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14.1            Introduction 

 Pain is a common human experience. Most pain we experience is a relatively 
minor event and generally remits it time without any medical intervention or is 
alleviated with short-term use of over-the-counter analgesics. Yet, some forms 
of pain require much medical attention. Some pain is associated with specific 
potentially treatable pathology, such as cancer or traumatic injuries. However, 
for a significant number of people, some pain is persistent, failing to remit over 
time, beyond the expected healing period; even with no identifiable physical 
pathology and such pain may become chronic. Chronic pain is a common phys-
ical problem in our society. Chronic back pain is the most prevalent chronic 
pain disorder treated at pain clinics; one study reported that 59 % of patient 
evaluated had at least one current and 77 % had a least one lifetime psychiatric 
diagnosis [ 79 ]. 

 Historically, the concept of pain largely depended upon the assumed linearity 
between identifi able organic pathology and pain report. Thus, the amount of pain 
was expected to be related to the amount of tissue damage. When the presence and 
extent of pain report was not explainable by the pathology, pain was considered 
‘functional’ or ‘psychogenic’. Psychological factors were then considered to be 
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playing a causal role; whereas psychological factors were considered largely irrel-
evant to the pure physiological ‘real’ or ‘organic pain’. However, over the past four 
decades, research has repeatedly and consistently demonstrated that pain of all 
types represents a complex biopsychosocial phenomenon. A range of cognitive, 
behavioral, and affective factors, in addition to physical and other biomedical fac-
tors, have been identifi ed as essential aspects of understanding and treating pain 
patients, particularly those with chronic pain. In this chapter, we will briefl y review 
the historical background of the biopsychosocial model of pain and discuss the 
cognitive, emotional, and behavioral factors that are known to be signifi cant con-
tributors of pain experience. We will then provide an overview of a comprehensive 
assessment of patients with chronic pain with a particular attention to those who 
may have a co-morbid psychiatric problem, keeping in mind that these psychologi-
cal factors are important in  all  situations where pain persists. The fundamental 
principles of pain assessment are constant regardless of patient population. Thus, 
we will provide in this chapter the review of what are essentials in pain manage-
ment overall with the special notations for mental health populations where 
appropriate. 

 The presence of any symptom does not begin in isolation of the entire individual; 
pain does not represent just discomfort in a specifi c body part but a person with a 
unique phenotype, prior leaning history, and adaptive resources. Moreover most 
people do not live in isolation but a social context and this context contributes to the 
experience of pain and adaptation (see Fig.  14.1 ). Whether psychological factors 
preceded the onset of pain or evolved in response to the presence of long standing 
symptoms both the physical and psychological contributors need to be assessed and 
subsequently addressed.

Longitudinal vs. cross-sectional perspective
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14.2        Background 

14.2.1     Unidimensional Models of Pain 

 Historically the dominant view of pain refl ected the persistent assumption that an 
isomorphic relationship must exist between subjective reports of pain and observ-
able pathology. If this assumption is correct, assessment should focus exclusively 
on evaluation of structural damages or biological abnormality. The recent advance-
ment of technology in the fi eld of diagnostic imaging has expanded our ability to 
assess such damage using noninvasive techniques. However, as we will discuss 
below, the utility value of identifying the organic pathology, although important, is 
insuffi cient. At the very least, research implies that the presence, extent, or absence 
of pathology does not provide a meaningful guideline as to how much patients 
‘should’ be experiencing pain. 

 Traditionally, when the physical pathology is absent, the origin of pain was 
often attributed to psychogenic causes. As a consequence, patients reporting pain 
without readily observable pathology are considered as a medical mystery at best, 
and indication of symptom magnifi cation, more extensive psychopathology, or 
outright malingering at worst. The misunderstanding may be more prominent 
unfortunately for those with pain and comorbid mental illness. Patients with anxi-
ety or depressive disorders report more physical symptoms including pain, as the 
number of physical symptoms increases so does the likelihood of an anxiety or 
depressive disorder, and this is true for both medically unexplained and explained 
symptoms [ 78 ]. 

 The traditional and dualistic view of pain asserts that the mechanisms of pain had 
to be one of the other—100 % explainable by tissue damage or psychological in 
origin. Even today, this unidimensional view of pain, dating back at least to the 
seventeenth century and probably to the ancient Greeks, continues to be held by 
many people, including the majority of healthcare providers.  

14.2.2     Failure of Somatic Model of Pain 

 Over the years, research has revealed puzzling observations that would challenge 
the presumed linear relationship between pain and organic pathology and the 
mind- body dualism. For example, several studies using plain radiography, com-
puted tomography scans, magnetic resonance imaging (MRI), and discography 
reveal that more than approximately 30 % of asymptomatic individuals have 
structural abnormalities such as herniated discs resulting in impingement of neu-
ral structures and spinal stenosis that might explain the report of pain if it was 
present but in these cases it is not [ 17 ,  26 ,  63 ]. Similarly, the results of a 
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longitudinal study following groups of elite male athletes and non athletes for 15 
years indicated that the evolution of persistent pain was  not  related to the number 
of problematic discs or changes in MRI fi ndings [ 9 ]. The authors found that not 
only did the presence of pain does not predict pathology, but also the presence of 
pathology did not predict pain. When a total of 256 hips were analyzed with a 
MRI, the large number of hips with no complaint of pain showed various degrees 
of peritrochanteric abnormalities, comparable to those hips with pain [ 15 ]. 
Osteoarthritis (OA) is a prevalent degenerative joint disease that involves abnor-
mal degradation in the joint. The physical fi ndings such as cartilage loss and bone 
marrow edema are considered to refl ect the progression of the disease and clinical 
presentations. The abnormality is also assumed to underlie pain, a common symp-
tom of OA. However, when the grading of pathology by MRIs was evaluated, 
neither bone marrow edema nor cartilage abnormality were linearly related to 
pain severity [ 81 ], a signifi cant number of those without symptoms revealed signs 
of abnormalities [ 17 ], and structural abnormalities do not predict levels of physi-
cal activity [ 148 ]. 

 Another challenge to the unidimensional model of pain comes from the observa-
tion in the surgical context. For example, the identical surgical procedure, performed 
following a standard protocol on patients with the same objective physical pathol-
ogy, may have very different outcomes [ 92 ]. In one patient the pain is eliminated 
immediately following surgery, whereas another patient fi nds no benefi t and may 
even report worsening of the pain. Finally, only a modest association exists between 
patients’ levels of functional impairment and the extent of tissue pathology [ 142 , 
 148 ]. Obviously, factors other than organic pathology must be contributing to these 
observations.  

14.2.3     Biopsychosocial Model of Pain 

 The failure to explain the presence and extent of pain based solely on the pathologi-
cal fi ndings has led to the fi eld to widen its view on pain to integrate other factors 
that may contribute to pain experience. According to the biopsychosocial view of 
pain, pain experience results from a complex web of interaction among nervous and 
physiologic system (both central and peripheral), psychological factors, and social 
variables [ 45 ,  50 ]. 

 Assessment of the person experiencing pain therefore requires the comprehen-
sive understanding of all relevant factors in the biopsychosocial perspectives. We 
will discuss now the common sets of psychosocial variables that have been identi-
fi ed as relevant and signifi cant. Interestingly, those variables are also often observed 
in the psychiatric disorders. Understanding how those variables serve as an intersec-
tion between pain and psychiatric or emotional disorders will be critical for devel-
oping treatment plans. 
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    Psychological Factors Contributing to Pain: Cognition 

   Beliefs, Appraisals, Thought Processes 

 People are active processors of their experience, which is always mediated by what 
they believe and how they interpret the situation. The infl uence of beliefs on pain is 
profound. In acute pain situations, for example, pain is directly coming from tissue 
damage and protecting the area of pain by refraining from activity may be adaptive. 
However, when the belief is applied to chronic pain, it often augments the complica-
tion. Unfortunately, such beliefs are all too common in chronic pain, and they often 
lead to activity avoidance and deactivation in general and are signifi cantly related to 
greater pain and disability [ 138 ,  141 ]. The importance of belief in shaping pain expe-
rience has been demonstrated in a wide range of pain groups. For example, cancer 
patients who believed that their pain is related to cancer have been shown to report 
greater pain in response to physical therapy than those who believed that pain came 
from other sources [ 119 ]. Even for healthy individuals, the belief that pain is threat-
ening reduces pain tolerance [ 61 ]. On the other hand, modifi cation in maladaptive 
beliefs about their pain seems to predict changes in pain and disability (e.g., [ 91 ]). 

 Pain patients with signifi cant emotional distress may be particularly vulnerable 
to adverse impact of negative cognition as negative thought processes are particu-
larly common in people with depressive or anxiety disorders [ 27 ]. Furthermore, 
depression and anxiety are also common comorbid problems for patients with sig-
nifi cant pain, particularly of chronic nature [ 87 ,  96 ]. 

 Research investigating how negative cognition is associated with depression in 
chronic pain typically shows that depressed pain patients exhibit greater negative 
thought processes than pain patients without depression [ 80 ,  118 ]. Depressed pain 
patients seem not only to show greater negativity in thoughts but also reduced posi-
tive thought processes compared to non-depressed pain patients [ 60 ]. Negative 
thought process appears to have reciprocal infl uences such that mood affects pain 
and conversely pain affects mood. Given the potential contributory role of negative 
attributions of pain and other somatic symptoms in pain patients, assessment of 
depression-related negative thoughts in depressed as well as non-depressed patients 
experiencing persistent pain seems essential. 

 One type of the extreme, negative appraisal style is ‘catastrophizing’. It is a cog-
nitive process whereby one assumes the worst possible outcomes and interprets 
even minor problems as major calamities. A large volume of evidence suggests that 
catastrophizing about pain plays a signifi cant role in defi ning the actual experience 
[ 128 ]. Catastrophizing has been found to be related to higher sensitivity to experi-
mentally induced pain in healthy children [ 82 ] and adults [ 42 ], as well as people 
with acute and chronic pain [ 51 ,  54 ,  120 ,  123 ]. For people undergoing a surgery, 
catastrophizing predicts time to hospital discharge [ 97 ], post-operative pain severity 
and poor QOL as well as later development of chronic pain [ 75 ]. It is also a signifi -
cant predictor of pain-related disability (e.g., [ 3 ]) in chronic pain. 
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 Catastrophizing has been shown to have signifi cant association with emotional 
distress in a range of pain patients [ 112 ,  114 ,  121 ,  138 ,  139 ]. This has prompted a 
question as to whether catastrophizing is a symptom of emotional distress itself, 
rather than a separate construct. Research generally supports the idea that catastro-
phizing and depression are fundamentally different and relatively independent con-
cepts. For example, Geisser et al. [ 52 ] showed that catastrophizing mediated the 
relationship between depression and the affective aspect of pain but not the sensory 
aspect. A study [ 3 ] also indicates that both depression and catastrophizing contrib-
ute independently to pain-related disability in chronic pain patients. These results 
suggest that it is important that catastrophizing is assessed along with depressed 
mood in pain patients. 

 The degree to which catastrophizing exerts its infl uence may depend on the rela-
tively pervasive personality characteristic; catastrophizing seems to infl uence pain 
experience among people with higher degree of anxiety sensitivity in response to 
physical exertion [ 56 ]. Evidence also suggests that catastrophizing seems to worsen 
the pain experience by attenuation of the central down regulation of diffuse noxious 
inhibitory control mechanisms [ 146 ]. 

 Imaging studies may offer additional explanations as to how catastrophizing may 
infl uence pain perception. For example, Seminowicz and Davis [ 111 ] examined 
functional MRI (fMRI) images while their healthy subjects underwent laboratory 
pain testing and found that the effect of catastrophizing on neural response to pain-
ful stimulation may depend on the stimulus intensity levels. The neural response to 
mild pain were seen in the regions representing attention, vigilance, and emotion; 
whereas the relationship is reversed with the moderate pain level, suggesting that 
catastrophizing attenuate the descending inhibitory system to more intense stimuli 
and making it more diffi cult to disengage from pain. Similar results have been 
reported in an imaging study of fi bromyalgia patients in which catastrophizing, 
independent of depression, was related to the activation in the brain areas refl ecting 
the attentional, anticipatory, and emotional activities in response to pain [ 57 ]. These 
studies suggest that catastrophizing adversely impact pain experience by means of 
increased attention and negative anticipation of pain.  

