viewed and what the individual has represented.
(P) If there is no evidence of intentional deception, then this is substantially a psychiatric
condition, in which case primary psychiatric opinions about causation and impairment are
appropriate. It is important to emphasize that there should be corroborative information within
the psychiatric history of adjustment problems, psychiatric disturbance, and the role the pain
disorder may play as a pathological resolution to intolerable personal circumstances.
(Q) If there is evidence of intentional deception, then the possibilities of a Factitious Disorder
or Malingering may be present; or at least a conclusion about the unreliability of symptoms
and impairment can be made. Even when Malingering is strongly suspected, it may be better
to leave it as a rule-out diagnosis, because, ultimately, it is based on a factural determination.
Possible diagnoses then could be: Pain Disorder associated with psychological factors; Rule-out
Malingering.
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back to the top...

CASE EXAMPLES
The following case examples are adapted from actual histories of patients who presented with complex
chronic pain problems in conjunction with suspected psychological factors:
Jane R.
Jane R. is a 41-year-old woman who was employed at an electronics assembly plant for about two years,
until she slipped on a patch of grease, fell, and landed on her left elbow. Although her elbow was mildly
sore, she was able to finish her shift without apparent difficulty. When she woke up the next day, however,
the pain in her elbow had increased substantially and she felt unable to go to work. She was seen at a local
emergency department where X-rays of her elbow revealed no fracture. There was mild swelling of the
elbow, and the diagnosis was, simply, contusion. Jane was instructed to follow up with her primary care
physician, who then referred her for physical therapy (PT). She said that PT only made her pain worse, so
she stopped going. Over the past three years, Jane has seen numerous physicians, including orthopedic
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surgeons and physiatrists, who have evaluated her and treated her with anti-inflammatory and narcotic
analgesics, anticonvulsants used for neuropathic pain, and steroid injections, all without marked relief. Jane
has had numerous diagnostic studies that have not demonstrated objective pathology. Her diagnoses
typically have been tendonitis, ulnar neuralgia, contusion, and reflex sympathetic dystrophy (RSD)/complex
regional pain syndrome (CRPS). Sympathetic blocks and a bone scan failed to corroborate RSD/CRPS,
although on physical examination her left upper extremity has often appeared cooler than the right, and
sensitive to even light touch. She has had additional rounds of physical therapy, as well as occupational
therapy. She has not returned to work for the last three years.
Not only has Jane's elbow pain continued, it has worsened and, over time, spread down the entire left upper
extremity to her hand and up to her shoulder and neck. She keeps her left arm in a flexed position against
her chest most of the time, and says she cannot extend it completely or lift her arm beyond shoulder height
On presentation, she shows marked pain behaviors and symptom exaggeration; and attempts to assess her
range of motion are accompanied by grimacing, wincing, and guarding against any manipulation of the arm.
Jane is concerned that the pain is starting to spread into her right upper extremity. Although Jane has a
history of chronic migraine headaches, she says that she now has a new type of headache, which is more
tension in nature and spreads from her neck up and over her scalp. She also indicates that she continues to
have problems with longstanding low back pain, irritable bowel symptoms, and fatigue.
Jane was referred to a psychologist for pain management, at which time she was diagnosed as having Pain
Disorder associated with both psychological factors and a general medical condition, and Adjustment
Disorder with depressed mood. At the recommendation of the psychologist, her primary care physician
started her on an antidepressant medication. Jane says she feels comfortable speaking with the
psychologist, but does not feel that the pain management techniques are helpful. Jane does admit that she
has been very frustrated and depressed because she cannot work or participate in recreational activities as
she did before. She claims that she has difficulty with sleep because of her pain, and so spends most of the
day in bed trying to get some rest. Her mother, who lives nearby, comes daily to help with cooking and
cleaning, and takes her to medical appointments. Jane receives two-thirds of her pay from the electronics
assembly plant as a workers' compensation benefit, and has now been approved for Social Security
disability benefits. The combination of these benefits totals almost as much as she previously earned from
her job at the plant.
