Pain and Psychological CoMorbidities
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Objectives
Learn the prevalence of various psychiatric illnesses in
patients with chronic pain
Review the impact of psychological co-morbidities on
chronic pain
Describe the assessment of patients with chronic pain
who suffer from co-occurring psychiatric disorders
Learn basics of treatments for co-occurring psychiatric
disorders in patients with chronic pain

Prevalence and Impact

Psychiatric co-morbidities
In Patients with
Chronic Pain

In General Populations

Depression

45%

5%

Anxiety Disorders

25%

3-8%

Personality Disorders

51%

10-18%

PTSD

2% Civilian
49% Veteran

1% general population
20% combat veterans 3.5% to
15% in civilians with trauma

Substance Use Disorders

15-28%

10%

Depression in patients with chronic pain
Pain and depression frequently co-exist: 30-60% co-occurrence
Pain is a strong predictor of onset and persistence of
depression
Depression is a strong predictor of pain, particularly chronic
pain
Disabling chronic pain was present in 41% of those with MDD
versus 10% of those without MDD.
Patients with chronic pain have twice the rate of completed
suicides than the general population

Co-occurrence = worse outcomes
Additive adverse impact on
Quality of life
Disability
A sixfold greater prevalence of anxiety
Adherence to treatment
Response to treatment
Pain outcomes, including chronicity
Patient satisfaction with treatment
Self-rated health
Functional limitations
Deteriorating social and occupational functioning
Greater use of medical services
Higher medical service costs
Suicide attempts and completions

Pain as a Risk Factor for Suicide
Suicidal ideation associated with head pain
Odds ratio 1.9
Suicidal attempts associated with head pain
Odds ration 2.3

Suicide attempts associated with other non-arthritic pain
Odds ratio 4.0
Ilgen M, et al. Pain and suicidal thoughts, plan and attempts in the United States. General Hospital Psychiatry. Nov/Dec
2008;30(6):521-527

Anxiety & Chronic Pain
35% of those with chronic arthritic pain have an anxiety
disorder [vs. 18% in general population] [NCS, 2003]

• Anxious behavior with chronic pain can lead to:
• Increased expectation of pain
• Increased perception of pain
• Kinesiophobia
• Guarding
• Decreased range of motion
• Decreased coping with pain
• More work loss
See McCracken et al., 1996

Impact of PTSD on Chronic Pain
Veterans with Chronic Pain and PTSD had:
Higher levels of maladaptive coping strategies
Greater catastrophizing
Greater emotional impact of their pain
Felt less control over their pain
Poorer outcomes for injury recovery

• Catastrophic thinking is:
ruminating, magnifying, feeling
helplessness about pain

Understand
catastrophic
thinking:

• Predicts:
• Poorer outcomes from
treatment
• Increased risk for opioid misuse
• Increased risk for disability

Sullivan, M. J., Lynch, M. E., & Clark, A. J. (2005). Dimensions of catastrophic thinking associated with pain experience and disability in patients with neuropathic pain
conditions. Pain, 113(3), 310-315.

Basic Approach to Care

It’s more
than just
pain…

Concept of Total Pain (total suffering)
Physical Pain:
Disease related
May worsen with inactivity or opioid hyperalgesia

Emotional /Psychological Pain:
Worries bout self/family
Impact of pain on self concept

Social Pain:
Have social roles changed?
Discomfort in reaching out to support system

Existential / Spiritual Pain:
Why me? Why is this happening
Spiritual / afterlife concerns ? Punishment for mistakes?

Screening For Depression
Patient Health Questionnaire (PHQ-9)
• Studied in 8 Primary Care and 7 Obstetrical clinics
• Score >10: 88% Sensitive, 88% Specific for Major
Depressive Disorder

PHQ-2
• Score of 3: 83% sensitivity, 90% specificity
Two Stage Approach:
• Administer PHQ-2
• If positive, administer PHQ-9
Kroenke et al., 2001
Kroenke et al., 2003
Hassett et al., 2014

Clinical Evaluation of Anxiety
Disorders
Open-ended question such as “Tell me about your worries,
fears, concerns, and stresses, and how they affect you.”
For GAD: “Would you say that you have been bothered by
‘nerves’ or feeling anxious or on edge?”
For Panic disorder: “Did you ever have a spell or an attack
when all of a sudden you felt frightened, anxious, or very
uneasy?”
For PTSD: “Have you had repeated, disturbing dreams,
thoughts, memories or images of stressful past experiences?”

Herr et al., 2014

Assessment Tools
Generalized Anxiety Disorder

http://patient.info/doctor/generalised-anxiety-disorder-assessment-gad-7
Panic Disorder—PHQ-PANIC
http://afterdeployment.dcoe.mil/sites/default/files/pdfs/assessmenttools/panic-assessment.pdf
PTSD—Primary Care PTSD screen
https://www.ptsd.va.gov/professional/assessment/documents/pc-ptsd5screen.pdf

“Anxiety” & Depression--HADS
http://www.svri.org/sites/default/files/attachments/2016-01-13/HADS.pdf
Depression

PHQ-9 http://www.cqaimh.org/pdf/tool_phq9.pdf

Risk Factors for Suicide [Hassett et al.,
2014]

Suicide Assessment Questions
Have you been feeling helpless or hopeless?
Have you had thoughts about suicide?
Do you have a plan as to how you would take your own
life?
Do you have access to…[medications, weapons, illegal
substances, alcohol etc.]
Have you ever attempted suicide?
Actions
Protective factors/strengths
Openness to seeking help

Safety Plan
Give the patient phone numbers to call in case of
emergency, including crisis hotlines
National Suicide Prevention Hotline: 1-800-273-8255
Discuss resources [family, friends, therapists, clergy,
elders]
Create a plan to address availability of means
Assess the need for psychiatric referral
Have the patient hospitalized if necessary

Communicating: Depression & Pain

Depression

Beckman, 2004

Pain

Helpful Skills with Patients
• Listening, acknowledging & reflecting
• Checking in
“Am I getting you?” “Do you feel like I understand?”