   Sense of Control/Helplessness 

 A sense of control represents the perceived ability to manage pain or pain-related 
matters. How patients conceptualize their ability to control pain and associated 
stress seems to be an important determinant for how they actually cope with pain. 
Indeed, increased sense of control has been shown to be linearly related to greater 
functionality in chronic pain patients [ 138 ]. Furthermore, improvement in control 
beliefs following treatment typically has been shown to result in reduction in pain 
and disability [ 67 ]. The opposite end of the control spectrum is a sense of lack of 
control—helplessness. The literature generally supports that helplessness is associ-
ated with greater pain and poorer physical and psychological adjustment in chronic 
pain [ 70 ]. 
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 The effects of perceived control are not limited to chronic pain but it signifi cantly 
infl uences how people experience acute pain. During mammography, for example, 
when women were allowed to control compression to one breast while a technician 
controlled the pressure for the other, the patients’ pain reports were signifi cantly 
lower for the self-controlled compression with no compromise in the quality of the 
images [ 77 ]. Similarly, perceived controllability of pain during childbirth has been 
shown to be associated with lower pain report and distress up to 6 months following 
the delivery [ 130 ]. 

 Neural mechanisms accounting for how sense of control impacts pain may paral-
lel to those for catastrophizing as reviewed above. Perceived controllability of pain 
seems to infl uence the neural activation in the anterior cingulate cortex (ACC) and 
insula (areas representing attentional and emotional responses); the responses in 
these areas were attenuated in individuals who were led to believe that they could 
control the stimulus level compared to those who were led to believe that there was 
nothing they could do to change the level [ 108 ]. A subsequent study [ 109 ] showed 
the responses in these regions lost the predictability when the effects of the prefron-
tal cortex (PFC) were controlled, suggesting that modulation of pain by sense of 
control depends on the top-down infl uence of PFC to ACC and insula. 

 Poor sense of control and beliefs about helplessness has been implicated as a 
contributing factor to the development and maintenance of anxiety and mood disor-
ders [ 30 ]. The importance of these psychological variables in infl uencing mental 
health of pain patients has also been reported. Several studies [ 83 ,  95 ,  136 ] have 
demonstrated that although depression is common in chronic pain, the relationship 
between them is not linear but may be mediated by a poor sense of control and 
helplessness.  

   Self-Effi cacy 

 Self-effi cacy belief is defi ned as a personal conviction that he or she can success-
fully execute a course of action to produce a desired outcome in a given situation. 
Effi cacy beliefs are task specifi c; for the assessment of chronic pain, they typically 
include self-effi cacy beliefs to manage pain, symptoms, and functioning. 

 Experimental studies have shown that pain related self-effi cacy is associated 
with reports of pain sensitivity in response to noxious stimulation [ 7 ]. An early 
study with healthy people has shown that stronger effi cacy belief about tolerating a 
laboratory pain induction procedure was signifi cantly related to pain tolerance [ 34 ]. 
Similarly, patients with OA with a high level of self-effi cacy for handling pain rated 
heat stimuli as less painful than those with low self-effi cacy belief [ 69 ]. 

 Self-effi cacy belief also plays a role in clinical presentation of chronic pain. 
Lower self-effi cacy is consistently related to greater clinical pain ratings in various 
chronic pain conditions [ 23 ,  29 ,  124 ]. Low level of self-effi cacy belief is related to 
disability [ 13 ,  110 ]. As was the case with a sense of control, self-effi cacy belief 
mediates the relationship between pain and psychological functioning [ 4 ,  5 ] in 
chronic pain. Furthermore, recent longitudinal studies suggest that poor self- effi cacy 
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belief is a risk factor for development of functional disability associated with 
chronic pain [ 32 ] and work absenteeism [ 25 ]. For patients undergoing knee surgery, 
self-effi cacy beliefs about functional ability at the pre-operative stage also predicts 
post-operative symptoms and function [ 129 ]. 

 Whereas low self-effi cacy beliefs are related to greater pain and dysfunction, 
improvement in self-effi cacy is one of the best predictors for successful rehabilita-
tion for pain patients. Elevated level of self-effi cacy beliefs at pretreatment tends to 
predict better outcomes [ 22 ,  76 ]. Furthermore, successful outcomes of pain therapy 
typically show associated improvement in self-effi cacy, along with the improve-
ment in depression and anxiety [ 49 ,  147 ]. 

 Improvement of self-effi cacy following treatment may improve pain through 
activating the endogenous opioid system. Chronic pain patients who successfully 
completed cognitive-behavior therapy (i.e., increased self-effi cacy at post- treatment) 
showed signifi cantly increased pain tolerance compared to those who did not receive 
treatment or people who just took placebo pills; however laboratory studies have 
demonstrated that the effect was attenuated by naloxone, an opioid antagonist [ 8 ]. 

 We have reviewed several cognitive variables that have been implicated in the 
experience of pain and related disability. Each of these variables has potent associa-
tion with pain, disability, and psychological functioning in chronic pain patients. 
Thus it makes sense that treatment approaches that target modifi cation of maladap-
tive cognitions (e.g., cognitive-behavior therapy) should lead to better outcomes. 
However, a word of caution is in order. These cognitive variables do not occur in 
isolation and thus likely to be all interrelated. Whether these variables represent 
some aspects of a larger construct or they are independent processes associated with 
pain and stress is not clearly delineated. This dilemma poses a problem in interpret-
ing results from studies that involve several of these factors that are treated indepen-
dently. Further investigation on this issue seems warranted.   

    Psychological Factors Contributing to Pain: Mood and Behaviors 

 We will now briefl y review how mood and behaviors may impact pain. These are 
vast areas and the in depth review of the literature is beyond the scope of this chapter 
but is available in other chapters in this volume. 

   Depression 

 The prevalence of depression as a comorbid psychological condition in chronic pain 
varies greatly from 5 to 100 %, depending on how and where patients were assessed 
and the criteria for depression used. However, it is quite common in specialized pain 
clinic patients; over 50 % experience signifi cant emotional distress [ 6 ]. Depression 
adds signifi cant burden to chronic pain patients. Depression is one of the signifi cant 
determinants of pain-related disability [ 131 ]. Depression in chronic pain also drives 
the costs associated with disability and healthcare utilization upwards [ 68 ]. 
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 Historically, there has been much debate as to which of depression and pain 
comes fi rst. The psychogenic tradition of pain asserts that chronic pain is a form of 
‘masked depression’ [ 16 ]. That is, patients’ reports of pain hide underlying depres-
sion because it may be more acceptable to complain of pain than to acknowledge 
depression, although this judgment process does not necessarily occur at a con-
scious level. Despite the lack of any scientifi c evidence to substantiate it, the claim 
remains a popular notion in public and very unfortunately even among clinicians. 
Many patients experience undue distress upon facing the assumption that their 
chronic pain is ‘all in their head’. 

 The literature typically supports that depression follows the development of 
chronic pain [ 18 ]. Some studies also suggest that the pain-depression relationship is 
not linear but rather is mediated by how patients view their plight. For example, we 
[ 136 ] demonstrated that the relationship was mediated by a sense of control and 
life-interference appraisal of patients. The interaction between cognition and mood 
in chronic pain makes sense given the presence of individual differences in depres-
sion among patients with same diagnoses at the comparable pain and physical fi nd-
ings [ 94 ]. 

 This is not to say that depression does not exert any contributions to pain. It is 
well established that depressed people tend to report elevated degrees of pain [ 122 ]. 
Longitudinal studies [ 36 ,  62 ,  100 ] suggest that depression is a risk factor for devel-
oping chronic pain. However, these results do not necessarily indicate that depres-
sion is the sole cause of pain. As noted, regardless of the causal priority, both pain 
and depression require treatment in chronic pain patients. 

 Depression in chronic pain presents a particularly diffi cult concern for clinicians 
given the recent increase in misuse of potent opioid analgesics and unintentional as 
well as intentional poisoning from them. Fatalistic thoughts and wishes are common 
in chronic pain patients. Almost a quarter of treatment seeking chronic pain patients 
admits the history of suicidal ideation [ 117 ]. Thus the assessment of depression in 
chronic pain should also be linked to the screening of medication misuse/abuse as 
well as suicidal and/or overdosing history and proper referral should be made to 
address potentially dangerous condition [ 28 ]. We will specifi cally discuss the 
assessment issues related to suicidal thoughts and medications later.  

   Fear and Anxiety 

 Anxiety and fear-related problems are more prevalent in chronic pain patients than 
in the general public. The prevalence of any anxiety disorder may be twice as much 
(35 vs. 18 %); both panic disorder and posttraumatic stress disorder (PTSD) are 
three times more common in chronic pain patients [ 87 ]. Although fear and anxiety 
are often treated as a single unit mood condition, they are likely separate entities 
with distinctive physiological and emotional experiences. Anxiety is a future- 
oriented emotion; it is experienced as worry and nervousness related to some often 
vague future issues, whereas fear is a present-oriented mood state about something 
specifi c that one wants to escape from or avoid. The blurred distinction between fear 
and anxiety may partially come from the fact that psychological problems 
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associated with these states were both included under one category of Anxiety 
Disorder as a diagnostic entity. When the patterns of symptom clustering are con-
sidered, however, two distinct types seem to emerge: anxiety-oriented cluster that 
include generalized anxiety (GAD) and PTSD that are associated more with depres-
sion and fear-oriented cluster where phobia and panic disorder symptoms form an 
entity [ 145 ]. In relation to pain experience, they may also lead to differential results. 
When fear and anxiety states were experimentally induced (fear with exposure to 
shock, anxiety with threat of shock), people experiencing anxiety had greater pain 
reactivity than those who were in the fear group [ 104 ]. 

 Fear and anxiety are known to have behavioral consequences expressed as escape 
and avoidance behaviors. Escape behaviors are intended to terminate the noxious 
experience. Some examples that may happen to chronic pain patients include medi-
cation taking in response to a fl are and stop activity and rest. In short, escape behav-
iors are reaction to the noxious cues and they are often negatively reinforced; the 
probability of the escape behavior recurring increases by the positive consequence 
of removing aversive experience. Avoidance, on the other hand, is engaged to pre-
vent the noxious experience from occurring. People typically respond to cues asso-
ciated (or possibly associated) with pain and attempt to terminate the cues. For 
example, chronic pain patients may restrict their activity, say not walk more than 
50 ft because they believe that walking anything longer may worsen pain. As a 
response to fear, escape behaviors reduce fear whereas successful avoidance may 
cover up fear totally that the person may actually not aware that he or she is engag-
ing in avoidance behaviors, but yet the behaviors are self-reinforced by the termina-
tion of the threatening cues and/or absence of fear-loaded noxious event (e.g., pain 
worsening). 

 Pain is a naturally fear-producing state (i.e., unconditioned stimulus), thus being 
easily subjected to the behavioral principles to develop conditioned responses. Pain 
related avoidance and escape behaviors in pain patients may be conceptualized as a 
set of ‘safety-seeking behaviors’, loosely defi ned as ‘behaviors utilized by patients 
in an attempt to avoid a feared outcome (p. 242) [ 113 ]’. These behaviors are known 
to be integrated into the dysfunctional circle of pain maintenance. The revolving 
model of fear-avoidance in chronic pain [ 140 ] is depicted in Fig.  14.2 . As the model 
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suggests, pain-related fear and avoidance plays a signifi cant role in the interplay 
between pain, dysfunctional cognitive and affective experience and disability result-
ing in the perpetuation of the chronic pain circle. Indeed, pain-related fear- avoidance 
is signifi cantly associated with functional limitation in various life domains and 
perceived disability in acute and chronic pain patients [ 33 ,  55 ,  58 ,  111 ].

