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Chronic pain cuts wide. One out of
every five people lives with some
sort of chronic pain. Of that

20%, one-third are not able or are only
minimally able to maintain an indepen-
dent lifestyle because of it, according to
the International Association for the
Study of Pain. 

And chronic pain cuts deep. Beneath
the veneer of the physical symptoms lies
the social, emotional, and psychological
havoc caused by the associated disabili-
ty, isolation, fear, and helplessness,
which leads to a substantially dimin-
ished quality of life.

Unfortunately, chronic pain is also in-
visible. There’s no gash to suture, no bro-
ken leg to set. Instead, there exists an
amorphous condition that is difficult to
measure and even more difficult to man-
age, particularly in a health care culture
that values cut-and-dry diagnoses and
magic pills. Adding to the complexity is
the fact that chronic pain often coexists
with a range of psychological disorders,
including depression, anxiety, personali-
ty disorders, cognitive problems, and
substance abuse.

In one study designed to assess the
prevalence of chronic pain conditions
and their relationship with major de-
pressive disorder (MDD), investigators
from Stanford (Calif.) University con-
ducted a cross-sectional telephone survey
of a random sample of nearly 19,000 sub-
jects from the general population.

About 4% of the survey participants
met the diagnostic criteria for MDD,
and of those, 43.5% reported having at
least one chronic pain condition—a
number four times greater than report-
ed by individuals in the study who did
not have depression (Arch. Gen. Psychi-
atry 2003;60:39-47).

More recently, another Stanford study
sought to evaluate the strength of the as-
sociation between major depression and
chronic pain and to examine the clinical
burden associated with the two condi-
tions. Of nearly 6,000 randomly sam-
pled primary care patients who respond-
ed to a questionnaire, about 7% met
criteria for MDD, and two-thirds of those
with depression reported chronic pain.
Among all of the subjects in the sample
who reported chronic pain, the preva-
lence of MDD was significantly higher
than in those without pain (Psychosom.
Med. 2006;68:262-8).

The direction of the pain/depression
connection has yet to be fully under-
stood, but the degree of disability appears
to play an important role, according to
lead investigator Bruce A. Arnow, Ph.D.
Among those respondents with chronic
pain, the prevalence of MDD was 23% in
people with disabling pain, compared
with 5% in those who were not disabled
by their pain. “It’s possible that those who
are disabled by pain become depressed,
and it is possible that those who are de-
pressed are more likely to become dis-
abled,” he said. 

Regardless of initial direction, the like-
lihood that one will coexist with the oth-
er warrants that both be addressed. Nu-

merous studies have shown that de-
pressed chronic pain patients report
greater pain intensity, more malignant
disease course, and poorer response to
pain treatments. Additionally, depression
can impede rehabilitation efforts because
of low motivation, poor morale, low en-
ergy, and hopelessness. 

In contrast, considering the physical
and mental health components of chron-
ic pain as symptoms of a single pain syn-
drome can improve patient outcome. A
large, multisite investigation of depres-
sion care from the University of Wash-
ington, Seattle, showed that older adults
with chronic arthritis pain who were
screened and treated for depression had
significant improvements in pain severi-
ty and functioning, compared with those
patients who received standard arthritis
care. The treatment group benefited
from a multidisciplinary program that in-
cluded medication, psychotherapy, and
in-person and telephone follow-up
( JAMA 2003;290:2428-9).

The multidisciplinary intervention
“not only helped patients with arthritis
feel less depressed but also helped them
cope better with their pain, to be more
active, and to have a higher quality of
life,” according to lead investigator Dr.

Elizabeth H.B. Lin of the Group Health
Cooperative in Seattle. Treating patients’
depression isn’t going to take the pain
away, she said, but treatment can change
the experience of pain, which can lead to
improved outcomes. 

In addition to antidepressant medica-
tions when warranted, various nonphar-
macologic strategies, including patient
psychoeducation, and cognitive-behav-
ioral interventions, can give chronic pain
patients a sense of control over their
pain and the tools needed to modify be-
haviors that contribute to emotional and
physical distress. 

The bottom line, according to chron-
ic pain expert Robert D. Kerns, Ph.D., as-
sociate professor in the departments of
psychiatry, neurology, and psychology
at Yale University, New Haven, Conn., is
that patients with chronic pain have to be
viewed from a broad biopsychosocial
perspective. 

“For greatest effectiveness [in manag-
ing chronic pain], we should be treating
the whole person, not fixing a ‘broken’
body part,” Dr. Kerns said. ■

By Diana Mahoney, New England bureau.

