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Chronic Pain:
A Review and Update
As the field of pain management nears the halfway point of the Congressionally declared “Decade of Pain Control and

Research,” the prevalence of chronic pain and disability related thereto continue to escalate. In the context of rising

costs and suffering associated with persistent pain worldwide, the chronic pain research community has increasingly

recognized and investigated the role of the cognitive and affective dimensions of pain. In this paper, the authors review

psychologic aspects of pain, psychopathology in chronic pain syndromes, suicidality in this population, and the use of

psychotropic medications for treatment in these patients. Where possible, the authors have outlined limitations of pre-

vious research in these areas, and have highlighted and described recent studies that have addressed these perceived

shortcomings. The role of the psychiatrist in the treatment of patients with chronic pain is reviewed.

(Reprinted with permission from Current Psychiatry Reports 2005, 7:213–219)

INTRODUCTION

“If anyone feels astonished at this associative con-
nection between physical pain and psychical affect,
on the ground of its being of such a multiple and
artificial character, I should reply that this feeling is
as little justified as astonishment at the fact that it is
the rich people who own the most money” (1).

An estimated 86 million Americans are affected
by some form of chronic pain (2). The American
Pain Society estimates that chronic pain costs the
United States $100 billion a year in combined lost
work productivity, lost income, and direct medical
expenses. Lost productive time from common
painful conditions was approximated at $61.2 bil-
lion per year, 76.6% of which was explained by
reduced work performance (3). Lower back pain,
the most prevalent of all chronic pain problems, has
been estimated to affect 54% to 84% of the general
population at some point during the course of life
(4). A 2003 survey done by Peter D. Hart and As-
sociates found that seven of 10 Americans think
that pain should be considered one of the “top few”
or “high” priorities of the medical community (5).
Almost six in 10 adults in the same survey said they
would be willing to pay $1 more per week in federal
taxes to increase funding for the research into the
causes and treatment of pain.

The “Decade of Pain Control and Research,” be-
gan January 1, 2001 when President Clinton signed

congressional bill H.R. 3244 into law. As only the
second Congressionally declared medical decade
(the first was the Decade of the Brain in the 1990s),
this era of increased awareness has engendered
numerous reviews on how pain has been concep-
tualized in the past (6) and suggested future direc-
tions (7) for the theoretical foundation and treat-
ment of chronic pain. The subject of psychologic
aspects and psychiatric approaches to treatment of
chronic pain is vast. The aim of this article is to
provide an update on a select sample of the most
current research clinically relevant to general psy-
chiatrists.

PSYCHOLOGY OF PAIN

The notion that chronic pain can be character-
ized as much a psychiatric symptom as purely phys-
ical manifestation is not a new or recent concept.
Engel (8) theorized that, although pain may origi-
nate from an acute external insult, it can develop
into an independent entity with primary psycho-
logic phenomenology. In his classic and oft-cited
article describing the “pain-prone patient,” Engel
delineated characteristics of people he hypothesized
were predisposed to the development of chronic
pain, including significant guilt, unsatisfied uncon-
scious aggressive impulses, a history of defeat, and a
propensity to develop pain after a real or imagined
loss. Based on the concepts of conversion and psy-
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chosomatic reactions from the psychodynamic ide-
ology that predominated at the time, this model
gained significant acceptance. However, more re-
cent work has not found evidence to support a
psychodynamically oriented theory underlying
chronic pain (9).

The close association of chronic pain and de-
pressed mood has been noted throughout the med-
ical literature since the 19th century. Greisinger
maintained that physical pain and mental pain were
physiologically equivalent, differing only in that
physical pain was anatomically localizable (6). Neu-
roanatomist and Freud mentor Theodor Meynert
purported that mental pain and physical pain were
neurophysiologically identical, prompting Scottish
psychiatrist Clouston to coin “psychalgia” as the
term for severe depression.

