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This study was designed to evaluate the psychological sta-
tus of 50 individuals without chronic pain and without psy-
chotherapeutic drug therapy, Group I, the control group;
and Group II, a chronic pain group with 100 chronic pain
patients.  All the participants were tested utilizing Millon
Clinical Multiaxial Inventory III (MCMI-III).  Results were
analyzed and compared for various clinical personality pat-
terns, including personality traits and personality disorders;
severe personality pathology for schizotypal, borderline and
paranoid personality pathology; and multiple clinical syn-
dromes, including generalized anxiety disorder, somatiza-
tion disorder, major depression, bipolar manic disorder and
dysthymic disorder, etc.

There were no significant differences noted in clinical per-
sonality patterns or severe personality pathology.  In the
analysis of clinical syndromes, generalized anxiety disor-

der (40% vs 14%), somatization disorder (26% vs 0%), and
major depression (22% vs 4%) were seen in a greater pro-
portion of patients in the chronic pain group.  The preva-
lence of psychological disorders in the control group was
24%, compared to 55% in chronic pain group.

In conclusion, this evaluation showed that clinical person-
ality patterns are present in both groups of patients.  Psy-
chological abnormalities such as generalized anxiety disor-
der, somatization disorder, and major depression are com-
monly seen in chronic pain patients.

Keywords:  Chronic pain, psychological evaluation, de-
pression, generalized anxiety disorder, somatization disor-
der, personality disorders, Millon Clinical Multiaxial In-
ventory-III

Chronic pain is a complex phenomenon, involving sen-
sory, cognitive, affective, and behavioral components.  It
is widely viewed as a biopsychosocial phenomenon, in
which biological, psychological, and social factors dynami-
cally interact with one another (1, 2).  Broad categories of
psychological influences on chronic pain include person-
ality, depression, anxiety, and somatization; along with
nonspecific issues such as emotion, anger and drug depen-
dency, etc.  Thus, psychological factors become challeng-
ing issues for an interventional pain practitioner.

There is a preponderance of evidence of association of
chronic pain and mental disorders (3-27).  However, there
has been a long-standing struggle between the preponder-
ance of an organic basis for chronic pain vs. preponder-

ance of a psychosocial basis.  Fishbain et al (28), in a meta-
analysis of previous studies of chronic pain and depres-
sion, examined a total of 191 studies and reviewed in de-
tail 83 studies, concluding that 21 of 23 articles related the
severity of pain to the degree of depression.  In addition,
the duration of pain was also related to the development of
depression in three of the three articles that included pa-
tients with multiple types of symptomatology.  Thus, de-
pression is a hallmark of chronic pain.  However, biomedi-
cal purists or organic reductionists maintain that depres-
sion is a rational consequence of unrelenting, undiagnosed
pain.  In contrast, psychosocial purists or psychological
reductionists maintain that the depression is a feature of
personality prone to chronic pain and its result in disabil-
ity.  Fishbain et al (28) presented strong evidence indicat-
ing that depression is a feature secondary to chronic pain.
They also showed greater support for the consequence and
scar hypothesis than for the antecedent hypothesis in re-
gard to the relationship between pain and depression.  Even
though many psychiatric diagnoses have been described
in association with chronic pain, depressive disorders and
anxiety disorders are predominant.  The evidence on diag-
nosis of somatoform disorders, particularly somatization
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disorder, is conflicting (3, 4, 7, 29-31).

A considerable amount of research has been devoted to
profiling the psychological and behavioral characteristics
of chronic pain patients using numerous psychological in-
struments (32).  These include, but are not limited to, mea-
sures of personality, mood, less ability in coping, and pain
impact.  Ideally, patient evaluation of psychological pro-
files should be useful for classifying individual patients,
determining treatment strategies, and predicting treatment
response, apart from developing a better understanding of
the psychological mechanisms mediating the chronic pain
experience.

The clinical results of interventional procedures are often
mediated by several factors in addition to physical illness,
including the patient’s emotional status, social environment,
lifestyle, and incentive for improvement.  Many of these
factors have been shown to be predictive of poor surgical
outcome (33).  However, Carragee (34) showed that psy-
chological screening seems to be most useful in those pa-
tients with lesser degrees of disc pathologic findings, longer
disability, and confounding economic issues.