Share your thoughts and suggestions at
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P R E V E N T I O N I N A C T I O N

Patients suffering from chronic,
nonmalignant pain generally have

to come to terms with the fact that
finding a cure for their symptoms is
an elusive goal. A more reasonable
treatment target is pain management,
often through some combination of
analgesic medication and behavior
modification.

In fact, numerous studies have
shown that behavioral interven-
tions—particularly cognitive-behav-
ioral therapy (CBT) and self-regulato-
ry techniques such as biofeedback
and hypnosis—can significantly re-
duce pain intensity and improve emo-
tional and physical functioning. 

Ideally, after participating in a be-
havioral intervention, patients will reg-
ularly access and employ the various
coping strategies they’ve acquired. Re-
alistically, the likelihood that they will
do so diminishes over time.

Although it may not be feasible to
conduct open-ended behavioral inter-
vention groups, pain specialists at the
University of Vermont in Burlington
may have developed the next best
thing. Therapeutic Interactive Voice
Response (TIVR) was developed to
enhance the therapeutic outcome of
patients who have completed a
course of group CBT for chronic
pain and to minimize their reliance
on pharmacologic painkillers.

The first component of the TIVR
enhancement is a daily self-monitor-
ing questionnaire. Patients access the
computerized interactive telephone
system and respond by touch-pad to

a series of questions that measure
coping, perceived pain control,
mood, medication, and stress. The
objective is to improve self-monitor-
ing of pain behavior, coping skills,
and medication use, said TIVR princi-
pal investigator Dr. Magdalena R.
Naylor, director of the university’s
MindBody Medicine Clinic.

If patients desire a coping skills “re-
fresher,” they can access a didactic re-
view that provides a verbal review of
the various pain management skills
learned during the CBT intervention,
such as relaxation response, positive
self-talk, cognitive restructuring, and
distraction techniques. 

The final component is a monthly
feedback message: A therapist ana-
lyzes computer-collated, patient-spe-
cific data from the telephone re-
sponse system and records a
personalized message for participants
summarizing the daily reports and of-
fering insight into potential problem
areas. This element is critical to the
efficacy of the system, according to
Dr. Naylor, as it is a vehicle for valu-
able feedback and an ongoing positive
connection with the therapist.

In a pilot test of TIVR in a group
of 10 middle-aged patients with se-
vere, chronic musculoskeletal pain,
regular use of the TIVR both main-
tained and strengthened the thera-
peutic gains associated with the CBT
intervention ( J. Pain 2002;3:429-38).

The Vermont investigators are cur-
rently replicating the TIVR study in a
randomized, controlled trial.

Pain Relief Is a Phone Call Away

Cast a Wide Net With Chronic Pain

People who have chronic pain are ex-
traordinarily clear about the devas-

tating impact this problem has on their
psychological balance. The resulting
sense of helplessness often generates a
great deal of grief, depression, stress,
pessimism, and loneliness.

People who have never experienced
severe, chronic pain, however, have no
idea how disruptive it can be. Because
of this, they may erroneously assume
(and even suggest) that the pain is pure-
ly psychological or a sign of weakness
of character or will—sentiments that

further iso-
late and
alienate the
sufferers.

This isola-
tion is exacer-
bated by the
c u r r e n t
health care
culture. Al-
though some
understand-
ing exists of
the medical
conundrum

of pain, the psychiatric ramifications
are very much an afterthought. The
proactive approach of considering
mind and body takes a back seat to the
mechanistic approach of trying to heal
the physical body while ignoring the
mind.

This approach is rather typical of
Western medicine and has its origins as
far back as the Descartes doctrine of the
distinction between the mind and body. 

Because Western medicine focuses
so intently on the mechanistic view of
life and well-being, we don’t have evi-
dence of the efficacy of other, more es-
oteric forms of healing, such as
acupuncture, meditation, prayer, and
support group activities. We won’t be
able to collect such evidence until West-
ern health care providers routinely be-
gin to embrace non-Western ap-
proaches to health care that address
issues of both the mind and the body.

Fortunately, science may be taking us
in that direction. The mechanism of
pain has been connected to the sero-
toninergic neurotransmitter system in
the brain and body, which is also linked
to depression. This connection sug-
gests a potential route for therapeutic
benefit of antidepressant medications
for chronic pain.

Bridging the mind/body gap in our
management of chronic pain is not im-
possible, but doing so does require a
critical culture shift in which neither el-
ement takes a backseat to the other. 

DR. BELL is chief executive officer and

president of Community Mental Health
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