PAIN AND DEPRESSION

The connection between chronic pain and de-
pression has spawned more research interest than
any other area of the literature involving psychopa-
thology and chronic pain (10). In their review of
epidemiologic studies of depression in the primary
care and general populations, Von Korff and Simon
(11) offered the following inferences from their
data on pain and depression: 1) pain and negative
emotions are related to a trait of heightened aware-
ness of physical symptoms that varies with levels of
psychologic distress (somatosensory amplification),
a trait not limited to patients with pain; 2) the
extent to which pain interferes with daily life (not
pain intensity) and the total number of pain sites
are the characteristics that most strongly predict the
development of depression; 3) somatic symptoms
such as anergia and sleep disturbance are far more
common depressive symptoms in patients with
pain than social isolation or guilt; and 4) disability
and psychologic distress typically are evident early
in the course of a pain condition, yet an identifiable
cohort improves markedly 2 months after pain on-
set attributable to factors yet to be elucidated.

Prevalence rates for depression in patients with
chronic pain vary widely, from 30% to 54% in
studies using standardized diagnostic systems and
10% to 100% in those using self-report (12). Di-
agnosing depression in the chronic pain population
can be a tricky task because the two syndromes
share many common features. Fatigue, sleep distur-
bances, and deficits in memory and attention are
characteristics of both disorders. The overlap in
symptomatology may lead to falsely elevated rates
of depression reported in pain clinics. The Diagnos-
tic and Statistical Manual of Mental Disorders,
Fourth Edition (DSM-IV) (13) suggests that so-

matic symptoms should be part of a diagnosis of
depression unless “they are clearly and fully ac-
counted for by a general medical condition.” In
patients with chronic pain, medical comorbidity,
and concomitant somatic complaints, even psychi-
atrists who work regularly with chronic pain pa-
tients would have difficulty with attribution of cau-
sation.

Cassem (14) argued that the risks associated with
potential false positives generated using traditional
criteria are outweighed by the risks of missing a
diagnosis of depression attributable to the use of
more stringent criteria targeted at diagnosis in the
medically ill. The therapeutic utility of antidepres-
sants in nondepressed patients with chronic pain,
coupled with the relatively benign side effect profile
of newer agents, seem to make their use favorable.
However, Endicott (15) has forwarded another
method that, although not widely used, has found
its way into the clinical practice guidelines for de-
pression in primary care. This diagnostic construct
involves criteria that are parallel to those listed in
the DSM-IV, but somatic symptoms are replaced
with nonsomatic substitutes.

This issue of commonality of somatic symptoms
was addressed in a recent study by Wilson et al.
(16), who used three different methods for diagnos-
ing depression in a sample of 129 outpatients with
chronic musculoskeletal pain referred to a pain
clinic in Ottawa, Canada. The authors referred to
these three diagnostic schemes as the inclusive
method (standard DSM-IV criteria), the etiologic
method (excluding symptoms from the diagnosis
that could be attributed to pain), and the substitu-
tive method (where traditional somatic symptoms
of depression potentially attributable to pain were
substituted for cognitive and behavioral symptoms
commonly associated with depression). Analysis of
the data showed that the prevalence of depression
was greatest when investigators used the inclusive
method (35.7%). The substitutive method yielded
a depression diagnosis in 30.3% of patients, and the
lowest prevalence (19.4%) was tallied with use of
etiologic method. The researchers found that when
patients were asked to describe their perception re-
garding the cause of their somatic symptoms, they
most often ascribed them specifically to physiologic
pain. If these particular symptoms then were ex-
cluded from being used to diagnose depression,
45% of patients who met the inclusive criteria for
the disorder no longer did using the etiologic
method. However, the same group scored similarly
to the group diagnosed with depression using the
Beck Depression Inventory, suggesting that the de-
pression diagnosis was appropriate and not a false
positive in this group of patients. With respect to
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why patients tended to attribute symptoms to pain
rather than depression, the authors speculated that
some pain patients tend to generalize most of their
medical problems to being rooted in pain, and oth-
ers may find it more comfortable acknowledging a
somatic rather than psychologic source for their
symptoms. These empiric findings, in the context
of the known propensity of pain patients to at-
tribute symptoms to somatic pain, caution clini-
cians against attempting to assign causality when
diagnosing depression in patients with chronic
pain.