Assessment of psychological status is achieved using in-
terviews and self-report instruments.  Ideally, psychologi-
cal evaluation is performed by a trained psychologist or a
psychiatrist with interview and utilization of self-report
instruments.  This requires identification of the patients
requiring the services of a psychologist or a psychiatrist
and availability of psychiatrists and psychologists inter-
ested in pain management in the community, and final fea-
sibility rests on financial resources.  The comprehen-
sive psychological interview and evaluation are extensive
and expensive, not covered by many insurers, resulting in
practical problems for interventional pain physicians.  Clini-
cal trials have established the efficacy of antidepressant
medications and specific psychotherapies for depressive
psychiatric and primary care patients when care is pro-
vided by trained research personnel or under standarized
protocols (35-40).

Comprehensive psychological evaluation is performed only
by mental health professionals including psychologists and
psychiatrists.  Similarly, the Minnesota Multiphasic Per-
sonality Inventory (MMPI) also should be administered
under the supervision of a clinical psychologist.  Further,
the MMPI-II profile of a patient in pain has significantly
different meaning than the identical test profile of a person
who presents with primary symptoms other than pain.  Thus,
MMPI-II administration requires experience to properly

use the test, with specific and advanced training in pain
psychology.  In addition, various other tests have also been
utilized with increasing frequency in interventional pain
management.  There are multiple instruments which can
be used by physicians, nurses, and other qualified clini-
cians, along with psychologists and psychiatrists.

The Millon Clinical Multiaxial Inventory (MCMI) is an
evolving assessment tool.  Numerous features are distin-
guished in the MCMI-III from other inventories, includ-
ing its relative brevity, its theoretical anchoring, its struc-
tural characteristics, and the use of a three-stage valida-
tion framework.  The MCMI-III may be used by psycholo-
gists and other qualified mental health professionals in clini-
cal or counseling settings where individuals are being evalu-
ated for emotional, behavioral or interpersonal difficulties.
It can be used to assess clinical and personality disorders
and to guide treatment decisions by providing an integrated
picture of personality characteristics and clinical syn-
dromes.  The MCMI-III Manual states that individuals who
use the MCMI and its associated reports or supervise its
use should have sufficient background in tectologic and
psychometric methods, and clinical practice and theory to
understand test manuals.  However, the MCMI-III Manual
also states that uses of the Millon computer-based reports
register high levels of satisfaction with their overall qual-
ity and with their correspondence to independently derive
with clinical observations and judgments.  It is cautioned,
nevertheless, that clinicians who use the interpretative re-
port should not be lulled over time into uncritical accep-
tance; they should routinely compare the statements gen-
erated against independent clinical evidence (41).  How-
ever, the findings of recent investigations into the validity
of MCMI interpretative reports provide strong evidence
that ratings of its accuracy are higher than can be accounted
for by the Barnum effect or the computer-generated for-
mat (41-44).  Considering the fact that many chronic pain
patients suffer with mental disorders, their comprehensive
evaluation is not feasible; and psychological evaluation has
not been conducted in patients presenting in an
interventional pain medicine setting and compared to a
nonpatient population, specifically utilizing a screening
evaluation.  Hence, this screening evaluation was under-
taken to evaluate the psychological status of chronic pain
patients involved in an interventional pain medicine set-
ting and to compare them with individuals without history
of chronic pain or a psychotherapeutic drug therapy, present
or past, utilizing a standarized major psychological instru-
ment the MCMI-III.  The purpose of the study was to see
if patients presenting to an interventional pain medicine
setting are different from normal individuals without pain
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and also to evaluate the feasibility of the MCMI-III as a
screening test for patients undergoing interventional pain
procedures.

METHODS

This study was designed to evaluate the psychological sta-
tus of 50 individuals without chronic pain and psychothera-
peutic drug therapy (Group I), the control group; and Group
II, or a  group of 100 chronic pain patients presenting to
one private interventional pain management practice in a
nonuniversity setting.  The control group was recruited from
a nonpain patient population of employees, their spouses,
and relatives, by posting a notice at the center.  Patients
younger than 18 years or older than 90 years, those who
had had pain for less than 6 months, and those who were
unable to undergo psychological evaluation and testing
were excluded from the pain patient group.  In the control
group, if the patients suffered with any type of pain, chronic
or acute, were on any psychotherapeutic drugs, and had
had any history of major psychological problems in the
past, or received any type of psychological management,
they were excluded.  There was no remuneration for any
of the participants.