Jane's background history, which was gleaned mainly from earlier physician and mental health records,
shows that she was raised in a very chaotic family and that her father was a severe alcoholic. Reportedly,
he physically and sexually abused Jane, as well as two of her sisters. The mother appears to have been
helpless, and while acknowledging the physical abuse, denied that any sexual abuse was occurring. When
Jane was 16 years old, she became pregnant as a result of a date rape. She did not report the incident, but
went on to have the baby. The father of the baby offered no support. In the early years following the birth
of her child, she survived by holding down a couple of jobs. She subsequently married a man who was
physically and verbally abusive, and became disabled himself about four years into the marriage, following a
workers' compensation back injury. Jane had two more children by her husband, and became the main
breadwinner in the family. Finally, when she learned that her husband was sexually abusing one of her
daughters, she left him. Their divorce was acrimonious, and she was afraid to report her husband's abuse of
the daughter, for fear that her children might be taken away from her. Jane raised her children alone after
that; they are now grown and have left home. However, the daughter who had been abused became
pregnant and moved back in with Jane, where she currently lives and raises her own child. She does not
work, so Jane became the primary support for her daughter and her grandchild. Prior to her injury, in
addition to working at the electronics assembly plant, she also would bartend at night.
Jane R. presents with a minor upper extremity injury that showed no fracture and was initially diagnosed
only as a contusion. In spite of conservative treatment, she did not improve, and instead has had persistent
and worsening pain over a three-year period. This immediately raises the question of why her pain did not
subside in the natural course of a minor injury, and why she has become totally disabled. The diagnoses
that have been given are, for the most part, nonspecific and difficult to validate. The fact that she had some
temperature difference in the injured extremity, and sensitivity to light touch, led evaluators to suspect
RSD/CRPS. However, as previously indicated, this diagnosis is frequently used when nothing else from a
medical standpoint fits. It is based primarily on subjective symptoms and/or physical examination, which
does not always have interrater reliability. While a sympathetically mediated type of phenomenon may be
responsible for the CRPS, and could represent the earlier diagnosis of RSD, in Jane's case, neither
sympathetic blocks nor bone scan were able to confirm this. Therefore, in fact, CRPS is very nonspecific in
her case. Furthermore, the spreading pain, while described in the literature as possible with RSD, is not
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sufficient explanation here, again because there is no validated evidence of a sympathetic mechanism. It is
also noted that Jane keeps her left arm in disuse, so that some of her symptoms that resemble RSD/CRPS
can arise from that. Therefore, she does appear to have a pain condition that is out of proportion to her
injury and without objective medical basis. Of course, one or more of her treatment providers may claim
that an objective medical basis exists; and while a psychiatrist may need to defer medical questions, it is
likely here that even those evaluators who support medical pathology will acknowledge that it does not
alone explain her chronic pain. To the extent that psychological factors are acknowledged by everyone, it is
likely that they will be attributed to a secondary emotional reaction to the unrelieved pain, which
purportedly further aggravates the pain condition but is still causally related as a foreseeable complication.
The psychologist to whom Jane R. was sent for pain management has diagnosed her as having Pain
Disorder associated with both psychological factors and a general medical condition, and Adjustment
Disorder with depressed mood. Unfortunately, pain management techniques taught by the psychologist
have not been helpful; and, paradoxically, Jane persists in explaining her emotional reaction as due to
frustration because she cannot work or function otherwise as she did before. This type of explanation may
not be unreasonable in some individuals, but it does not appear that Jane is the type of patient who has
tried to be as functional as possible in spite of her pain. In fact, she has taken on a prominent invalid role;
she does very little and depends on others for help and support. More importantly, the question of whether
the psychological factors in her Pain Disorder are secondary to the injury or preexisting remains to be
answered by examining her life as a whole in conjunction with the timing of the onset of her pain condition.
Here, Jane demonstrates marked pain behaviors and symptom exaggeration, as well as visible emotional
distress. For example, her left arm is in a flexed, immovable position against her chest most of the time,
and she has little if any use of it. The helplessness that she shows by staying in bed most of the day reflects
her lack of self-efficacy and her acceptance of the invalid role. The case example also does not discuss any
psychological testing, which may or may not have been done when Jane was referred to pain management.
Chances are that testing would have shown symptom exaggeration and somatization potential, as well.
This, together with the out-of-proportion symptoms that she describes, supports the prominent role of the
psychological factors.