FURTHER COMORBIDITY

Most studies in the area of psychiatric comorbid-
ity with chronic pain have involved highly re-
stricted sample populations, such as patients in ter-
tiary care pain clinics and specialized inpatient pain
units. The use of such samples, which generally
include patients who perceive the most severe pain
intensity or experience the greatest pain-related dis-
ability, introduces the potential of selection bias.
Such bias can result in the over-representation of
psychiatric illness or psychologic distress in study
results. Another limitation with most of the studies
examining psychopathology and pain involves the
use of continuous self-report measures to establish
psychopathology. The use of such measures (usu-
ally questionnaires of varying degrees of validity)
presents an increased likelihood that scores suggest-
ing higher degrees of psychopathology may repre-
sent state-dependent distress or transient psychiat-
ric symptoms rather than a persistent mental
disorder (17●).

McWilliams et al. (18) recently published a study
of disease-related pain and psychiatric comorbidity
that addresses the limitations of past research re-
garding selection bias and self-report question-
naires. The authors mined the database from the
National Comorbidity Survey (19), a broad-based
study of the prevalence of psychiatric disorders in
the general United States population that used a
structured interview based on criteria in the revised
third edition of the Diagnostic and Statistical Man-
ual of Mental Disorders. Subjects with arthritis rep-
resented the focus of the study because of the sa-
lience of chronic pain to this condition. All subjects
from this group reported pain duration of at least 1
year. This “chronic pain” group was compared with
a group from the general population not signifi-
cantly different from a demographic perspective.

Consistent with the predominance of depression
research in the chronic pain literature, depression
was the most prevalent single psychiatric disorder
in the pain group. With multiple regression analy-

sis, chronic pain remained significantly associated
with depression, posttraumatic stress disorder,
panic disorder, and agoraphobia as compared with
the general population. In addition to extending
earlier research findings of increased depression in
chronic pain patients to applicability in the general
population, this study draws new attention to the
association of anxiety disorders to chronic pain.
The association between posttraumatic stress disor-
der and panic disorder to chronic pain was stronger
than the association between pain and depression.
Furthermore, the prevalence of anxiety disorders
was higher than that of total mood disorders in the
chronic pain population sampled. When using the
structured diagnostic interview, the presence of one
psychiatric disorder in the chronic pain sample was
not associated with an increased level of disability.

SUICIDE

Suicidal intent is a common issue for patients
with mental disorders who present to psychiatrists.
The prevalence of suicide and suicidal ideation in
mental illness is well documented and beyond the
scope of this article. However, fewer than 4% of all
suicides are committed by people with a terminal
illness, with most patients in such a context wishing
to remain alive as long as possible (20). However,
pain relief is among the most frequent reasons for
terminally ill people to request physician-assisted
suicide. Meier et al. (21) recently published results
from a national survey of more than 3000 physi-
cians working in specialties deemed to have the
highest likelihood of receiving requests for assisted
suicide. Analysis of the data showed that of the
patients who requested medically hastened death,
severe pain and severe physical discomfort were sig-
nificantly associated with that request being hon-
ored by the surveyed physician.

Fishbain (22) reviewed 18 separate studies that
examined suicidality in chronic pain. He concluded
that risk factors related specifically to pain (severity,
duration) and increased comorbidity of risk factors
not exclusive to pain (mood disorders) combined to
result in higher rates of suicidal behavior in patients
with chronic pain. Some research suggests a posi-
tive association between suicidal ideation and pain
severity (23), whereas other research finds that the
association can be explained by the presence of de-
pression in these patients (24). To reconcile the
inconsistencies in previous studies regarding mea-
surements of pain characteristics and suicidal be-
havior, Smith et al. (25) recently reported a study in
which they reviewed the charts 153 patients with
nonmalignant pain who were referred to a multi-
disciplinary pain clinic in a tertiary care hospital.
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All of the patients in the sample who presented to
this clinic completed the following assessments: a
McGill Pain Questionnaire (assessing patients’ per-
ceptions of sensory, cognitive and affective dimen-
sions of pain), a Beck Depression Inventory, a
Structured Clinical Interview for Suicide History in
Chronic Pain (an instrument developed by one of
the authors that measures current suicidality, past
suicidality, and family history of suicidality), and
coding of the type, duration, and etiology of the
presenting pain complaint.