Patients in both groups, Group I, the control group, with
no pain and Group II, the chronic pain group, were evalu-
ated with the MCMI-III.  It was given to all participants in
both groups, along with an explanation of the nature of the

test and utilization of the data for purposes of publication.
Patients in Group II also understood that the results would
be utilized in their management.  One hundred consecu-
tive patients who met inclusion criteria and agreed to par-
ticipate were included in Group II.

Following completion of the study, data were analyzed for
various aspects by a statistician without knowledge of who
the participants were.  Data were recorded on a database
using Microsoft Access®, the SPSS version 9.0 statistical
package.  This package was used to generate the frequency
tables, and the chi-squared statistic was used to test the
significance difference between groups, Fischer’s exact test
was used wherever expected value was less than five.
Results were considered statistically significant if the p
value was less than 0.05.

RESULTS

There were no differences noted in the participant charac-
teristics of age or gender.

Personality Patterns

As shown in Table 1, personality patterns (traits, and dis-
orders) were analyzed for schizoid, avoidant, dependent,
histrionic, narcissistic, antisocial, sadistic, compulsive,
negativistic, and masochistic characteristics.  No signifi-
cant differences were identified among groups.

Personality Traits Personality Disorders

Group I Group II Group I Group II

Compulsive 22% 12% 16% 10%

Histrionic 10% 12% 24% 9%

Narcissistic 10% 5% 4% 4%

Dependent 2% 11% 12% 10%

Avoidant 2% 7% 2% 10%

Schizoid 0% 2% 2% 9%

Negativistic 2% 9% 0% 3%

Sadistic 2% 2% 0% 1%

Antisocial 2% 2% 0% 2%

Masochistic 0% 1% 0% 0%

At least One abnormality 62% 62% 42% 50%

Table 1: Clinical personality patterns

Group I - Control   Group II - Chronic Pain
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Table 2 shows severe personality pathology, without sig-
nificant differences among groups.

Clinical Syndromes

The MCMI-III denotes clinical syndromes, as well as se-
vere clinical syndromes.  While thought disorder, major
depression and delusion disorder are considered as severe
clinical syndromes; anxiety disorder, somatoform disor-
der, bipolar manic disorder, dysthymic disorder, alcohol
dependence, drug dependence, and post-traumatic stress
were considered as clinical syndromes.  However, in the
category of severe clinical syndromes, including thought
disorder, major depression and delusion disorder, only
major depression was of any importance.  Hence, the re-
sults of clinical syndromes and severe clinical syndromes
were combined, with the addition of major depression to
clinical syndromes and elimination of thought disorder and
delusional disorder, which were present in only 1% of the
patients in Group II.

As shown in Table 3, a significantly greater proportion of
patients in Group II presented with generalized anxiety
disorder (40%), somatization disorder (26%), and major
depression (22%).

DISCUSSION

Patients with chronic pain compared to patients without
pain or psychotherapeutic drug therapy showed no signifi-
cant differences in terms of clinical personality patterns or
severe personality pathology.  However, significant differ-
ences were noted, with the clinical syndromes consisting
of a triad of generalized anxiety disorder, major depres-
sion, and somatization disorder.  In addition, only 24% of
the normal population presented with a diagnosable men-
tal disorder using the MCMI, in contrast to 55% of the
population suffering with chronic pain.  The goal of the
study was to describe the association between mental dis-

Personality Pathology

Group I Group II

Borderline 6% 16%

Paranoid 4% 11%

Schizotypal 2% 7%

At least one abnormality 12% 31%

Table 2.  Severe personality pathology

Group I - Control   Group II - Chronic Pain

Clinical Syndrome

Group I Group II

Generalized anxiety disorder 14% 40%*

Somatization disorder 0% 26%*

Major depression 4% 22%*

Bipolar: manic disorder 4% 2%

Alcohol dependence 0% 5%

Post-traumatic stress 2% 2%

Dysthymic disorder 0% 2%

At least One abnormality 14% 51%*

Table 3.  Clinical syndromes

Group I - Control   Group II - Chronic Pain   * Indicates significant difference

orders and chronic pain in an interventional pain medicine
setting.