To the extent that it is determined that Jane's Pain Disorder has little if any objective medical pathology,
then the diagnosis could be Pain Disorder associated with psychological factors (primarily or playing a major
role). In this situation, it is difficult to justify the conclusion that the psychological factors represent only an
emotional reaction to her pain, when there is insufficient basis for the pain in the first place. Of course, it
should always be understood that this is not a simple psyche/soma distinction, but only an acknowledgment
of the relative impact of psychological versus physical factors.
Having determined that psychological factors are playing at least an important if not major role, what does
Jane's background and personal history show with regard to her life adjustment prior to the injury? Here,
the historical evidence is overwhelming for a background of chaos, abuse, and personal trauma. It also
shows that Jane was someone forced to assume inordinate responsibility for herself and others, without
much support. She appears to have been overextended and, most likely, worn out. She also may be
someone who does not deal well with emotional issues arising out of conflict and crisis, and displays
concrete and psychologically uninsightful defense mechanisms. Psychological testing may also show
characteristics of alexithymia, which together with her traumatic history predispose her to physical
symptoms as a manifestation of stress, since she does not verbalize emotions well. Jane's background and
personal history are not just coincidental with this out-of-proportion and persistent pain condition. So, to
the extent that other evaluators have not known about this history, any conclusions by them about
psychological factors being secondary to the injury are not reliable.
Finally, the potential for secondary gain is significant in this case for two reasons: first, Jane can avoid the
previously overwhelming responsibilities in her life; and, second, she is receiving substantial disability
benefits. This is not to say that Jane is necessarily malingering but that her motivation to heal is probably
lacking, given that she would then have to resume the overwhelming responsibility she previously had.
Depending on the jurisdiction, the cause of Jane's Pain Disorder may or may not still be based on the work
injury. Nonetheless, the substantial reasons for her persistent pain and psychological distress are not simply
due to a minor contusion at work.
Gary O.
Gary O. is a 30-year-old man who reported a low back injury he suffered by lifting bags of cement mix at a
construction site where he had been working. His foreman took him to a local emergency department, at
which time Gary described severe pain in his low back that radiated down his right leg. He had difficulty
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straightening up and appeared to be in intense agony. Although X-rays of his back were negative, a
herniated lumbar disc was suspected. Gary was prescribed a muscle relaxant and a narcotic analgesic, and
released with a referral to an orthopedic surgeon. The orthopedist subsequently obtained magnetic
resonance imaging (MRI) studies, which confirmed a herniated lumbar disc. Initially, the doctor chose to
treat Gary conservatively, with physical therapy; but after several weeks with no improvement, a lumbar
discectomy was scheduled.
Gary said that the surgery alleviated his right leg pain, but made the low back pain worse. A subsequent
MRI showed that the surgery had been successful and that there was no further evidence of a disc
impinging upon neural structures. The orthopedist sent Gary for another round of physical therapy, which
again proved unsuccessful. Notes from the orthopedist and the physical therapist, however, stated that
Gary presented with significant symptom exaggeration and inconsistencies on physical examination, and
that he walked hunched over and leaning to the left side. A neurosurgical consultant was then asked to see
Gary; he reported that the physical examination was essentially normal but with a number of Waddell's
findings and significant symptom exaggeration.
Gary has not returned to work. He continues to take high doses of narcotic analgesics, which he says are
the only thing that makes a difference. Most of his days are spent in a reclining or a sitting position. He
does few chores. Light-duty work was offered to him, but Gary indicates that due to the narcotics he cannot
concentrate well; and, besides, he has never wanted to work at a desk job. Gary denies that he is
depressed, only frustrated that his pain continues. He receives workers' compensation benefits, but the
insurance carrier has been challenging this on the basis that Gary has not been willing to try light-duty
work.
Gary's background shows that his father and two brothers all had difficulties with alcohol abuse; and an
older sister has for years taken narcotic analgesics for her chronic neck pain. Gary dropped out of high
school in part because of disciplinary problems and drug abuse, including marijuana, methamphetamine,
and hallucinogens. He has at least one conviction for driving under the influence. His work history indicates
sporadic employment, usually in heavy-labor positions. Gary is married and has a son who is 8 years old.
Gary's wife works as a licensed nurse's assistant at a nursing home. Since his injury, she has been working
extra shifts to earn overtime pay because their income has dropped since Gary stopped working.