Logistic regression of the data collected yielded
numerous interesting findings. The authors found
a robust association between family history of sui-
cidality and current suicidal ideation on the part of
the study participants (OR � 12 for active suicidal
ideation; OR � 14 for passive suicidal ideation).
Approximately 50% of subjects with suicidal ide-
ation had a positive family history of suicide. The
abdomen was the pain location most strongly asso-
ciated with suicidal ideation, with a four- and five-
fold adjusted increased risk of active and passive
suicidal ideation, respectively. Neuropathic pain
was found to be statistically protective against sui-
cidality. The authors hypothesized that neuro-
pathic pain most commonly exists as a consequence
of identifiable disease, citing literature supporting
the notion that patients who ascribe their pain to
mysterious causes are more likely to catastrophize
and perceive a diminished sense of control over
their pain. Lastly, the study found no significant
association between suicidal ideation and pain du-
ration, pain severity or depression. This finding is
consistent with the study from Fisher et al. (24),
who found that physical pain was not an indepen-
dent predictor of suicidal thinking. In their study,
no patient without clinically significant depressive
symptoms reported suicidal thinking.

ADVANCES IN THE
PSYCHOPHARMACOLOGY OF PAIN

Chronic pain differs from acute pain in several
significant ways, requiring clinicians to use differ-
ent approaches for treatment. Acute pain usually is
described as an adaptive, protective response to tis-
sue injury, mediated by nociceptive pathways. No-
ciceptive pain generally is caused by inflammation
or injury of somatic tissue, and is described by pa-
tients as sharp or stabbing in nature. Under usual
conditions, such pain can be resolved by the body’s
physiologic response from the endogenous pain-
modulating system. Chronic pain may be nocicep-
tive or neuropathic, and usually is viewed as a mal-
adaptive response. Additionally, most common
nonmalignant chronic pain syndromes are divided

into categories of neuropathic and nonneuropathic
(“functional”). In persistent pain, endogenous pain
modulation mechanisms do not result in return to
baseline; instead, the neural pathways used in trans-
mitting acute pain undergo changes. Chronic pain
states are characterized by heightened pain sensitiv-
ity and lowered pain threshold. As such, patients
with persistent pain experience pain from stimuli
not normally painful (allodynia) and are hyperre-
sponsive to normal painful stimuli (hyperalgesia).
These neural characteristics have been attributed to
plastic changes in the central nervous system, a pro-
cess known as central sensitization (26●).

Similar to other syndromes in psychiatry, a de-
tailed pathophysiologic mechanism for chronic
pain has not been delineated. Numerous develop-
ments in the field of psychotropic drugs in chronic
pain have been serendipitous: psychotropic medi-
cations initially were used in pain medicine solely to
treat coexiting psychiatric disorders (27). The first
report of potential analgesic properties in nonopi-
oid psychotropic drugs was published in 1960,
when researchers noted improvement in cancer-re-
lated pain with the use of tricyclic antidepressants
(TCAs) (28). In conjunction with the growing ac-
knowledgement and empiric documentation of the
high prevalence of mood disorders in the chronic
pain population, this finding commenced the prac-
tice of using TCAs in chronic pain that has per-
sisted to this day.