      Anger 

 Anger has been widely observed in individuals with chronic pain in studies pub-
lished over 30 years ago. For example, Pilowsky and Spence [ 98 ] reported an inci-
dence of ‘bottled-up anger’ in 53 % of chronic pain patients. Anger is not necessarily 
maladaptive. Anger can be an adaptive emotional response to the injustice that 
patients perceive. However, the accumulation of research suggests that poorly man-
aged anger exacerbates pain and disability, and interferes with the treatment efforts. 

 There are multiple dimensions of anger that are important to considered, such as 
experience of anger, expression of anger, and target of anger. Expression of anger is 
the area that has been most studied in chronic pain. Trait anger-out, defi ned as a 
personal tendency to express anger directly verbally or physically, seems to be 
related to greater pain greater pain report in response to experimentally induced 
noxious stimulation in healthy and clinical pain populations, as well as greater clini-
cal pain report in chronic pain patients [ 19 ]. 

 It has been suggested that the dysregulation in the endogenous opioid function 
may mediate the relationship between trait anger-out and pain. Expressed anger 
seems to attenuate the endogenous opioid activation to experimentally induced pain 
[ 20 ]. Reduced release of beta-endorphin in response to pain has also been observed 
in those with high degree of anger-out [ 21 ]. 

 Anger also seems to have adverse impact on pain if it is suppressed; Kerns et al. 
[ 71 ] noted that the internalization of anger was strongly related to pain, perceived 
interference, and reported frequency of pain behaviors. Inhibition of anger expres-
sion in particular has been found to be related to depression especially for those 
with severe pain [ 43 ]. Similarly, a recent study [ 103 ] showed effort to suppress 
provoked anger attenuated blood pressure response to pain and was positively 
related to greater pain report. 

 The fi ndings we highlighted to this point were presented to illustrate the impor-
tant role of psychological factors that contribute to the disability and distress asso-
ciated with persistent pain. Thoughts, feelings, and contextual factors all contribute 
to the experience of pain, especially as it extends over time. Thus, we attempted 
to build a case for the importance of evaluating these factors when assessing 
chronic pain patients, a comprehensive assessment is essential to form the basis 
for treatment planning and decision making, simply attempting to treat the 
assumed causes of pain and the symptom of pain alone has been proven to be 
inadequate despite the advances in the development of sophisticated and advanced 
treatment following from the expanding and evolving understanding of the neuro-
physiology of pain.     
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14.3     Pain Assessment 

14.3.1     General Assessment Considerations 

 Turk et al. [ 132 ] suggested that three central questions should guide assessment of 
people who report pain:

    1.    What is the extent of the patient’s disease or injury (physical impairment)?   
   2.    What is the magnitude of the illness? That is, to what extent is the patient suffer-

ing, disabled, and unable to enjoy usual activities?   
   3.    Does the individual’s behavior seem appropriate to the disease or injury or is 

there any evidence of amplifi cation of symptoms for any of a variety of psycho-
logical or social reasons or purposes?    

  As noted earlier, pain is a common experience. Even for chronic pain, many 
people continue to live a productive and enjoyable life with limited treatment. Thus 
a question arises, who needs a comprehensive pain evaluation and how we screen 
patients for it? Table  14.1  provides a list of 16 salient points that can be used as 
prescreening questions with patients who report persistent or recurring pain. When 
a number of these questions are endorsed, referral for more thorough evaluation by 
pain specialists should be considered. Generally, a referral for evaluation may be 
indicated where disability greatly exceeds what would be expected based on physi-
cal fi ndings alone, when patients make excessive demands on the health care sys-
tem, when the patient persists in seeking medical tests and treatments when these 
are not indicated, or when the patient displays evidence of addictive behaviors or 
continual non-adherence to the prescribed regimen.

14.3.2        Comprehensive Pain Evaluation: Medical and Physical 
Evaluations 

 Appropriate assessment and treatment of a patient whose primary symptom is pain 
begins with a comprehensive history and physical examination. Patients are usually 
asked to describe the severity of their pain, location, characteristics (e.g., dull, stab-
bing, burning), historical course of pain, treatment history, and current and past 
medications use for pain and comorbid problems. Neurological and physical exami-
nation will evaluate the mechanical contribution and possible structural abnormali-
ties. Physical therapist may also be involved in conducting physical assessment of 
range of motion, strength, gait, posture, joint stability and refl ex. The nature and 
level of activities of daily living are also evaluated. Through this examination, clini-
cians may note the presence or absence of signs indicative of and underlying patho-
logical mechanism to which the pain may be attributed. 

 A physician may order some laboratory testing to be conducted to rule out any 
specifi c structural damages or endocrine and neurological abnormalities. 
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A diagnostic nerve block may be of value, as it evaluates the involvement of the 
particular nerves and, thus, may provide some guidance for treatment. For example, 
the block itself may be benefi cial, when this is the case the initially diagnostic pro-
cedure can be repeated as a treatment. If the pain is not eliminated during the block, 
then the source of the pain is likely not in the peripheral nerves affected by the level 
of the injection. However, in reality, the results often appear equivocal; for example 
the patient may report a slight decline in pain during the procedure for a very short 
period of time. Thus, the results of the diagnostic blocks are best interpreted in con-
junction with other aspects of the evaluations. 

 Sophisticated laboratory and imaging techniques are readily available for use in 
detecting organic pathology. Imaging and electrophysiological studies may reveal 
pathology that may be addressed medically or surgically. However, for a large 

   Table 14.1    Screening questions   

 1. Has the patient’s pain persisted for 3 months or longer despite appropriate interventions and 
in the absence of progressive disease? [Yes] 

 2. Does the patient repeatedly and excessively use the health care system, persist in seeking 
invasive investigations or treatments after being informed these are inappropriate, or use 
opioid or sedative-hypnotic medications or alcohol in a pattern of concern to the patient’s 
physician (e.g., escalating use)? [Yes] 

 3. Does the patient come in requesting specifi c opioid medication (e.g., dilaudid, oxycontin)? [Yes] 
 4. Does the patient have unrealistic expectations of the health care providers or the treatment 

offered (i.e., ‘total elimination of pain and related symptoms’)? [Yes] 
 5. Does the patient have a history of substance abuse or is he or she currently abusing mind- 

altering substances? [Yes] 
 6. Does the patient display a large number of pain behaviors that appear exaggerated (e.g., 

grimacing, rigid or guarded posture)? [Yes] 
 7. Does the patient have litigation pending? [Yes] 
 8. Is the patient seeking or receiving disability compensation? [Yes] 
 9. Does the patient have any other family members who had or currently suffer from chronic pain 

conditions? [Yes] 
 10. Does the patient demonstrate excessive depression or anxiety? [Yes]. Straightforward 

questions such as, “Have you been feeling down?” or “What effect has your pain had on your 
mood?” can clarify whether this area is in need of more detailed evaluation 

 11. Can the patient identify a signifi cant or several stressful life events prior to symptom onset or 
exacerbation? [Yes] 

 12. If married or living with a partner, does the patient indicate a high degree of interpersonal 
confl ict? [Yes] 

 13. Has the patient given up many activities (recreational, social, familial, in addition to 
occupational and work activities) due to pain? [Yes] 

 14. Does the patient have any plans for renewed or increased activities if pain is reduced? [No] 
 15. Was the patient employed prior to pain onset? [No] If yes, does he or she wish to return to 

that job or any job? [No] 
 16. Does the patient believe that he or she will ever be able to resume normal life and normal 

functioning? [No] 

  If there is a combination of more than 6 “Yes” to the fi rst 13 questions and “No” to the last three 
questions below or if general concerns in any one area, a referral for a detailed psychological 
assessment should be considered  
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portion of chronic pain patients, such evaluations are typically conducted at a fairly 
early stage of treatment. It is common to see that these tests fail to reveal any spe-
cifi c pathology that would explain the presence of persistent pain or the extent of 
such pain. Furthermore, for signifi cant numbers of patients, no physical pathology 
can be identifi ed using plain radiographs, CAT (Computed Axial Tomography) 
scans, or electromyography to validate the report of pain severity. Furthermore, the 
relationship between pain and observed pathology by means of imaging is tenuous 
as reviewed previously, making the diagnostic value of these studies for chronic 
pain somewhat dubious. 

 Because of these issues, it is often not possible to make any precise pathological 
diagnosis or even to identify an adequate anatomical or physiological origin for the 
pain. Despite these limitations, however, the patient’s history and physical examina-
tion remain the basis of medical diagnosis and may be the best defense against over- 
interpreting results from sophisticated imaging procedures. Physicians must 
therefore be cautious not to over-interpret either the presence or absence of objec-
tive fi ndings. An extensive literature is available focusing on physical assessment, 
radiographic, and laboratory assessment procedures to determine the physical basis 
of pain and the extent of impairments in adults (see [ 134 ]). 

    Quantifying Pain Severity 

 In evaluating pain patients, it is critical to understand the extent of pain severity, 
which will serve as a baseline with which the treatment effects will be determined. 
Because there is no ‘pain thermometer’ that can provide an objective quantifi cation 
of the amount or severity of pain experienced by a patient, it can only be assessed 
indirectly based on a patient’s overt communication, both verbal and nonverbal (i.e., 
pain behaviors). However, even a patient’s communications make pain assessment 
diffi cult, as pain is a complex, subjective phenomenon comprised of a range of fac-
tors and is uniquely experienced by each individual. Wide variability in pain sever-
ity, quality, and impact may be noted in reports of patients attempting to describe 
what appear to be objectively identical phenomena. Patients’ descriptions of pain 
are also colored by cultural and sociological infl uences. Later in the chapter, we will 
discuss some commonly used self-report inventories for the assessment of pain.  

    Purposes of Psychological Assessment 

 Based on the multidimensional perspective espoused in this chapter, health care 
providers need to examine not only the physical source of the pain through exami-
nation and diagnostic tests but also the patient’s mood, fears, expectancies, coping 
efforts, resources, responses of signifi cant others, and the impact of pain on the 
patients’ lives. The importance of these factors in understanding patients’ pain has 
been reviewed earlier in this chapter. In short, the health care provider must evaluate 
the whole patient, not just a primary symptom. Regardless of whether an organic 
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basis for the pain can be documented or whether psychosocial problems preceded 
or resulted from the pain, the evaluation process can be helpful in identifying how 
biomedical, physical, psychosocial, and behavioral factors interact to infl uence the 
nature, severity, and persistence of pain and disability. 

 In the remainder of this chapter, we focus on the second and third of Turk et al. 
[ 132 ] questions: specifi cally, the extent of the patient’s disability and the behavioral 
infl uences on the patient’s pain, distress, and suffering. Evaluating these variables 
begins with gathering information from the patient, via clinical interview and/or 
through standard assessment instruments. 

   Interviews 

 When conducting an interview with chronic pain patients the health care profes-
sional should focus on both factual information as well as patients’ (and often sig-
nifi cant others’) specifi c thoughts and feelings. Behavioral analyses of how pain 
expression (e.g., verbal reports, overt behaviors) dynamically interacts with family 
are also important. Thus, the intent of the interview is not solely gathering of subjec-
tive information provided by the patient, but also to interpret how the information is 
conveyed. The patient’s attitude about healthcare system and reaction to certain 
questions may provide an insightful clue for the person’s psychological 
repertories. 

 Pain patients’ beliefs about the cause of symptoms, their trajectory, and benefi -
cial treatments will have important infl uences on emotional adjustment and adher-
ence to therapeutic interventions. A habitual pattern of maladaptive thoughts will 
become a treatment target as they contribute to a sense of hopelessness, dysphoria, 
and unwillingness to engage in activity, and in turn, deactivate the patient and 
severely limit his or her coping resources. The interviewer should also determine 
both the patient’s and the signifi cant others’ expectancies and goals for treatment. 
An expectation that pain will be eliminated completely may be unrealistic and will 
have to be addressed to prevent discouragement when this outcome does not occur. 
Setting appropriate and realistic goals is an important process in pain rehabilitation 
as it requires the patient to attain better understanding of chronic pain and goes 
beyond the dualistic, traditional biomedical model. 