Polatin et al (23) in evaluating the relationship of psycho-
pathology and chronic low back pain in 200 patients,
showed that depressive disorders accounted for 49% of
current prevalence and 68% of lifetime prevalence in
chronic low back pain patients; whereas anxiety disorders
were present in 15% of the patients, with substance abuse
disorders in 19%.  Kramlinger et al (45) showed current
major depressive rates as 25%, which was definite, and
39% with a probable evidence.  Manchikanti et al (24) in
evaluating 200 low back pain patients in an interventional
pain management setting, showed that 65% of the patients
presented with one or more psychological abnormalities,
excluding personality traits or disorders.  They also re-
ported generalized anxiety disorder in 49% of the patients,
depressive disorders in 53% of the patients, and somatiza-
tion disorder in 34% of the patients.  Apart from clinical
disorders such as depression, generalized anxiety disorder
and somatization disorder, the influence of personality on
pain experience has long interested clinicians working with
individuals having chronic pain (46).  Many early theories
of chronic pain also maintained that personality played an
important role in the development and maintenance of
chronic pain conditions (47-51).  The early psychological
literature on chronic pain focused on the relationship of
personality to pain, and significant writings about person-
ality and pain were based on a model of personality that
emphasized the influence of personality traits or disposi-
tions that are present not only in chronic pain patients, but
also in the population at large (46).
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The present study sought to compare the psychological
status of patients suffering with chronic persistent pain with
that of individuals without pain.  Surprisingly, our results
showed that various types of personality patterns and per-
sonality disorders were not significantly different in the
two groups of patients.  Thus, it is difficult to associate
personality pattern or pathology with chronic pain.  It is
possible that the role of personality patterns, disorders or
pathology in chronic pain, specifically in the interventional
pain management setting, is unclear and, at best, only hy-
pothetical.

The incidence of generalized anxiety disorder in 40% of
patients in the present study is similar to the results of gen-
eralized anxiety disorder in our previous evaluation of low
back pain patients with 49% incidence (24).  However,
Polatin et al (23) showed anxiety disorders to be present
only in 15% of patients.  The 14% incidence of anxiety
disorder in the present study in the control group is also
similar to the incidence of 13% in a population in the 18 to
54 age group in the US population (52).  Asmundson et al
(53) also showed that only 18% of the patients with chronic
musculoskeletal pain were diagnosed with a current anxi-
ety disorder.  Atkinson et al (15) however, comparing pa-
tients with low back pain to a matched sample of pain-free
men, found that the chronic pain groups had significantly
higher lifetime prevalence rates of major anxiety disorder
of 31% vs. 14%, which is similar to results in this study.

Depressive disorder was shown to be present in 26% of
the population with chronic pain (major depression 22%,
dysthymia 2% and bipolar manic disorder 2%), whereas it
was present in only 8% of individuals without chronic pain
(major depression 4%, dysthymia 0%, and bipolar manic
disorder 4%).  Statistics show that approximately 10% of
the US population age 18 and older has a depressive dis-
order, whereas 5% suffer with major depression (54-56).
The results in pain patients were similar to the previous
reports of Fishbain et al (28), with presence of depression
in 30% of the patients; to our previous results in low back
pain patients, with an incidence of 23% (24), and to those
of Magni et al (25), with findings of depression in 18% of
patients.  However, the results showed a lesser incidence
compared to the previous findings of Polatin et al (23),
showing the presence of major depressive disorder in 49%
of the population, in patients with low back pain.

Similar to anxiety disorders and depression, somatization
disorder appears to be common in chronic pain patients.
Somatization disorder is not only a complex disorder, but
also a complicated and controversial psychiatric diagno-

sis.  Aronoff et al (57) questioned the validity of pain dis-
order in somatization disorder as diagnostic entities.  Pa-
tients with a tendency towards somatization may present
to physicians hoping to obtain medical attention and symp-
tomatic treatment.  This tendency essentially begins in
childhood and is believed to account for a significant pro-
portion of medical care utilization in adults.  Fink et al
(58) showed that between 22% and 58% of the consecu-
tive patients in primary care fulfill the diagnostic criteria
for a somatization disorder.  Katon et al (59) diagnosed
somatization disorder in 16% of the patients.  In our previ-
ous evaluation (24), we showed that somatization disorder
was present in 34% of the patients, with no significant dif-
ference between men and women in patients who were
suffering with chronic low back pain.  Our present results
of 26% incidence of somatization disorder in chronic pain
patients is somewhat similar to some studies, whereas it is
lower than in other studies.

As a whole, our data does not support correlation between
personality features, disorders, pathology and chronic pain.
However, it supports the association between chronic pain
and multiple psychological disorders, including general-
ized anxiety disorder, major depression, and somatization
disorder.  Obviously, in a significant number of patients,
there is a physical problem associated with an emotional
issue.  Thus, we recommend that patients presenting with
chronic pain to an interventional pain management setting
must undergo psychological evaluation evaluating three
dimensions, namely, generalized anxiety disorder, depres-
sion and somatization disorder.