ANTIDEPRESSANTS

Antidepressants are the most common class of
psychotropic medications used in the treatment pa-
tients with chronic pain. In patients with depres-
sion, antidepressants have been shown to produce
pain relief in chronic neuropathic pain more
quickly and at lower dosages than are commonly
used for the treatment of depression (29). Patients
with chronic pain without depression have experi-
enced significant pain reduction with TCAs, sug-
gesting an independent analgesic effect for these
medications (30). The mechanism behind the an-
algesic effect of antidepressants is thought to in-
volve their enhancing influence on the activity of
norepinephrine (NE) and serotonin (5-HT) in the
descending pain modulation pathways of the spinal
cord, projections that inhibit ascending pain sig-
nals. Within the spinal cord, NE and 5-HT are
thought to inhibit the release of pro-nociceptive
neurotransmitters such as glutamate and substance
P. Furthermore, certain antidepressants such as
imipramine, clomipramine, fluoxetine, and nefaz-
odone have been postulated to augment opiate ef-
fects within the central nervous system (31).
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Tricyclic antidepressants represent the class of
antidepressants most extensively studied in chronic
pain populations. Multiple meta-analyses have
confirmed the efficacy of TCAs in chronic nonma-
lignant pain (32●). TCAs with the broadest range
of neurotransmitter activity seem to be more effica-
cious than those with a narrower mechanism of
action. Amitriptyline and imipramine (both show-
ing reuptake inhibition in NE and 5-HT) had
greater analgesic efficacy in diabetic neuropathy
than desipramine (primarily noradrenergic) (33).
Although isolated studies using SSRIs in small sam-
ple sizes with nonneuropathic chronic pain syn-
dromes have shown some positive analgesic effect
(particularly with paroxetine, which has been noted
to have some NE reuptake inhibition at doses of 60
mg per day), studies in which SSRIs were compared
directly with TCAs resulted in TCAs showing
greater efficacy in every case (34).

The shown efficacy of so-called dual-action anti-
depressants recently has engendered increased in-
terest in the use of venlafaxine in patients with pain.
Venlafaxine shares many chemical and mechanistic
similarities with the TCAs, without the same de-
gree of troublesome side effects and relative contra-
indications of TCAs. Furthermore, venlafaxine
shares a structural likeness with tramadol, an anal-
gesic that is a known opioid agonist and mono-
amine stimulator (34). A recent randomized con-
trolled trial comparing venlafaxine with
imipramine in painful polyneuropathy showed
similar efficacy between the two medications (35).
Duloxetine is the most recent dual-action antide-
pressant to come to market, and it has gained ap-
proval from the United States Food and Drug Ad-
ministration for the treatment of painful diabetic
neuropathy, where it has shown analgesic efficacy
in nondepressed patients. In addition, a double-
blind, placebo-controlled, multicenter trial using
duloxetine in patients with fibromyalgia was pub-
lished recently (36). In this study, 207 outpatients
meeting American College of Rheumatology crite-
ria for primary fibromyalgia were assessed using,
among other instruments, a Brief Pain Inventory
(BPI) and tender point pain threshold. Data anal-
ysis showed that duloxetinetreated subjects experi-
enced significantly greater improvement in mean
tender point pain threshold and the BPI average
pain severity score and BPI average interference
from pain score. The subjects who received dulox-
etine showed improvement in fibromyalgia symp-
toms and pain severity regardless of their baseline
depression status, with the improvement of pain in
females (but not males, the small minority of sub-
jects) proving independent of the effect of the drug
on mood and anxiety.

ANTIPSYCHOTICS

Although antipsychotics never gained wide-
spread use for analgesia, numerous case reports
from the 1970s suggested that typical neuroleptics
may have a role as adjuvants in the treatment of
chronic pain. These reports included claims for the
effectiveness of pimozide in postherpetic neuralgia,
chlorpromazine in phantom limb pain, and halo-
peridol in postoperative pain. However, the most
recent review of typical neuroleptics in the treat-
ment of pain concluded that evidence from con-
trolled trials do not support their use as analgesics
(37). Fishbain et al. (38) have recently collected all
10 of the published reports and studies that pertain
to the treatment of pain with atypical antipsychot-
ics, critically evaluating them from an evidence-
based perspective. The pain conditions ranged
from headache and cancer pain to chronic lower
back pain and fibromyalgia. All but one of the stud-
ies found analgesic effects from the atypical antip-
sychotics used. However, the strongest data sup-
ported a drug not available in the United States,
and the largest sample studied in this group of re-
ports was 50 subjects. Therefore, there is insuffi-
cient evidence at this time to make an evidence-
based recommendation favoring the use of
antipsychotics for analgesia in chronic pain states.