 In order to help the patient understand the psychosocial aspects of pain, attention 
should focus on the patient’s reports of specifi c thoughts, behaviors, emotions, and 
physiological responses that precede, accompany, and follow pain episodes or exac-
erbation, as well as the environmental conditions and consequences associated with 
cognitive, emotional, and behavioral responses in these situations. During the inter-
view, the clinician should attend to the temporal association of these cognitive, 
affective, and behavioral events, their specifi city versus generality across situations, 
and the frequency of their occurrence, to establish salient features of the target situ-
ations, including the controlling variables. The interviewer seeks information that 
will assist in the development of potential alternate responses, appropriate goals for 
the patient, and possible reinforcers for these alternatives. Observation of patients in 
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multiple settings (e.g., in the waiting room, during the history taking, during the 
examination, in the presence of signifi cant others) can provide valuable information 
as the behavior of patients serves a communicative function and can elicit responses 
from others that may infl uence the performance of behaviors that communicate 
pain, distress, and suffering along with the desire for assistance. 

 The interview also should include the assessment of current functional ability 
and how it has been impacted by pain and mental health problems. Efforts should be 
given to delineate the attributional cause of pain and mental health independently 
when possible. Many cases, however, whether functional limitations are due to pain 
or depression (or any other mental illness) is diffi cult to clarify. Many of the func-
tional complaints, such as sleep disturbance, lack of motivation, problems concen-
trating and fatigue, for example, are experienced by both pain and depressed 
patients. Clinicians should pay attention to temporal relationships among pain, 
mood, and disability as well as patients’ own attribution of how these variables are 
interlinked, in order for the treatment team to develop a reasonable starting point of 
therapeutic efforts. 

 Assessment of mood is a critical component of pain evaluation. This becomes 
particularly important and challenging when a clinician performs pain evaluation in 
the mental health settings. Most likely, the basic parameters of patients’ mental 
health have been assessed by the time pain evaluation occurs, and psychopathology 
diagnoses may already have been established. The clinically relevant yet challeng-
ing part is to delineate the nature of the relationship between mood and pain. There 
are patients whose psychopathology and pain occur independently where successful 
treatment of one condition does not lead to the improvement of the other condition. 
This may be particularly the case when a person has had signifi cant preexisting 
psychopathology prior to the pain onset. However, the majority of the cases are 
likely to have some interconnections of the two conditions in which vicious cycle of 
pain, deactivation, poor quality of life, and mood disorders perpetuates themselves. 
Of particular importance in these cases is to understand how the relevant psycho-
logical factors may serve as a mediator or associated factors linking between the 
two. Those psychological factors then can be the treatment target in the realm of 
cognitive-behavior therapy that is known to be effective for treating both pain and 
mood disorders. A caution, some of the features of depression and mood distur-
bance may be the result of features of a disease (e.g. weight loss, lack of energy) or 
prescribed medication. Thus, when using standardized assessment approach evalu-
ating mood disorders, the provider should consider some discounting of features or 
elevation of the criteria used to diagnosis emotional disorders (e.g., [ 135 ]). 

 Another important domain of mood assessment within the pain evaluation is the 
history and current status of self-injurious behaviors and thoughts. The types of 
medications that are commonly used to treat chronic pain patients are often the 
choice of drug in self-imposed injuries and suicidal death [ 115 ]. Fatal accident from 
the analgesic use, both intentional and unintentional, has shown signifi cant increase 
in recent years [ 28 ]. Research indicates that suicidal ideation is prevalent in chronic 
pain patients [ 41 ,  93 ]. Death wish, wanting to escape from pain, or wanting to have 
better rest, may be a factor to lead to overdosing events [ 93 ]. Thorough understand-
ing of the historical and current suicidal and self-harming thoughts and behaviors is 
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critical for establishing safe and effective treatment options. If the person has had a 
history of self-injurious attempt in the past, it is important to learn the method (e.g., 
overdose of prescribed medication), intent to die, the general circumstance, conse-
quence, and how they view the event today. In the mental health setting, it would 
also be important to learn whether the attempt/gesture was driven by psychopathol-
ogy or pain-related issues, or both. The Columbia Suicide-Severity Rating Scale 
(C-SSRS, [ 102 ]) is a brief screening measure that is widely used and may be worth 
considering in evaluating patients reporting persistent pain. 

 Relatedly, it is important to discuss a patient’s medications during the interview, 
as many pain medications (particularly opioids) are associated with side effects that 
may mimic emotional distress. A clinician, for example, should be familiar with 
side effects that result in fatigue, sleep diffi culties, and mood changes to avoid mis-
diagnosis of depression. Alternatively, clinicians might entertain the hypothesis that 
opioid analgesics may be used to moderate mood for some cases, particularly with 
patients whose pain is not affected by the medications. A general understanding of 
commonly used medications for chronic pain is important, as some patients also 
may use opioid analgesics to manage mood. Ineffi cacious use of medications is 
fairly common and addressing the optimization of the medication requires input 
from the behavioral and affective presentation of the patients. Additionally, poten-
tial psychological dependence and aberrant drug seeking behaviors on pain- relieving 
medications should be evaluated. In some states, a physician is able to obtain a 
record of prescriptions of controlled substances. Urine toxicology should be a part 
of the routine investigation as a part of the comprehensive pain evaluation to rule out 
substance abuse problems (including diversion) and aberrant opioid taking behav-
iors. Table  14.2  contains a summary of the areas that should be addressed in a more 
extensive psychological interview for pain patients.

        Assessment Instruments 

 In addition to interviews, a number of psychometrically well-developed, standard-
ized assessment instruments designed to evaluate patients’ attitudes, beliefs, and 
expectancies about themselves, their symptoms, and the health care system have 
been developed and published. One survey [ 99 ] of clinicians who treated pain indi-
cated that the fi ve most frequently used instruments in the assessment of pain, in 
order of frequency, were: McGill Pain Questionnaire [ 88 ]; Beck Depression 
Inventory [ 11 ], and Multidimensional Pain Inventory (MPI) [ 74 ]. The McGill Pain 
Questionnaire and the MPI were specifi cally developed for use with individuals 
with chronic pain. In Table  14.3  we list the descriptions of these and some of the 
most commonly used instruments.

   Standardized instruments have advantages over semi-structured and unstructured 
interviews. They are easy to administer, require less time, assess a wide range of 
behaviors, obtain information about behaviors that may be private (sexual relations) 
or unobservable (thoughts, emotional arousal), and most importantly, they can be 
submitted to analyses that permit determination of their reliability and validity. 
These instruments should not be viewed as alternatives to interviews; rather, they 
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   Table 14.2    Areas addressed in psychological interviews   

  Experience of pain and related symptoms  
 Location and description of pain (e.g., ‘sharp’, ‘burning’) 
 Onset and progression 
 Perception of cause (e.g., trauma, virus, stress) 
 What has the patient been told about the symptoms and condition? Does the patient believe that 

this information is accurate? 
 Exacerbating and relieving factors (e.g., exercise, relaxation, stress, massage) 
 Pattern of symptoms (e.g., symptoms worse certain times of day or following activity or stress) 
 Thoughts, feelings, and behaviors that precede, accompany, and follow fl uctuations in symptoms 
 Other somatic symptoms 
  Treatments received and currently receiving  
 Medication (prescribed and over-the-counter). How helpful have these been? 
 Pattern of medication use (prn, time-contingent), changes in quantity or schedule 
 Physical modalities (e.g., physical therapy). How helpful have these been? 
 Complementary and alternative (e.g., chiropractic manipulation, relaxation training). How 

helpful have these been? 
 Which treatments have they found the most helpful? 
 Compliance/adherence with recommendations of health care providers 
 Attitudes towards previous health care providers 
  Functional status  
 Current level of daily functioning in family, social, household, recreational, vocational, and 

sexual domains 
 Changes in functional levels due to pain or mood issues 
 Exercise (e.g., Do they participate in a regular exercise routine? Is there evidence of deactivation 

and avoidance of activity due to fear of pain or exacerbation of injury)? Has the pattern 
changed (increased, decreased)? 

 Sleep status (e.g., sleep latency, sustenance, quality and quantity of sleep, sleep hygiene habits, 
duration of sleep disturbance (e.g., did it start with pain onset?)) 

  Compensation/Litigation  
 Current disability status (e.g., receiving or seeking disability, amount, percent of former job 

income, expected duration of support) 
 Current or planned litigation 
  Coping  
 How does the patient try to cope with his or her symptoms? Does patient view himself or herself 

as having any role in symptom management? If so, what role? 
 Current life stresses 
 Pleasant activities 
  Educational and vocational history  
 Level of education completed, including any special training 
 Work history 
 How long at most recent job? 
 How satisfi ed with most recent job and supervisor? 
 What like least about most recent job? 
 Would the patient like to return to most recent job? If not what type of work would the patient 

like? 
 Current work status, including homemaking activities 
 Vocational and avocational plans 
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may suggest issues to be addressed in more depth during an interview or investigated 
with other measures. Note that each of the instruments that we selected for inclusion 
in Table  14.3  has been shown to have acceptable psychometric properties. 

   Assessment of Pain 

 Although a ubiquitous phenomenon, pain is inherently subjective. The only way to 
know about someone’s pain is by what they say or show by their behavior. Because 
there is no ‘objective’ method for assessing pain, self-report provides the gold 

Table 14.2 (continued)

  Social history  
 Relationships with family or origin 
 History of pain or disability in family members 
 History of substance abuse in family members 
 History of, or current, physical, emotional, and sexual abuse. Was the patient a witness to abuse 

of someone else? 
 Marital history and current status? 
 Quality of current marital and family relations 
  Alcohol and substance use  
 Current and history of alcohol use (quantity, frequency) 
 History and current use of illicit psychoactive drugs 
 History and current use of prescribed psychoactive medications 
 The main purpose of the use (recreational vs. attempt to control symptoms) 
 Consider the CAGE questions as a quick screen for alcohol dependence [ 84 ]. Depending on 

response consider, other instruments for alcohol and substance abuse [ 1 ] 
  Psychological dysfunction  
 Current psychological symptoms/diagnosis (depression including suicidal ideation, anxiety disorders, 

somatization, posttraumatic stress disorder). Depending on responses, consider conducting 
structured interview such as the Structured Clinical Interview for DSM-IV-TR (SCID) [ 2 ] 

 Is the patient currently receiving treatment for psychological symptoms? If yes, what treatments 
(e.g., psychotherapy or psychiatric medications). How helpful are the treatments? 

 History of psychiatric disorders and treatment including family counseling 
 Family history of psychiatric disorders 
 Temporary relationship between pain onset and mood disturbance 
 Patients’ view on how pain and mood are related 
 History of suicidal/self-harm attempts/thoughts 
 Current suicidal/self-harm thoughts and intent 
  Concerns and expectations  
 Patient concerns/fears (e.g., does the patient believe he/she has serious physical problems that 

have not been identifi ed? Or that symptoms will become progressively worse and patient will 
become more disabled and more dependent? Does the patient worry that he or she will be told 
the symptoms are all psychological?) 