Gary's orthopedist has recommended that he see a psychiatrist or psychologist for pain management, but
he became angry at this suggestion, and refused to go, believing that the orthopedist must think his pain is
all in his head. Gary's workers' compensation insurance carrier is recommending an independent psychiatric
evaluation, but Gary's attorney is challenging this.
Gary O. presents with a somewhat different case from that of Jane R., even though there are similarities.
Here, there was objective evidence of medical pathology in the form of a herniated lumbar disc.
Conservative treatment, followed by a surgical discectomy, did not result in any significant improvement,
though there was no further diagnostic evidence of a disc impinging upon neural structures. It is difficult,
however, to ignore the fact that there was medical pathology at one time and that intrusive surgery was
required, which potentially has its own complications (i.e., scarring, etc). In this regard, Gary's presentation
shows notable symptom exaggeration, inconsistencies, and pain behaviors. Like Jane, Gary, too, has taken
on an invalid role. Thus, it is likely that he would be diagnosed as having Pain Disorder associated with both
psychological factors and a general medical condition, on the basis of his dramatic presentation alone. But
he is refusing to see a psychiatrist or a psychologist for pain management, and will probably resist even
having an evaluation by a psychiatrist or a psychologist. Clearly, this becomes a difficult problem for his
medical treatment providers, and raises the question whether he can be forced to undergo such an
examination, and subject himself to the detailed questioning and intrusion on his personal life it would
entail. To the extent that medical treatment providers, or independent medical examiners, emphasize the
psychological and emotional presentation that appears to exist, the argument can be made that Gary will
have to submit to a psychiatric or psychological evaluation. If he does, it is unlikely that he will be
cooperative in relaying his entire history, meaning that an adequate understanding of his background may
still not be possible.
In Gary's case, there is some very important history that does need to be addressed, however; namely, his
apparent dependence on narcotic analgesics. In the first place, he indicates that he cannot concentrate
because of the narcotics, and this is one reason he is not be able to work at a desk job. It is difficult, then,
to justify continuing narcotics if they are creating impairment. Furthermore, Gary's family and personal
background, which indicate a predisposition to dependence and addiction, are very problematic, as well, and
should send up a red flag to proceed with caution in considering him for long-term narcotic analgesic
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treatment.
Assuming that no other background history that predisposes him to chronic pain is identified, Gary's
diagnosis of Pain Disorder associated with both psychological factors and a general medical condition
becomes mostly a medical determination as to causation. Since psychological factors are not playing the
major role, psychiatric opinion is limited, though not without its importance. In particular, psychiatric
opinion can address whether secondary gain factors are sufficient to make his claims of impairment less
than reliable. Also, psychiatric opinion can address that he has not sufficiently mitigated his conditionspecifically, he has refused to attempt work he could be doing; and he has refused to participate in
recommended psychological pain management, if that were made available. Finally, and most importantly,
psychiatric opinion can point out the deleterious role of the narcotic analgesics in Gary's rehabilitation
process. There is little justification in continuing narcotic analgesics that do not increase functioning,
especially in an individual with a predisposition to substance abuse.
back to the top...

AFTERWORD
The complexities of chronic pain disorders present a major challenge to medical and psychiatric evaluators
alike. Earlier psychoanalytic concepts about psychosomatic illness have been replaced by a greater
appreciation of the interrelationship between pain symptoms and neurochemical processes within the
peripheral and central nervous system. At the same time, psychological factors and psychiatric disturbance
continue to regularly accompany chronic pain disorders. This psychiatric update and evaluation guide has
tried to show how recent research with regard to those psychological factors suggests not only their
prominent role but also their connection to central nervous system mechanisms. It also has highlighted the
greater awareness that exists today of the personal, familial, and circumstantial context in which pain
disorders occur, and described why that cannot be excluded from questions of causation, extent and
duration of illness, and prognosis for rehabilitation. All of these components are more layered than linear,
indicating that legal and administrative standards for addressing these issues in litigation may need to be
reconsidered, to the extent that they rely on simple before-and-after concepts and unidimensional stress
analysis. Moreover, the importance of the patient narrative cannot be overstated-simply, a patient's pain
can never be understood without understanding the patient. Unfortunately, there is rarely enough time in
contemporary pain treatment centers to accomplish this. This, of course, limits the reliability of any opinions
about a patient's pain; at the same time, it may help explain the often-limited benefit of long-term pain
treatment, in spite of enormous resources expended in the process.
back to the top...
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