Our study may be criticized for not depending on provider
evaluation for screening purposes; omitting clinical inter-
view by a psychologist; and, finally, utilizing a single self-
reporting instrument.  We argue that much of the informa-
tion obtained in pain management, including the informa-
tion obtained from comprehensive pain questionnaires,
even though exhaustive, is not sufficient to evaluate psy-
chological condition of a chronic pain patient.  Further, it
is sobering to note that Waddell and Turk (60), while em-
phasizing the importance of psychological evaluation, as-
serted that psychological diseases cannot be assessed reli-
ably by general physicians vs surgeons vs clinical impres-
sion.  Waddell further stated that, in spite of his extensive
research experience in the field of low back pain manage-
ment and diagnosis, when he compared his rating of de-
pression from his general clinical interview with the
patient’s score on a psychological questionnaire evaluat-
ing major depressive symptoms, his clinical judgment was
hopelessly “inaccurate” (60).
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We have not utilized a psychological interview in conjunc-
tion with MCMI-III evaluation, as our purpose was to evalu-
ate psychological disorders based on a self-reporting in-
strument for screening purposes.  However, further
clinician’s judgment may selectively refer patients for com-
prehensive psychological evaluation and subsequent man-
agement.  Psychologists and psychiatrists may tend to dis-
agree with this approach.  However, to maintain appropri-
ate access and manage issues of psychological importance
in clinical practice, this approach is essential and also cost-
effective.

The third criticism may be utilization of a single instru-
ment, namely, the MCMI-III.  Multiple psychological
evaluations have been designed to evaluate a patient’s per-
sonality, along with various other issues.  Even though ar-
guments exist on both sides about clinical interview and
personal impressions as a psychologist, psychiatrist or a
physician, most reliable psychological evaluations are per-
formed by self-report instruments or psychological tests.
The most commonly used self-reporting instruments in
evaluation of chronic pain are the MMPI, MCMI, Millon
Behavioral Health Inventory (MBHI), Symptom Check
List-90 (SCL-90), Illness Behavior Questionnaire (IBQ),
Beck’s Depression Inventory (BDI), Hamilton Rating Scale
for Depression, Zung Self-rating Depression Scale, and
Modified Somatic Perception Questionnaire (MSPQ),
among others.  The MCMI-III is considered an appropri-
ate test for personality, as well as diagnosis of clinical syn-
dromes.  The MCMI-III is an extensive test providing
multiple dimensions of personality, along with issues re-
lated to pain management, including all the mood disor-
ders and drug dependence, as well as alcohol dependence,
etc.  The MCMI-III is a questionnaire with 175 questions
compared to the MMPI with 566 questions, and is easily
administered, as well as less expensive.  Even though
MCMI-III could be considered too difficult to perform for
routine psychological evaluation and chronic pain patients
for screening purposes, this test was utilized for the sole
purpose of extensive evaluation in this group of patients
compared to normal individuals to identify core differences
in personality conditions and clinical syndromes.  Some
also may question the validity of the MCMI.  It is intended
to be an evolving assessment to be refined as needed on
the basis of substantial advances (41).

Currently, more than 400 research articles have been pub-
lished that employ the MCMI as a major assessment in-
strument (41).  Numerous cross-validation and cross-gen-
eralization studies have been and continue to be executed
with the goal of evaluating and improving each of the ele-