 Explanatory models of pain held by the patient 
 Expectations regarding the future and regarding treatment (will get better, worse, never change) 
 Attitude toward rehabilitation versus ‘cure’ 
 Treatment goals 
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     Table 14.3    Assessment instruments   

 Instrument  Domains assessed 
 # 
items  Description (output) 

  Pain intensity questionnaires  
 McGill Pain 

Questionnaire 
(MPQ) [ 88 ] 

 Pain  20  78 pain-related words grouped 
in 20 subclasses; Respondants 
rank words according to pain 
intensity; Calculates sensory, 
affective, evaluative, 
and miscellaneous scores, 
and a total score (‘Pain Rating 
Index’) 

 McGill Pain 
Questionnaire 
– Short-Form 
(MPQ-SF) [ 89 ] 

 Pain  16  Adjectives selected from the MPQ 
 Calculates sensory and affective 

scores 

  Pain condition-specifi c measures  
 Neuropathic Pain Scale 

(NPS) [ 47 ] 
 Pain  10  Assesses qualities of neuropathic 

pain: sharpness, heat/cold, 
dullness, intensity, 
unpleasantness, and surface vs. 
deep pain 

  Pain related disability/functionality measures  
 Pain Disability Index 

(PDI) [ 101 ] 
 Measures disability due 

to pain (degree to 
which patients believe 
pain interferes with 
family/home 
responsibilities, 
recreation, social 
activities, occupation, 
sexual behavior, 
self-care, life support 
activity) 

 7  Derives a total score 

 Oswestry Disability 
Scale [ 44 ] 

 Measures disability  20  Derives a total score 

  Pain-related psychosocial pain measures  
 Chronic Pain Coping 

Inventory 
(CPCI) [ 66 ] 

 Illness and well-focused 
coping strategies 

 64  Calculates 8 subscales: guarding, 
resting, asking for assistance, 
relaxation, task persistence, 
exercising/stretching, coping 
self-statements, seeking social 
support 

 Vanderbilt 
Multidimensional 
Pain Coping 
Inventory 
(VCPMI) [ 116 ] 

 Revised VPMI: assesses 
ways of coping with 
pain 

 49  Calculates subscales based 
upon 49 items: planful 
problem- solving, positive 
reappraisal, distraction, 
confrontative coping, 
distancing/denial, stoicism, 
use of religion, self-blame, 
self-isolation 
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Table 14.3 (continued)

 Instrument  Domains assessed 
 # 
items  Description (output) 

 Coping Strategies 
Questionnaire 
(CSQ) [ 106 ] 

 Assesses specifi c coping 
strategies (six 
cognitive coping 
strategies; 1 behavioral 
coping strategy) 

 Calculates 7 subscales: diverting 
attention, reinterpreting pain, 
coping self-statements, 
ignoring pain, praying or 
hoping, catastrophizing, and 
increasing activity 

 Fear-Avoidance Beliefs 
Questionnaire 
(FABQ) [ 143 ] 

 Evaluates patients’ belifes 
about how physical 
activity and work may 
affect their back pain 

 16  Calculates 2 scales: fear-avoidance 
beliefs related to work, and 
fear-avoidance beliefs about 
physical activity in general 

 Pain Beliefs and 
Perceptions 
Inventory (PBAPI) 
[ 149 ] 

 Measures pain beliefs  16  Calculates 3 dimensions: 
self-blame, mystery (i.e., 
perception of pain as 
mysterious), and stability (i.e., 
beliefs about the stability of 
pain over time) 

 Pain Stages of Change 
Questionnaire 
(PSOCQ) [ 72 ] 

 Measures conditions that 
are relevant for a 
patients’ readiness for 
change 

 30  Derives 4 stages of self- 
management: precontemplation, 
contemplation, action, and 
maintenance 

 Survey of Pain Attitudes 
(SOPA) [ 64 ] 

 Measures beliefs about 
pain 

 57  Derives 7 dimensions: control, 
disability, harm, emotion, 
medication, solicitude, and 
medical cure 

 Pain Anxiety Symptoms 
Scale (PASS) [ 85 ] 

 Assesses fear of pain 
across cognitive, 
psychological, and 
behavioral domains 

 53  Calculates 4 subscales: fear of 
pain, cognitive anxiety, somatic 
anxiety, and fear and avoidance 

 Pain Beliefs 
Questionnaire 
(PBQ) [ 40 ] 

 Assesses beliefs about 
pain 

 12  Calculates 2 subscales: organic 
beliefs (8 items) and 
psychological beliefs (4 items) 

 Pain Catastrophizing 
Scale (PCS) [ 127 ] 

 Examines components of 
catastrophizing 

 13  Calculates 3 components: 
rumination, magnifi cation, and 
helplessness 

  Multidimensional/pain-related quality of life measures  
 Brief Pain 

Questionnaire [ 31 ] 
 Measures pain and 

interference of pain 
with functional 
activities 

 10  Derives 2 scores: pain and 
interference 

 West Haven-Yale 
Multidimensional 
Pain Inventory 
(WHY/MPI) [ 74 ] 

 Measures pain severity, 
interference, support, 
life control, affective 
distress, others’ 
responses to pain 
behaviors, and 
frequency of 
performance on 18 
common activities 

 52  Higher scores on each scale refl ect 
higher levels of that dimension; 
scores can be used to classify 
patients as ‘dysfunctional’, 
‘interpersonally distressed’ or 
‘adaptive copers’ 

(continued)
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standard in assessments of pain and its characteristics. Pain assessment therefore 
requires that patients and participants in clinical trials describe their own experi-
ences. Although individuals interpret measures of pain in different and somewhat 
idiosyncratic ways, these interpretations can be expected to remain relatively con-
stant within people over time. As a result, they can also provide valid measures of 
change in pain due to treatment or time. 

   Pain Intensity 

 Self-report measures of pain often ask patients to quantify their pain by providing a 
single, general rating of pain: “ Is your usual level of pain ‘mild’, ‘moderate’, or 
‘severe’? ”  or  “ Rate your typical pain on a scale from 0 to 10 where 0 equals no pain 
and 10 is the worst pain you can imagine .” There are a number of simple methods 
that can be used to evaluate current pain intensity—numerical scale (NRS), verbal 
ratings scales (VRS), and visual analog scales (VAS). 

 Each of the commonly used methods of rating pain intensity, NRS, VRS, and 
VAS appear suffi ciently reliable and valid, and no one method consistently demon-
strates greater responsiveness in detecting improvements associated with pain treat-
ment [ 65 ]. However, there are important differences among NRS, VRS, and VAS 
measures of pain intensity with respect to missing data stemming from failure to 
complete the measure, patient preference, ease of data recording, and ability to 
administer the measure by telephone or with electronic diaries. NRS and VRS mea-
sures tend to be preferred over VAS measures by patients, and VAS measures 

Table 14.3 (continued)

 Instrument  Domains assessed 
 # 
items  Description (output) 

  Health-related QOL measures  
 Short Form-36 (SF-36) 

[ 144 ] 
 Measures vitality, 

physical functioning, 
bodily pain, general 
health perceptions, 
physical role 
functioning, emotional 
role functioning, social 
role functioning, 
mental health 

 36  Calculates mental health and 
physical health scores; higher 
scores = better health status 

 Sickness Impact Profi le 
(SIP) [ 14 ] 

 Measures ambulation, 
mobility, body care, 
social interaction, 
communication, 
alertness, sleep and 
rest, eating, work, 
home management, 
recreation and pastime 
activities, and 
emotional behavior 

 136  Calculates overall dysfunction 
score, and summary scores of 
physical and psychosocial 
dysfunction; Range of 
scores = 0–100 % dysfunction 
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usually demonstrate more missing data than do NRS measures. Greater diffi culty 
completing VAS measures is associated with increased age and greater opioid 
intake, and cognitive impairment has been shown to be associated with inability to 
complete NRS ratings of pain intensity [ 65 ]. Patients who are unable to complete 
NRS ratings may be able to complete VRS pain ratings (e.g., none, mild, moderate, 
severe). Other measures are available to assess pain in children and those who are 
unable to verbally communicate (e.g., stroke patients, mentally-impaired) [ 59 ]. 

 There has been some concern expressed that retrospective reports may not be 
valid, as they may refl ect current pain severity that serves as an anchor for recall of 
pain severity over some interval [ 53 ,  125 ]. More valid information may be obtained 
by asking about current level of pain, pain over the past week, worst pain of the last 
week, and lowest level of severity over the last week. This has also led to the use of 
daily diaries that are believed to be more accurate as they are based on real-time 
rather than recall. For example, patients are asked to maintain regular diaries of pain 
intensity with ratings recorded several times each day (for example at meals and 
bedtime) for several days or weeks. One problem noted with the use of paper-and- 
pencil diaries is that patients may not follow the instruction to provide ratings at 
specifi ed intervals. Rather, patients may complete diaries in advance (‘fi ll forward’) 
or shortly before seeing a clinician (‘fi ll backward’) [ 126 ]. These two reporting 
approaches undermine the putative validity of diaries. As an alternative to the paper-
and- pencil diaries, a number of commentators have advocated for the use of elec-
tronic devices that can prompt patients for ratings and “time stamp” the actual 
ratings, thus facilitating real-time data capture. Although there are numerous advan-
tages to the use of advanced technology to improve the validity of patient ratings, 
they are not without potential problems, including hardware problems, software 
problems, and user-problems [ 133 ]. These methods are also costly and, although 
they may be appropriate for research studies, their usefulness in clinical settings 
may be limited.  

   Pain Quality 

 Pain is known to have different sensory and affective qualities in addition to its 
intensity, and measures of these components of pain may be used to more fully 
describe an individual’s pain experience [ 90 ]. It is possible that the effi cacy of pain 
treatments varies for different pain qualities, and measures of pain quality may 
therefore identify treatments that are effi cacious for certain types of pain but not for 
overall pain intensity. Assessment of specifi c pain qualities at baseline also makes it 
possible to determine whether certain patterns of pain quality moderate the effects 
of treatment. The Short-Form McGill Pain Questionnaire [ 89 ] assesses 15 sensory 
and affective pain descriptors and its sensory and affective subscales have demon-
strated responsivity to treatment in a number of clinical trials (e.g., [ 35 ,  107 ]). 
Recently, an expanded version of this measure was developed, the SF-MPQ-2 cov-
ers both nociceptive and neuropathic pain descriptors and uses a 0–10 format vs. the 
0–3 scale of the SF-MPQ and therefore provides increased ability to detect small 
differences [ 39 ].   
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   Assessment of Overt Expressions of Pain 

 Patients display a broad range of responses that communicate to others that they are 
experiencing pain, distress, and suffering. Some of these pain behaviors may be 
controllable by the person, whereas others are not. Although there is no one-to-one 
relationship between these pain behaviors and self-report of pain, they are at least 
modestly correlated. A number of different observational procedures have been 
developed to quantify pain behaviors. Several investigators using the Pain Behavior 
Checklist [ 137 ] have found a signifi cant association between these self-reports and 
behavioral observations. Health care providers can use observational methods to 
systematically quantify various pain behaviors and note the factors that increase or 
decrease them. For example, observing the patient in the waiting room, while being 
interviewed, or during a structured series of physical tasks. Behavioral observation 
scales can be used by patients’ signifi cant others as well. 

 Uses of the health care system and analgesic medication are other ways to assess 
pain behaviors. Patients can record the times when they take medication over a 
specifi ed interval such as a week. Diaries not only provide information about the 
frequency and quantity of medication but may also permit identifi cation of the ante-
cedent and consequent events of medication use. Antecedent events might include 
stress, boredom, or activity. Examination of antecedents is useful in identifying pat-
terns of medication use that may be associated with factors other than pain  per se . 
Similarly, patterns of response to the use of analgesic may be identifi ed. Does the 
patient receive attention and sympathy whenever he or she is observed by signifi -
cant others taking medication? That is, do signifi cant others provide positive rein-
forcement for the taking of analgesic medication and thereby unwittingly increase 
medication use?  

   Assessment of Emotional Distress 

 The results of numerous studies suggest that chronic pain is often associated with 
emotional distress, particularly depression, anxiety, anger, and irritability. Clearly, 
in the mental health settings, it is reasonable to assume that these factors are quite 
prominent. However, the presence of emotional distress in people with chronic pain 
presents a challenge when assessing symptoms such as fatigue, reduced activity 
level, decreased libido, appetite change, sleep disturbance, weight gain or loss, and 
memory and concentration defi cits. These symptoms are often associated with pain 
and have also been considered ‘vegetative’ symptoms of depressive disorders. 
Improvements or deterioration in such symptoms, therefore, can be a result of 
changes in either pain or emotional distress. 