• Asking permission
“Is it ok to talk about these symptoms? Are you interested in
hearing what some people find useful?”
- Shows respect for autonomy and people usually have less
resistance to input when they have opportunity to say no.

• Modeling Self-Soothing
Take some deliberate breaths and invite the patient to join you.
See Sobell & Sobell, 2008

Mechanic

Tutor

Teach the
patient they
are more
than their
pain:

Trivia buff
Cook
Reader

Pet lover
Psychologist
Organizer

Movie critic

Pain

Fashionable

Spouse
Grandparent
Painter
Friend
Swimmer
Knitter

Veteran

Daughter

Fisherman
Artist

Parent
Gardener

Crafter

Neighbor

Treatment Modalities
Non-pharmacologic
• Acceptance based interventions:
• pain education
• Mindfulness
• Acceptance and Commitment Therapy [ACT]

• Cognitive Behavior Therapy
• Pain Self Management
• Trauma focused therapies: Seeking Safety, EMDR, Prolonged
Exposure
Pharmacologic
• Anti-depressants: TCA, SNRI >>> SSRI
• Anti-anxiolitics: Avoid benzodiazepines if on opioid pain
medications; TCA, SNRI, Pregabalin, Gabapentin with caution

Role of Pain Self Management
Optimized antidepressant therapy along with a pain selfmanagement program produced significant reductions in
depression severity and moderate reductions in pain
severity and disability at 12 months
Reductions in depression and pain were seen early (1
month) and were sustained
Kroenke K, Bair M, Damush T et al. JAMA 2009; 301(20): 2099-2110.

Role of CBT
Patients who complete a pain program based on the
biopsychosocial/CBT model demonstrate:
Improved return to work
Pain reduction
Increased activity
Reduced medication use
Benefits were maintained at 5 year follow-up
McCraken IM, Turk DC, 2002, Spine 27:2564-2573

Optimizing Psychiatric Medications with
Analgesic Properties
Antidepressants
• Tricyclic Antidepressants (TCA): Amitripyline and
Nortriptyline (off label) for post-herpetic neuralgia,
neuropathic pain, migraines, fibromyalgia.
• Serotonin-Norepinephrine Reuptake Inhibitors (SNRI):
•
•
•

Duloxetine (FDA approved)for chronic musculoskeletal pain,
neuropathy, fibromyalgia.
Milnacipran (FDA approved) for fibromyalgia.
Venlafaxine at doses over 150 mg daily

Optimizing Psychiatric Medications with
Analgesic Properties
Anticonvulsants (often used in psychiatry for anxiety or
bipolar disorder)
•
Carbamazepine: trigeminal neuralgia
•
Gabapentin: post-herpetic neuralgia
•
Pregabalin: post-herpetic neuralgia and diabetic
neuralgia, fibromyalgia and polyneuropathy
•
Topiramate: migraines
•
Valproic Acid: migraines
•

Maizels M, McCarberg B. Antidepressants and Antiepileptic Drugs for Chronic Non-Cancer Pain. American
Family Physician. Feb 2005; 71(3):483-490.

Serotonin Syndrome
• The use of multiple medications with serotonergic properties
increases the risk of serotonin syndrome.
• Signs/Symptoms: anxiety, confusion, NVD, sweating, tremor,
muscle stiffness (especially in legs), shivering, trouble
with balance
• Restlessness and myoclonic jerks usually occur first.
• Usually preceded by a medication change within 24 hours
Werneke U. et al. Conundrums in neurology: diagnosing serotonin syndrome - a meta-analysis of cases. BMC
Neurology. 2016 16(97).

Serotonin Interactions
Psychiatric Medications which increase serotonin:
• SSRIs, SNRIs, MAOIs
• St. John’s Wort, Trazodone, Valproate

Non-Psychiatric Medications which increase
serotonin:
• Triptans, Ondansetron, Cyclobenzaprine
• Tramadol, Hydromorphone
• INH, Linezolid

Substances of Abuse can also contribute:
• MDMA, Methamphetamine, LSD, Cocaine

Opioid Considerations
Before prescribing opioids to patients with cooccurring chronic pain and severe psychiatric illness:
1) a thorough psych risk assessment must be conducted:
suicide attempts, other self harm, suicidal ideation,
substance use, family history of suicide
2) a thorough risk assessment for drug-drug interactions must
be conducted:
- presence of CNS depressants
- presence of QTC-prolonging agents
Smith H, Bruckenthal P. Implications of opioid analgesia for medically complicated patients. Drugs Aging.
2010;27(5):417-433

Opioid Considerations
Other considerations for Opioid Prescribing to
patients with Severe Mental Illness:
 Who gives informed consent in the particular case? Patient or
guardian?

 Who will administer the medication?
 Who will be responsible for keeping the medication secure?
 Make certain that Naloxone is prescribed and instruction is given
to patient and any caregivers.

Conclusions
Psychiatric illnesses and chronic pain often co-exist

Co-occurrence is associated with worse outcomes
Tricyclic antidepressants and SNRIs have more
evidence compared to SSRIs in treatment of chronic
pain
A number of effective treatment strategies exist
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