ments that make up the MCMI: its items, scales, scoring
procedures, algorithms, and interpretative text (41).  Mul-
tiple potential advantages of the MCMI include the rela-
tive brevity of the inventory, its theoretical anchoring, its
multiaxial format, its construction through three stages of
validation, its use of base-rate scores, and its interpreta-
tive depth (41).  In addition, the findings of multiple in-
vestigations into the validity of MCMI interpretative re-
ports provide strong evidence that ratings of its accuracy
are higher than can be accounted for by the computer-gen-
erated format (41-44).  Multiple-item development included
not only theory-based structural and functional domains
but were also modified to parallel the substantive nature
of DSM-IV diagnostic criteria.  Internal consistency and
test-retest reliability were also demonstrated.
In addition, we may be criticized for utilizing participants
in the control group without pain or psychotherapeutic drug
therapy and comparing them with pain patients, most of
them receiving psychotherapeutic drug therapy.  Further,
we may be criticized for using the MCMI-III on partici-
pants in Group I without psychotherapeutic drug therapy
and also without any expected psychiatric disorders.  The
authors of this study recognize that the MCMI was devel-
oped to describe and differentiate among various adult
psychiatric patients.  It is also recognized that the MCMI
was designed to assess personality characteristics and be-
havioral manifestations that fall outside the normal range
of functioning (61).  The normative data of the MCMI-III
reflect disorder prevalence rates that are unlikely to be
found outside mental health settings (61).  Millon and
Grossman (61) state that the performance of normals on
the MCMI-III has yet to be systematically studied.  They
also reported results of one study designed to investigate
the validity of the original MCMI as a screening instru-
ment in a university setting, in which 241 college fresh-
man were administered the MCMI.  Using the BR-85 cri-
terion, 75 of these subjects would have been classified as
“depressed,” greatly exceeding other estimates of preva-
lence of psychiatric disturbance in an unselected college
sample (61).  However, we were unable to observe such
major abnormalities in the normal population, either with
personality patterns, personality pathology, or clinical syn-
dromes.  It is also essential to compare nonpain patients
without any psychotherapeutic drug therapy to obtain
proper data in comparison to pain patients.

We may also face criticism on evaluation of various per-
sonality features and severe personality pathology.  How-
ever, this would be essential to differentiate personality
features, personality traits, and personality disorders from
severe personality pathology.  Personality traits are endur-
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ing patterns of personality, relating to, and thinking of the
involvement in oneself that is exhibited in a wide range of
social and personal contexts.  In contrast, the sensitive fu-
ture of a personality disorder is an enduring pattern of in-
experience and behavior that deviates markedly from the
expectations of the individuals and culture and is mani-
fested in at least two of the four areas of cognition, affec-
tivity, interpersonal functioning, or impulse control.  This
enduring pattern is inflexible and pervasive across a wide,
broad range of personal and social situations and leads to
clinically significant distress or impairment in social, oc-
cupational, or other important areas of functioning.  How-
ever, the pattern is stable and of long duration, its onset
can be traced back at least to adolescence or early adult-
hood, it is not better accounted as a manifestation or con-
sequence of another medical disorder, and is not due to the
direct physiological effects of the substance.  In addition,
specific diagnostic criteria are also provided for each of
the personality disorders.

Finally, a common argument is that depressive symptoms
and anxiety symptoms are different from depressive disor-
ders such as major depression, dysthymia, or generalized
anxiety disorder.  However, in this study, instead of a BR
of a certain range, we use the diagnosis as evidenced and
provided by the interpretative report.

There are no data available in the medical literature with
regards to treatment of personality disorders, somatization
disorder, and anxiety disorder in chronic pain in relation
to outcomes.  However, there is some evidence in the lit-
erature showing that depression must and should be treated
in the context of general medical conditions, which may
improve the prognosis of both depression, as well as the
general medical conditions (26).  Patients with chronic pain
frequently do have serious psychopathology, most often,
depressive disorders, anxiety disorders, and somatization
disorders, as shown in this study.  However, chronic pain
should not be discounted or ignored because of its asso-
ciation with psychological disorders.  Similarly, psycho-
logical disorders should not be discounted or ignored be-
cause of this association with chronic pain.  In addition, it
is also important to recognize that not all patients with
chronic pain also suffer with psychological disorders.  It is
also equally important to recognize that psychological dis-
orders, when present, influence pain and may in turn, be
influenced by the level of pain.  Thus, it is essential to
diagnose psychological disorders prior to embarking on
interventional procedures and to try to maximally treat psy-
chological disorders to the best of one’s ability and reduce
the chronic pain to some extent, specifically if a psycho-

logical condition is a confounding factor.

CONCLUSION

A significant number of patients in the chronic pain group
presented with generalized anxiety disorder, somatization
disorder, and major depression.  In addition, a greater pro-
portion of patients also presented with a psychological dis-
order in the chronic pain group (55% vs 24%).  Hence, we
conclude that there may not be a significant relationship
between personality patterns and chronic pain, whereas a
significant proportion of chronic pain patients do suffer
with generalized anxiety disorder, somatization disorder
and major depression.  Hence, it is recommended that all
patients with chronic pain presenting for interventional pain
management should undergo at least a screening psycho-
logical evaluation to evaluate these three factors, if
contraindications do not exist.
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