Nonetheless, a recent psychophysiologic study
provides theoretical support for the long-held clin-
ical view that antipsychotics (particularly typical
antipsychotics) may have analgesic properties. In
this study, 19 healthy male volunteers were enrolled
in a dopamine D2 receptor positron emission to-
mography study to determine the association be-
tween dopamine D2 receptor binding potential
and the response to experimental pain (39). The
results indicate an inverse correlation between cold
pain threshold and/or cold pain tolerance and D2-
binding potential in the striatum. With less D2
receptor binding potential in the striatum and fore-
brain, there is more potential for central modula-
tion of pain. Therefore, the authors propose that a
person with relatively few available D2 receptors in
the forebrain would likely have a higher tonic level
of pain suppression. Based on this preclinical find-
ing, it follows that typical neuroleptics, which have
higher D2 receptor affinities, should have greater
analgesic effects than atypicals.

DISCUSSION

As psychiatry contributes to our understanding
and treatment of painful physical conditions, so too
does somatic pain contribute to the challenge of
treating many psychiatric disorders. Commonly,
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psychiatrists need to examine patients in pain and
interpret the influence of physical suffering in pa-
tients with all types of psychiatric diagnoses. The
influence of pain is especially prevalent in depres-
sion, anxiety, personality disorders, substance
abuse, and posttraumatic stress disorder.

Psychiatric disorders may present as chronic so-
matic pain (40●). Somatization as a mechanism has
long been understood as a manifestation of emo-
tional suffering (8). Failure to appreciate the poten-
tial relevance of this defense leads to missed oppor-
tunities in treatment (41). Conversely, there is an
associated concern that a psychologic understand-
ing—emotional explanation of a painful condi-
tion—may lead to a dismissal of the real physical
suffering involved. Psychiatrists must balance at-
tention to the soma as completely as possible while
answering their charge to modify the psyche in an
effort to alleviate the overall pain experience.

A useful strategy to evaluate physical pain in
emotional terms treats some pain as “abnormal ill-
ness affirming behavior‹ (42). Pain deemed out of
proportion to the expected level of suffering, as gov-
erned by the biomedical disease state, may be con-
sidered to convey the significant contribution of
psychologic distress to the experience of pain. A
determination must be made as to the patient’s
level of awareness regarding the psychologic ampli-
fication of the distress experienced. Diagnoses such
as malingering, factitious illness and somatoform
pain disorder can be entertained based on the pres-
ence of conscious or unconscious awareness of
symptom production and underlying motivation.

As this review has shown, the link between pain
and psychopathology has been clearly established.
Patients in pain (as compared with the general pop-
ulation) are more likely to suffer emotionally. Of all
the vulnerabilities this correlation embraces, de-
pression, anxiety, personality disorders (43, 44),
substance abuse, and posttraumatic stress disorders
are most prevalent. Antecedents predisposing to-
ward all these conditions include childhood mal-
treatment, injury, and abuse (45, 46). The comor-
bidities often involved complicated care of each
separate element of a patient’s condition. Unmask-
ing previously undetected diagnoses allows the psy-
chiatrist to recommend more specific and more
comprehensive care. The challenge for the psychi-
atrist is to determine which aspects of a patient’s
suffering may be approached from a psychiatric
perspective.

The evaluation and management of treatment
resistance (47) is especially useful for the psychia-
trist in assisting others involved with the multidis-
ciplinary care of the patient with pain. Although
there is no algorithm to follow, a systematic ap-

proach to detect the presence or absence of com-
mon psychiatric disorders is clearly warranted. As
much as we use the biopsychosocial model to iden-
tify and link aspects of mental illness to appropriate
intervention, the psychiatrist working with patients
in chronic pain must endeavor to be clear and spe-
cific regarding treatment interventions for each as-
pect of the pain experience.