 Both the BDI and BDI-2 [ 10 ,  11 ] and the Profi le of Mood States (POMS [ 86 ]) 
have well-established reliability and validity in the assessment of symptoms of 
depression and emotional distress, and they have been used in numerous clinical 
trials in psychiatry and an increasing number of studies of patients with chronic pain 
[ 73 ] and recommended for use in clinical trials [ 38 ]. In research in psychiatry and 

A. Okifuji and D.C. Turk



251

chronic pain, the BDI provides a well-accepted criterion of the level of psychologi-
cal distress in a sample and its response to treatment. The POMS [ 86 ] assesses six 
mood states—tension-anxiety, depression-dejection, anger-hostility, vigor-activity, 
fatigue-inertia, and confusion-bewilderment—and also provides a summary mea-
sure of total mood disturbance. Although the discriminant validity of the POMS 
scales in patients with chronic pain has not been adequately documented, it has 
scales for the three most important dimensions of emotional functioning in chronic 
pain patients (depression, anxiety, anger) and also assesses three other dimensions 
that are very relevant to chronic pain and its treatment, including a positive mood 
scale of vigor-activity. Thus, administration of the BDI and the POMS are reason-
able choices as brief measures of emotional distress. 

 As noted above, various symptoms of depression—such as decreased libido, 
appetite or weight changes, fatigue, and memory and concentration defi cits—are 
also commonly believed to be consequences of chronic pain and the medications 
used for its treatment [ 48 ]. It is unclear whether the presence of such symptoms in 
patients with chronic pain (and other medical disorders) should nevertheless be con-
sidered evidence of depressed mood, or whether the assessment of mood in these 
patients should emphasize symptoms that are less likely to be secondary to physical 
disorders [ 150 ].  

   Assessment of Function 

 The poor reliability and questionable validity of physical examination measures has 
led to the development of self-report functional status measures that seek to quan-
tify symptoms, function, and behavior directly, rather than inferring them. Self- 
report measures have been developed to assess peoples’ reports of their abilities to 
engage in a range of functional activities such as the ability to walk up stairs, to sit 
for specifi c periods of time, the ability to lift specifi c weights, performance of activ-
ities of daily living, as well as the severity of the pain experienced upon the perfor-
mance of these activities have been developed. There are a number of well-established, 
psychometrically supported generic (e.g., Short-Form 36 [ 144 ]), disease-specifi c 
(e.g., Western Ontario McMaster Osteoarthritis Index [WOMAC] [ 12 ]; Fibromyalgia 
Impact Questionnaire [ 24 ]; Roland-Morris Back Pain Disability Questionnaire 
[ 105 ]), and pain-specifi c (e.g., Brief Pain Questionnaire, Interference Scale [ 31 ]; 
Pain Disability Index [ 101 ]; MPI Interference Scale [ 74 ]) measures of functional 
status. 

 Disease–specifi c measures are designed to evaluate the impact of a specifi c con-
dition (e.g., ability to wear clothing in patients with postherpetic neuralgia). Such 
specifi c effects of a disorder may not be assessed by a generic measure, and disease- 
specifi c measures may therefore be more likely to reveal clinically important 
improvement or deterioration in function that is a consequence of treatment. In 
addition, responses on disease-specifi c measures will generally not refl ect the 
effects of comorbid conditions on physical functioning, which may confound the 
interpretation of change occurring over the course of a trial when generic measures 
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are used. Disease-specifi c measures may be more sensitive to the effects of treat-
ment on function, but generic measures provide information about physical func-
tioning and treatment benefi ts that can be compared across different conditions and 
studies [ 37 ,  46 ]. Each of these approaches has strengths. Decisions regarding 
whether to use a disease-specifi c or generic measure, or some combination, will 
depend on the purpose of the assessment. For individual patients in clinical practice 
it would be most appropriate to use measures developed on samples with compa-
rable characteristics. So, for example, the WOMAC might be the preferred measure 
of function to use with patients with osteoarthritis. If the clinician wishes to com-
pare across a group of patients, then one of the broader-based pain-specifi c mea-
sures should be considered. If the assessment is being performed as part of a research 
study, some combination might be appropriate to compare chronic pain samples 
with a larger population of people with diverse medical diseases (e.g., SF-36).  

   Assessment of Coping and Psychosocial Adaptation to Pain 

 Historically, psychological measures designed to evaluate psychopathology have 
been used to identify specifi c individual differences associated with reports of pain, 
even though these measures were usually not developed for or standardized on sam-
ples of medical patients. However, it is possible that responses by medical patients 
may be distorted as a function of the disease or the medications that they take. For 
example, common measures of depression ask patients about their appetites, sleep 
patterns, and fatigue. Because disease status and medication can affect responses to 
such items, patients’ scores may be elevated, thereby distorting the meaning of their 
responses. As a result, a number of measures have been developed for use specifi -
cally with pain patients. Instruments have been developed to assess psychological 
distress, the impact of pain on patients’ lives, feeling of control, coping behaviors, 
and attitudes about disease, pain, and health care providers and the patient’s plight 
([ 134 ], see Table  14.3 ).     

14.4     Conclusions 

 Pain is a complex, idiosyncratic experience. Assessment and treatment of pain can 
be complicated by the web of infl uential factors that modulate the overall pain expe-
rience and associated disability. Furthermore, traditional biomedical approaches 
with diagnostic tests are often not helpful because structural damage and persistent 
pain complaints do not necessarily coincide. Pain research in the past three decades 
has repeatedly shown that pain is not just a physiological phenomenon, and that a 
range of ‘person variables’, such as psychosocial, environmental, and behavioral 
factors, plays a signifi cant role in determining the occurrence, severity, and quality 
of pain. Given the multifactorial nature of pain, adequate assessment requires an 
interdisciplinary team approach. In this chapter, we discussed medical, physical, 
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and psychological assessments as well as introduced a range of self-report invento-
ries that can be used in conjunction with interviews and medical examinations. As 
we repeatedly stressed, an adequate pain assessment means the evaluation of the 
person with chronic pain. We must not just focus on the pathology or complaint, but 
must reach out to understand the person and his/her well-being. Although there is 
no shortcut in this, the delineation of relevant medical, physical, psychosocial, and 
behavioral factors to pain in a patient is critical in planning and executing a success-
ful treatment plan.     

   References 

    1.    Allen J, Litten RZ (1998) Screening instruments and biochemical screening. In: Graham AW, 
Schultz TK, Wilford BB (eds) Principles of addiction medicine. American Society of 
Addiction, Annapolis Junction, pp 263–272  

    2.    American Psychiatric Association (1997) User’s guide for the Structured Clinical Interview for 
DSM-IV axis I disorders SCID-1: Clinical version. American Psychiatric Association, 
Washington, DC  

     3.    Arnow BA, Blasey CM, Constantino MJ et al (2011) Catastrophizing, depression and pain- 
related disability. Gen Hosp Psychiatry 33:150–156  

    4.    Arnstein P (2000) The mediation of disability by self effi cacy in different samples of chronic 
pain patients. Disabil Rehabil 22:794–801  

    5.    Arnstein P, Caudill M, Mandle CL et al (1999) Self effi cacy as a mediator of the relationship 
between pain intensity, disability and depression in chronic pain patients. Pain 80:483–491  

    6.    Bair MJ, Robinson RL, Katon W, Kroenke K (2003) Depression and pain comorbidity: a lit-
erature review. Arch Intern Med 163:2433–2445  

    7.    Bandura A (1977) Self-effi cacy: toward a unifying theory of behavioral change. Psychol Rev 
84:191–215  

    8.    Bandura A, O’Leary A, Taylor CB et al (1987) Perceived self-effi cacy and pain control: opioid 
and nonopioid mechanisms. J Pers Soc Psychol 53:563–571  

    9.    Baranto A, Hellstrom M, Cederlund CG et al (2009) Back pain and MRI changes in the 
thoraco- lumbar spine of top athletes in four different sports: a 15-year follow-up study. Knee 
Surg Sports Traumatol Arthrosc 17:1125–1134  

    10.    Beck AT, Steer RA, Ball R, Ranieri W (1996) Comparison of Beck Depression Inventories -IA 
and -II in psychiatric outpatients. J Pers Assess 67:588–597  

     11.    Beck AT, Ward CH, Mendelson M et al (1961) An inventory for measuring depression. Arch 
Gen Psychiatry 4:561–571  

    12.    Bellamy N, Buchanan WW, Goldsmith CH et al (1988) Validation study of WOMAC: a health 
status instrument for measuring clinically important patient relevant outcomes to antirheumatic 
drug therapy in patients with osteoarthritis of the hip or knee. J Rheumatol 15:1833–1840  

    13.    Benyon K, Hill S, Zadurian N, Mallen C (2010) Coping strategies and self-effi cacy as predic-
tors of outcome in osteoarthritis: a systematic review. Musculoskeletal Care 8:224–236  

    14.    Bergner M, Bobbitt RA, Carter WB, Gilson BS (1981) The Sickness Impact Profi le: develop-
ment and fi nal revision of a health status measure. Med Care 19:787–805  

    15.    Blankenbaker DG, Ullrick SR, Davis KW et al (2008) Correlation of MRI fi ndings with clini-
cal fi ndings of trochanteric pain syndrome. Skeletal Radiol 37:903–909  

    16.    Blumer D, Heilbronn M (1982) Chronic pain as a variant of depressive disease: the pain- prone 
disorder. J Nerv Ment Dis 170:381–406  

     17.    Borenstein DG, O’Mara JW Jr, Boden SD et al (2001) The value of magnetic resonance imag-
ing of the lumbar spine to predict low-back pain in asymptomatic subjects: a seven-year fol-
low-up study. J Bone Joint Surg Am 83-A:1306–1311  

14 Assessment of Patients with Chronic Pain 



254

    18.    Brown GK (1990) A causal analysis of chronic pain and depression. J Abnorm Psychol 
99:127–137  

    19.    Bruehl S, Burns JW, Chung OY, Chont M (2009) Pain-related effects of trait anger expression: 
neural substrates and the role of endogenous opioid mechanisms. Neurosci Biobehav Rev 
33:475–491  

    20.    Bruehl S, Burns JW, Chung OY et al (2002) Anger and pain sensitivity in chronic low back 
pain patients and pain-free controls: the role of endogenous opioids. Pain 99:223–233  

    21.    Bruehl S, Chung OY, Burns JW, Diedrich L (2007) Trait anger expressiveness and pain- 
induced beta-endorphin release: support for the opioid dysfunction hypothesis. Pain 
130:208–215  

    22.    Buckelew SP, Huyser B, Hewett JE et al (1996) Self-effi cacy predicting outcome among fi bro-
myalgia subjects. Arthritis Care Res 9:97–104  

    23.    Buckelew SP, Murray SE, Hewett JE et al (1995) Self-effi cacy, pain, and physical activity 
among fi bromyalgia subjects. Arthritis Care Res 8:43–50  

    24.    Burckhardt CS, Clark SR, Bennett RM (1991) The fi bromyalgia impact questionnaire: devel-
opment and validation. J Rheumatol 18:728–733  

    25.    Busch H, Goransson S, Melin B (2007) Self-effi cacy beliefs predict sustained long-term sick 
absenteeism in individuals with chronic musculoskeletal pain. Pain Pract 7:234–240  

    26.    Carragee EJ, Alamin TF, Carragee JM (2006) Low-pressure positive discography in subjects 
asymptomatic of signifi cant low back pain illness. Spine (Phila Pa 1976) 31:505–509  

    27.    Carson RC, Hollon SD, Shelton RC (2010) Depressive realism and clinical depression. Behav 
Res Ther 48:257–265  

     28.    Cheatle MD (2011) Depression, chronic pain, and suicide by overdose: on the edge. Pain Med 
12:S43–S48  

    29.    Chong GS, Cogan D, Randolph P, Racz G (2001) Chronic pain and self-effi cacy: the effects of 
age, sex, and chronicity. Pain Pract 1:338–343  

    30.    Chorpita BF, Barlow DH (1998) The development of anxiety: the role of control in the early 
environment. Psychol Bull 124:3–21  

     31.    Cleeland CS, Ryan KM (1994) Pain assessment: global use of the Brief Pain Inventory. Ann 
Acad Med Singapore 23:129–138  

    32.    Costa LC, Maher CG, Mcauley JH et al (2011) Self-effi cacy is more important than fear of 
movement in mediating the relationship between pain and disability in chronic low back pain. 
Eur J Pain 15:213–219  