Recently, medication management of major de-
pression by psychiatrists has evolved to include
greater use of dualacting antidepressants, a standard
practice in the in treatment of chronic pain for
more than three decades. This review has described
many recent studies that provide additional empiric
support for the superiority of antidepressants acting
on multiple transmitter systems over more selective
agents. Typical and atypical antipsychotics may
also have analgesic properties, but the field awaits
more conclusive data before their regular use in
pain patients can be recommended.

The multiple layers interwoven between pain
and psychiatry may be shown in the case of Be-
thany, a 39-year-old woman recently separated
from her husband. She initially presented to her
primary care physician with weakness and incapac-
itating back spasm. Initial psychiatric evaluation
revealed a woman with lifelong feelings of isolation
worsened by her recent pain. Her parents “sup-
ported each other” and “did not understand” her,
leading to longstanding feelings of inadequacy. Be-
thany struggles with chronic migraine headaches
and reported a considerable increase in her alcohol
consumption since her separation. Characteristi-
cally distant from others despite having numerous
superficial relationships and defended against her
sense of neediness, she remains focused on her so-
matic pain and seeks relief through medical care.

This case shows the numerous points of view
necessary for the physician to care for Bethany suc-
cessfully. An evaluation to rule-out depression and
substance overuse or abuse is a prerequisite because
this comorbid condition interferes with otherwise
effective treatment of her physical and emotional
condition. Her cognitive symptoms of damaged
self-esteem and ego-dystonic isolation, in the con-
text of functional somatic pain, would make this
patient a candidate for a dual-acting antidepressant.
Next, an active health partnership (the doctor-pa-
tient relationship) is required to support specific
treatment recommendations emerging from a care-
ful medical work-up. Emotional support (likely in-
volving interpersonal and cognitive psychotherapy)
and recommendations regarding her day-to-day
routine and the utilization of available assistance
from others, then would round out the necessary
elements of treatment. Psychodynamically, her
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psychiatrist must be prepared to help her negotiate
the threat of caring and real understanding by an-
ticipating her resistance to the developing transfer-
ence: pathologic caution, apparent but false inti-
macy, and potential acting-out. The goal is reduced
pain and increased acceptance of herself as a whole
and secure person.

CONCLUSIONS

Patients with chronic pain require careful multidis-
ciplinary treatment, in which psychiatry can play an
important role. From a psychiatrist’s perspective, the
care of the patient with chronic pain involves system-
atic illumination of potential contributions to the pa-
tient’s current experience. A history to determine an-
tecedent maltreatment or abuse, considerations for
abnormal illness affirming behaviors (childhood ill-
ness, childhood abuse, current reactions of her sup-
port structure to pain), concurrent psychiatric illness,
and the complicating role of medication and sub-
stance overuse and/or abuse all must be conceptual-
ized and specifically excluded or accounted for and
addressed in the treatment planning process. Only
then are psychiatrists able to optimally carry out nec-
essary aspects of care. Psychiatrists then can support
other members of the treatment team, including pro-
viding an outlet to the rest of the team in an effort to
guard against the potential interference of frustrations
they inevitably share in dealing with complicated pain
patients.

Recently, there is a movement to consider including
specific training recommendations for psychiatrists to
include skills in dealing with patients in chronic pain
(48). This trend is in accord with the Accreditation
Council for Graduate Medical Education develop-
ment of a curriculum for multidisciplinary pain man-
agement. Psychiatry residencies already provide
didactic instruction in neuroanatomy and neuropa-
thology, common pain disorders, psychiatric comor-
bidity, and treatment using psychotherapeutic and
psychopharmacologic approaches. Developing addi-
tional competencies specific to chronic pain patients
would be valuable. To understand the patient with
chronic pain is a matter of considerable special exper-
tise and, arguably, a reflection of considerable compe-
tence in the provision of careful, systematic, thorough,
and well-rounded psychiatric care.
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