    33.    Crombez G, Vlaeyen JW, Heuts PH, Lysens R (1999) Pain-related fear is more disabling than 
pain itself: evidence on the role of pain-related fear in chronic back pain disability. Pain 
80:329–339  

    34.    Dolce JJ, Doleys DM, Raczynski JM et al (1986) The role of self-effi cacy expectancies in the 
prediction of pain tolerance. Pain 27:261–272  

    35.    Dworkin RH, Corbin AE, Young JP et al (2003) Pregabalin for the treatment of postherpetic 
neuralgia: a randomized, placebo-controlled trial. Neurology 60:1274–1283  

    36.    Dworkin RH, Hartstein G, Rosner HL et al (1992) A high-risk method for studying psychoso-
cial antecedents of chronic pain: the prospective investigation of herpes zoster. J Abnorm 
Psychol 101:200–205  

    37.    Dworkin RH, Nagasako EM, Johnson RW, Griffi n DR (2001) Acute pain in herpes zoster: the 
famciclovir database project. Pain 94:113–119  

    38.    Dworkin RH, Turk DC, Farrar JT et al (2005) Core outcome measures for chronic pain clinical 
trials: IMMPACT recommendations. Pain 113:9–19  

    39.    Dworkin RH, Turk DC, Revicki DA et al (2009) Development and initial validation of an 
expanded and revised version of the Short-Form McGill Pain Questionnaire (SF-MPQ-2). Pain 
144:35–42  

    40.    Edwards LC, Pearce SA, Turner-Stokes L, Jones A (1992) The Pain Beliefs Questionnaire: an 
investigation of beliefs in the causes and consequences of pain. Pain 51(3):267–272  

    41.    Edwards RR, Smith MT, Kudel I, Haythornthwaite JA (2006) Pain-related catastrophizing as 
a risk factor for suicidal ideation in chronic pain. Pain 126:272–279  

A. Okifuji and D.C. Turk



255

    42.    Edwards RR, Smith MT, Stonerock G, Haythornthwaite JA (2006) Pain-related catastrophiz-
ing in healthy women is associated with greater temporal summation of and reduced habitua-
tion to thermal pain. Clin J Pain 22:730–737  

    43.    Estlander AM, Knaster P, Karlsson H et al (2008) Pain intensity infl uences the relationship 
between anger management style and depression. Pain 140:387–392  

    44.    Fairbank JC, Couper J, Davies JB, O’Brien JP (1980) The Oswestry low back pain disability 
questionnaire. Physiotherapy 66:271–273  

    45.    Flor H, Turk DC (2011) Chronic pain: an integrated biobehavioral approach. IASP Press, 
Seattle  

    46.    Fowler FJ, Cleary PD, Magaziner J et al (1994) Methodological issues in measuring patient- 
reported outcomes: the agenda of the Work Group on Outcomes Assessment. Med Care 
32:JS65–JS76  

    47.    Galer BS, Jensen MP (1997) Development and preliminary validation of a pain measure spe-
cifi c to neuropathic pain: the Neuropathic Pain Scale. Neurology 48:332–338  

    48.    Gallagher RM, Verma S (2004) Mood and anxiety disorders in chronic pain. In: Dworkin RH, 
Breitbart WS (eds) Psychosocial aspects of pain: a handbook for health care providers. IASP 
Press, Seattle, pp 589–606  

    49.    Garnefski N, Kraaij V, Benoist M et al (2013) Cognitive behavioral self-help intervention 
reduces depression and anxiety and improves coping self-effi cacy in people with rheumatism. 
Arthritis Care Res 65:1077–1084  

    50.    Gatchel RJ, Peng YB, Peters ML et al (2007) The biopsychosocial approach to chronic pain: 
scientifi c advances and future directions. Psychol Bull 133:581–624  

    51.    Geisser ME, Casey KL, Brucksch CB et al (2003) Perception of noxious and innocuous heat 
stimulation among healthy women and women with fi bromyalgia: association with mood, 
somatic focus, and catastrophizing. Pain 102:243–250  

    52.    Geisser ME, Robinson ME, Keefe FJ, Weiner ML (1994) Catastrophizing, depression and the 
sensory, affective and evaluative aspects of chronic pain. Pain 59:79–83  

    53.    Gendreau M, Hufford MR, Stone AA (2003) Measuring clinical pain in chronic widespread 
pain: selected methodological issues. Best Pract Res Clin Rheumatol 17:575–592  

    54.    George SZ, Wallace MR, Wright TW et al (2008) Evidence for a biopsychosocial infl uence on 
shoulder pain: pain catastrophizing and catechol-O-methyltransferase (COMT) diplotype pre-
dict clinical pain ratings. Pain 136:53–61  

    55.    Gheldof EL, Vinck J, van den Bussche E et al (2006) Pain and pain-related fear are associated 
with functional and social disability in an occupational setting: evidence of mediation by pain-
related fear. Eur J Pain 10:513–525  

    56.    Goodin BR, McGuire LM, Stapleton LM et al (2009) Pain catastrophizing mediates the rela-
tionship between self-reported strenuous exercise involvement and pain ratings: moderating 
role of anxiety sensitivity. Psychosom Med 71:1018–1025  

    57.    Gracely RH, Geisser ME, Giesecke T et al (2004) Pain catastrophizing and neural responses to 
pain among persons with fi bromyalgia. Brain 127:835–843  

    58.    Grotle M, Vollestad NK, Veierod MB, Brox JI (2004) Fear-avoidance beliefs and distress in 
relation to disability in acute and chronic low back pain. Pain 112:343–352  

    59.    Hadjistavropoulos T, von Baeyer C, Craig KD (2001) Pain assessment in persons with limited 
ability to communicate. In: Turk DC, Melzack R (eds) Handbook of pain assessment, 2nd edn. 
Guilford Press, New York, pp 134–152  

    60.    Ingram RE, Atkinson JH, Slater MA et al (1990) Negative and positive cognition in depressed 
and nondepressed chronic-pain patients. Health Psychol 9:300–314  

    61.    Jackson T, Pope L, Nagasaka T et al (2005) The impact of threatening information about pain 
on coping and pain tolerance. Br J Health Psychol 10:441–451  

    62.    Jarvik JG, Hollingworth W, Heagerty PJ et al (2005) Three-year incidence of low back pain in 
an initially asymptomatic cohort: clinical and imaging risk factors. Spine (Phila Pa 1976) 
30:1541–1548; discussion 1549  

    63.    Jarvik JJ, Hollingworth W, Heagerty P et al (2001) The Longitudinal Assessment of Imaging 
and Disability of the Back (LAIDBack) Study: baseline data. Spine 26:1158–1166  

14 Assessment of Patients with Chronic Pain 



256

    64.    Jensen MP, Karoly P, Huger R (1987) The development and preliminary validation of an 
instrument to assess patients’ attitudes toward pain. J Psychosom Res 31:393–400  

     65.    Jensen MP, Karoly P (2001) Self-report scales and procedures for assessing pain in adults. In: 
Turk DC, Melzack R (eds) Handbook of pain assessment, 2nd edn. Guilford Press, New York, 
pp 15–34  

    66.    Jensen MP, Turner JA, Romano JM, Strom SE (1995) The Chronic Pain Coping Inventory: 
development and preliminary validation. Pain 60:203–216  

    67.    Jensen MP, Turner JA, Romano JM (2007) Changes after multidisciplinary pain treatment in 
patient pain beliefs and coping are associated with concurrent changes in patient functioning. 
Pain 131:38–47  

    68.    Katon W (2009) The impact of depression on workplace functioning and disability costs. Am 
J Manag Care 15:S322–S327  

    69.    Keefe FJ, Lefebvre JC, Maixner W et al (1997) Self-effi cacy for arthritis pain: relationship to 
perception of thermal laboratory pain stimuli. Arthritis Care Res 10:177–184  

    70.    Keefe FJ, Rumble ME, Scipio CD et al (2004) Psychological aspects of persistent pain: current 
state of the science. J Pain 5:195–211  

    71.    Kerns RD, Rosenberg R, Jacob M (1994) Anger expression and chronic pain. J Behav Med 
17:57–67  

    72.    Kerns RD, Rosenberg R, Jamison RN et al (1997) Readiness to adopt a self-management 
approach to chronic pain: the Pain Stages of Change Questionnaire (PSOCQ). Pain 72:
227–234  

    73.   Kerns RD (2003) Assessment of emotional functioning in pain treatment outcome research. 
Presented at the second meeting of the initiative on methods, measurement, and pain assess-
ment in clinical trials (IMMPACT-II), Washington, DC  

      74.    Kerns RD, Turk DC, Rudy TE (1985) The West Haven-Yale Multidimensional Pain Inventory 
(WHYMPI). Pain 23:345–356  

    75.    Khan RS, Ahmed K, Blakeway E et al (2011) Catastrophizing: a predictive factor for postop-
erative pain. Am J Surg 201:122–131  

    76.    Kores RC, Murphy WD, Rosenthal TL et al (1990) Predicting outcome of chronic pain treat-
ment via a modifi ed self-effi cacy scale. Behav Res Ther 28:165–169  

    77.    Kornguth PJ, Rimer BK, Conaway MR et al (1993) Impact of patient-controlled compression 
on the mammography experience. Radiology 186:99–102  

    78.    Kroenke K, Mangelsdorff AD (1989) Common symptoms in ambulatory care: incidence, eval-
uation, therapy, and outcome. Am J Med 86:262–266  

    79.    Kroenke K, Price RK (1993) Symptoms in the community. Prevalence, classifi cation, and 
psychiatric comorbidity. Arch Intern Med 153:2474–2480  

    80.    Lefebvre MF (1981) Cognitive distortion and cognitive errors in depressed psychiatric and low 
back pain patients. J Consult Clin Psychol 49:517–525  

    81.    Link TM, Steinbach LS, Ghosh S et al (2003) Osteoarthritis: MR imaging fi ndings in different 
stages of disease and correlation with clinical fi ndings. Radiology 226:373–381  

    82.    Lu Q, Tsao JC, Myers CD, Kim SC, Zeltzer LK (2007) Coping predictors of children’s 
laboratory- induced pain tolerance, intensity, and unpleasantness. J Pain 8:708–717  

    83.    Maxwell TD, Gatchel TJ, Mayer TG (1998) Cognitive predictors of depression in chronic low 
back pain: toward an inclusive model. J Behav Med 21:131–143  

    84.    Mayfi eld D, McLeod G, Hall P (1974) The CAGE questionnaire: validation of a new alcohol-
ism screening instrument. Am J Psychiatry 131:1121–1123  

    85.    McCracken LM, Zayfert C, Gross RT (1992) The Pain Anxiety Symptoms Scale: development 
and validation of a scale to measure fear of pain. Pain 50:67–73  

     86.    McNair DM, Lorr M, Droppleman LF (1971) Profi le of mood states. Educational and Industrial 
Testing Service, San Diego  

     87.    McWilliams LA, Cox BJ, Enns MW (2003) Mood and anxiety disorders associated with 
chronic pain: an examination in a nationally representative sample. Pain 106:127–133  

     88.    Melzack R (1975) The McGill Pain Questionnaire: major properties and scoring methods. Pain 
1:277–299  

A. Okifuji and D.C. Turk



257

     89.    Melzack R (1987) The short-form McGill Pain Questionnaire. Pain 30:191–197  
    90.    Melzack R, Torgerson WS (1971) On the language of pain. Anesthesiology 34:50–59  
    91.    Nieto R, Raichle KA, Jensen MP, Miro J (2012) Changes in pain-related beliefs, coping, and 

catastrophizing predict changes in pain intensity, pain interference, and psychological func-
tioning in individuals with myotonic muscular dystrophy and facioscapulohumeral dystro-
phy. Clin J Pain 28:47–54  

    92.    North RB, Campbell JN, James CS et al (1991) Failed back surgery syndrome: 5-year follow-
 up in 102 patients undergoing repeated operation. Neurosurgery 28:685–690  

     93.    Okifuji A, Benham B (2011) Suicidal and self-harm behaviors in chronic pain patients. 
J Appl Biobehav Res 16:57–77  

    94.    Okifuji A, Turk DC, Sherman JJ (2000) Evaluation of the relationship between depression 
and fi bromyalgia syndrome: why aren’t all patients depressed? J Rheumatol 27:
212–219  

    95.    Palomino RA, Nicassio PM, Greenberg MA, Medina EP Jr (2007) Helplessness and loss as 
mediators between pain and depressive symptoms in fi bromyalgia. Pain 129:185–194  

    96.    Patten SB, Williams JV, Wang J (2006) Mental disorders in a population sample with muscu-
loskeletal disorders. BMC Musculoskelet Disord 7:37  

    97.    Pavlin DJ, Rapp SE, Polissar NL et al (1998) Factors affecting discharge time in adult outpa-
tients. Anesth Analg 87:816–826  

    98.    Pilowsky I, Spence ND (1976) Pain, anger and illness behaviour. J Psychosom Res 
20:411–416  

    99.    Piotrowski C (2007) Review of the psychological literature on assessment instruments used 
with pain patients. N Am J Psychol 9:303–306  

    100.    Polatin PB, Kinney RK, Gatchel RJ et al (1993) Psychiatric illness and chronic low-back 
pain – the mind and the spine which goes fi rst. Spine 18:66–71  

     101.    Pollard CA (1984) Preliminary validity study of the pain disability index. Percept Mot Skills 
59:974  

    102.    Posner K, Brown GK, Stanle B et al (2011) The Columbia-Suicide Severity Rating Scale: 
initial validity and internal consistency fi ndings from three multisite studies with adolescents 
and adults. Am J Psychiatry 168:1266–1277  

    103.    Quartana PJ, Bounds S, Yoon KL et al (2010) Anger suppression predicts pain, emotional, 
and cardiovascular responses to the cold pressor. Ann Behav Med 39:211–221  

    104.    Rhudy JL, Meagher MW (2000) Fear and anxiety: divergent effects on human pain thresh-
olds. Pain 84:65–75  

    105.    Roland M, Morris R (1983) A study of the natural history of back pain. Part I: Development 
of a reliable and sensitive measure of disability in low-back pain. Spine (Phila Pa 1976) 
8:141–144  

    106.    Rosentiel AK, Keefe FJ (1983) The use of coping strategies in chronic low back pain patients: 
relationship to patient characteristics and current adjustment. Pain 17:33–44  

    107.    Rowbotham M, Harden N, Stacey B et al (1998) Gabapentin for the treatment of postherpetic 
neuralgia: a randomized controlled trial. JAMA 280:1837–1842  

    108.    Salomons TV, Johnstone T, Backonja MM, Davidson RJ (2004) Perceived controllability 
modulates the neural response to pain. J Neurosci 24:7199–7203  

    109.    Salomons TV, Johnstone T, Backonja MM et al (2007) Individual differences in the effects of 
perceived controllability on pain perception: critical role of the prefrontal cortex. J Cogn 
Neurosci 19:993–1003  

    110.    Sarda J Jr, Nicholas MK, Asghari A, Pimenta CA (2009) The contribution of self-effi cacy and 
depression to disability and work status in chronic pain patients: a comparison between 
Australian and Brazilian samples. Eur J Pain 13:189–195  

     111.    Seminowicz DA, Davis KD (2006) Cortical responses to pain in healthy individuals depends 
on pain catastrophizing. Pain 120:297–306  

    112.    Severeijns R, Vlaeyen JW, van den Hout MA, Weber WE (2001) Pain catastrophizing pre-
dicts pain intensity, disability, and psychological distress independent of the level of physical 
impairment. Clin J Pain 17:165–172  

14 Assessment of Patients with Chronic Pain 



258

    113.    Sharp TJ (2001) The “safety seeking behaviours” construct and its application to chronic 
pain. Behav Cogn Psychoth 29:241–244  

    114.    Shelby RA, Somers TJ, Keefe FJ et al (2009) Pain catastrophizing in patients with noncardiac 
chest pain: relationships with pain, anxiety, and disability. Psychosom Med 71:861–868  

    115.    Shields LB, Hunsaker DM, Hunsaker JC 3rd, Ward MK (2006) Toxicologic fi ndings in sui-
cide: a 10-year retrospective review of Kentucky medical examiner cases. Am J Forensic 
Med Pathol 27:106–112  

    116.    Smith CA, Wallston KA, Dwyer KA, Dowdy SW (1997) Beyond good and bad coping: a 
multidimensional examination of coping with pain in persons with rheumatoid arthritis. Ann 
Behav Med 19:11–21  

    117.    Smith MT, Perlis ML, Haythornthwaite JA (2004) Suicidal ideation in outpatients with 
chronic musculoskeletal pain: an exploratory study of the role of sleep onset insomnia and 
pain intensity. Clin J Pain 20:111–118  

    118.    Smith TW, O’Keeffe JL, Christensen AJ (1994) Cognitive distortion and depression in 
chronic pain: association with diagnosed disorders. J Consult Clin Psychol 62:195–198  

    119.    Smith WB, Gracely RH, Safer MA (1998) The meaning of pain: cancer patients’ rating and 
recall of pain intensity and affect. Pain 78:123–129  

    120.    Somers TJ, Keefe FJ, Carson JW et al (2008) Pain catastrophizing in borderline morbidly 
obese and morbidly obese individuals with osteoarthritic knee pain. Pain Res Manag 
13:401–406  

    121.    Somers TJ, Keefe FJ, Pells JJ et al (2009) Pain catastrophizing and pain-related fear in osteo-
arthritis patients: relationships to pain and disability. J Pain Symptom Manage 37:863–872  

    122.    Stahl SM (2002) Does depression hurt? J Clin Psychiatry 63:273–274  
    123.    Sterling M, Hodkinson E, Pettiford C et al (2008) Psychologic factors are related to some 

sensory pain thresholds but not nociceptive fl exion refl ex threshold in chronic whiplash. Clin 
J Pain 24:124–130  

    124.    Stewart MW, Knight RG (1991) Coping strategies and affect in rheumatoid and psoriatic 
arthritis. Relationship to pain and disability. Arthritis Care Res 4:116–122  

    125.    Stone AA, Shiffman S (2002) Capturing momentary, self-report data: a proposal for reporting 
guidelines. Ann Behav Med 24:236–243  

    126.    Stone AA, Shiffman S, Schwartz JE et al (2003) Patient compliance with paper and electronic 
diaries. Control Clin Trials 24:182–199  

    127.    Sullivan MJL, Bishop S, Pivik J (1995) The pain catastrophizing scale: development and vali-
dation. Psychol Assess 7:524–532  

    128.    Sullivan MJ, Thorn B, Haythornthwaite JA et al (2001) Theoretical perspectives on the rela-
tion between catastrophizing and pain. Clin J Pain 17:52–64  

    129.    Thomee P, Wahrborg P, Borjesson M et al (2008) Self-effi cacy of knee function as a pre- 
operative predictor of outcome 1 year after anterior cruciate ligament reconstruction. Knee 
Surg Sports Traumatol Arthrosc 16:118–127  

    130.    Tinti C, Schmidt S, Businaro N (2011) Pain and emotions reported after childbirth and 
recalled 6 months later: the role of controllability. J Psychosom Obstet Gynaecol 32:98–103  

    131.    Tripp DA, Vandenkerkhof EG, Mcalister M (2006) Prevalence and determinants of pain and 
pain-related disability in urban and rural settings in southeastern Ontario. Pain Res Manag 
11:225–233  

     132.    Turk DC, Meichenbaum D, Genest M (1983) Pain and behavioral medicine: a cognitive- 
behavioral perspective. Guilford Press, New York  

    133.    Turk DC, Burwinkle T, Showlund M (2007) Assessing the impact of chronic pain in real- 
time. In: Stone AA, Shiffman S, Atienza A, Nebeling L (eds) The science of real-time data 
capture: self-reports in health research. Oxford University Press, New York, pp 204–228  

     134.    Turk DC, Melzack R (2011) Handbook of pain assessment. Guilford Press, New York  
    135.    Turk DC, Okifuji A (1994) Detecting depression in chronic pain patients: the adequacy of 

self-reports. Behav Res Ther 32:9–16  
     136.    Turk DC, Okifuji A, Scharff L (1995) Chronic pain and depression: role of perceived impact 

and perceived control in different age cohorts. Pain 61:93–101  

A. Okifuji and D.C. Turk



259

    137.    Turk DC, Wack JT, Kerns RD (1985) An empirical examination of the “pain-behavior” con-
struct. J Behav Med 8:119–130  

      138.    Turner JA, Jensen MP, Romano JM (2000) Do beliefs, coping, and catastrophizing indepen-
dently predict functioning in patients with chronic pain? Pain 85:115–125  

    139.    Turner JA, Jensen MP, Warms CA, Cardenas DD (2002) Catastrophizing is associated with 
pain intensity, psychological distress, and pain-related disability among individuals with 
chronic pain after spinal cord injury. Pain 98:127–134  

    140.    Vlaeyen JW, Linton SJ (2000) Fear-avoidance and its consequences in chronic musculoskel-
etal pain: a state of the art. Pain 85:317–332  

    141.    Vlaeyen JW, Linton SJ (2012) Fear-avoidance model of chronic musculoskeletal pain: 12 
years on. Pain 153:1144–1147  

    142.    Waddell G (1987) Clinical assessment of lumbar impairment. Clin Orthop Relat Res 
221:110–120  

    143.    Waddell G, Newton M, Henderson I et al (1993) A Fear-Avoidance Beliefs Questionnaire 
(FABQ) and the role of fear-avoidance beliefs in chronic low back pain and disability. Pain 
52:157–168  

     144.    Ware JE Jr, Sherbourne CD (1992) The MOS 36-item short-form health survey (SF-36). I. 
Conceptual framework and item selection. Med Care 30:473–483  

    145.    Watson D (2005) Rethinking the mood and anxiety disorders: a quantitative hierarchical 
model for DSM-V. J Abnorm Psychol 114:522–536  

    146.    Weissman-Fogel I, Sprecher E, Pud D (2008) Effects of catastrophizing on pain perception 
and pain modulation. Exp Brain Res 186:79–85  

    147.    Wells-Federman C, Arnstein P, Caudill M (2002) Nurse-led pain management program: 
effect on self-effi cacy, pain intensity, pain-related disability, and depressive symptoms in 
chronic pain patients. Pain Manag Nurs 3:131–140  

     148.    White DK, Tudor-Locke C, Felson DT et al (2013) Do radiographic disease and pain account 
for why people with or at high risk of knee osteoarthritis do not meet physical activity guide-
lines. Arthritis Rheum 65:139–147  

    149.    Williams D, Thorn B (1989) An empirical assessment of pain beliefs. Pain 36:185–190  
    150.    Wilson KG, Mikail SF, D’eon JL, Minns JE (2001) Alternative diagnostic criteria for major 

depressive disorder in patients with chronic pain. Pain 91:227–234    

14 Assessment of Patients with Chronic Pain 


	Chapter 14: Assessment of Patients with Chronic Pain with or Without Comorbid Mental Health Problems
	14.1 Introduction
	14.2 Background
	14.2.1 Unidimensional Models of Pain
	14.2.2 Failure of Somatic Model of Pain
	14.2.3 Biopsychosocial Model of Pain
	Psychological Factors Contributing to Pain: Cognition
	Beliefs, Appraisals, Thought Processes
	Sense of Control/Helplessness
	Self-Efficacy

	 Psychological Factors Contributing to Pain: Mood and Behaviors
	Depression
	Fear and Anxiety
	Anger



	14.3 Pain Assessment
	14.3.1 General Assessment Considerations
	14.3.2 Comprehensive Pain Evaluation: Medical and Physical Evaluations
	Quantifying Pain Severity
	 Purposes of Psychological Assessment
	Interviews

	 Assessment Instruments
	Assessment of Pain
	Pain Intensity
	Pain Quality

	Assessment of Overt Expressions of Pain
	Assessment of Emotional Distress
	Assessment of Function
	Assessment of Coping and Psychosocial Adaptation to Pain



	14.4 Conclusions
	References


