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Abstract: At least 40 to 60 percent of women and at least 20 percent
of men with chronic pain disorders report a history of being abused
during childhood and/or adulthood. This incidence of abuse is two to
four times higher than in the general population. Patients with more
severe or frequent abuse, usually during childhood and worse if sexual
in nature. often develop specific syndromes or combinations of syn-
dromes. These syndromes include posttraumatic stress disorder, fibro-
myalgia, and other conditions characterized by repression, somatiza-
tion, and increased utilization of medical care. Psychosomatic
symptoms and dysfunctional behaviors may emerge as these patients
seek attention and validation of their suffering, while paradoxically
repressing painful memories of trauma. Behavioral observations and
key features of the physical examination may greatly help the clinician
identify both the presence and severity of psychosomatic disease. In
addition, it is very interesting that various studies document physiologic
changes in the brains of patients with a history of abuse and in patients
with a diagnosis of fibromyalgia. These studies suggest that abuse may
physiologically and developmentally increase a person’s susceptibility
to pain and that some organic changes may be associated with psycho-
genic disease.

Diagnosis and treatment of even the most challenging patients with
chronic pain is much more effective if it includes (a) careful inquiry
about any history of past or present abuse or other severe trauma, (b)
empathy and constructive validation of disease and suffering, (c) rec-
ognition of dysfunctional pain behaviors and personality traits, (d) doc-
umentation of nonanatomic as well as anatomic features on examina-
tion, (e) multidisciplinary treatments including psychotherapy
whenever indicated, and (f) noninvasive procedures and alternatives to
potentially habit-forming medications whenever possible and appropri-
ate. Furthermore, it has been shown that helping patients gain insight
about the relationship between abuse and their current symptoms leads
to decreased health care utilization. Practical guidelines are provided for
identifying psychopathology, communicating effectively, and achiev-
ing better treatment outcomes for these unfortunate patients.
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Pain is subjective and influenced greatly by prior experi-
ences, and pain is real. Pain associated with organic (ob-
jective) pathology is more easily explained and treated. How-
ever, pain that is atypical or unexplainable is usually a source
of greater confusion and frustration. This is particularly true
when it occurs in patients who are highly focused upon symp-
toms and who may become upset when presented with what
is perceived to be “no diagnosis.” Clinicians are compelled to
respond to pain regardless of the etiology, and recently there
have been political pressures upon hospital and other medical
facilities to treat pain more aggressively. A deeper under-
standing of psychosomatic pain and somatization behaviors
will provide the clinician with the necessary tools to be more
confident and effective in managing pain of all etiologies.
Chronic pain patients have an increased incidence of
being emotionally, physically, or sexually abused. The un-
derlying psychopathology may involve posttraumatic stress
disorder, and this may explain the personality traits and dra-
matic behaviors often exhibited by certain patients with
chronic pain disorders. It is theorized that (a) somatization
and dysfunctional behaviors emerge as patients repress pain-

Key Points

* A history of abuse may be identified in more than
40% of women and 20% of men with chronic pain.

» Patients with chronic pain, particularly those with ex-
cessive or dramatic symptoms, should routinely be
asked about a history of abuse.

* A history of physical abuse during childhood and/or
adulthood may be associated with posttraumatic stress
disorder, fibromyalgia, and other diseases character-
ized by repression, excessive somatization and in-
creased utilization of health care.

* Observation and documentation of dysfunctional be-
haviors and key features of the physical examination
may provide important evidence of psychogenic dis-
ease.

» Even when chronic pain is associated with significant
psychopathology, improved treatment outcomes may
be achieved by accepting the patient’s symptoms as
real and by providing empathy, validation, and mul-
tidisciplinary therapies.
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ful memories, yet seek attention and validation of their suf-
fering, and (b) many observable behaviors cataloged in this
article can be documented and utilized to facilitate proper
diagnosis and treatment of even the most challenging patients
with chronic pain.

Classification of Pain

Symptoms associated with objective findings are usually
easily explained using medical guidelines and terminology.
Symptoms which are not associated with objective findings
may still be easily explained if there are features which cor-
respond to known anatomic pathways or physiologic disor-
ders. However, symptoms are likely to be psychogenic when
there are limited or no objective findings and when there are
features which do not correspond to known anatomic path-
ways or physiologic disorders. These distinctions should serve
as clues to the clinician that there may be a need to be more
persistent in exploring the psychosocial history of a patient. A
practical and simple classification of pain should facilitate
this evaluation plus provide a framework for documentation
and communication.

Pain (each symptom) may be divided into four general
diagnostic categories. The following discussion is directed
primarily toward pain which is considered nonanatomic or
largely psychogenic (categories 3 and 4 below). The terms
“anatomic” and “nonanatomic” are selected because of the
applications discussed above and because the terms are com-
monly used in medical reports including disability/impair-
ment examinations. Anatomic features are those which cor-
respond to known physiologic patterns and pathways.
Objective findings are those which are reproducible on phys-
ical examination (ie, deep tendon reflexes) or through diag-
nostic tests (ie, imaging studies). This is distinguished from
subjective findings which are comprised of information re-
ported by the patient (ie, symptoms, or responses given dur-
ing the sensory examination). Strategies for documenting a
variety of pain behaviors and conducting the physical exam-
ination are provided in the “Behavioral Observations™ section
of this paper. The proposed categories are as follows:

(1) Pain with anatomic features and objective find-
ings. This diagnosis is more obvious and is supported by the
physical examination and test results. Examples include lum-
bosacral radiculopathy, carpal tunnel syndrome, and shingles
diagnosed with characteristic skin lesions.

(2) Pain with anatomic features and without objective
findings. This diagnosis is made primarily through clinical
impression, rather than test results. The history alone may be
sufficient to make the diagnosis because the symptoms cor-
relate with physiologic disease and anatomic patterns. Exam-
ples include classic migraines, trigeminal neuralgia, and shin-
gles when diagnosed without skin lesions.

(3) Pain with nonanatomic features associated with
stress and somatization. This is suggested by a constellation
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of symptoms, psychosocial history, limited or absent objec-
tive abnormalities, inconsistent details obtained during the
history and/or examination, or bizarre findings on physical
examination. The patient may be highly focused upon a few
symptoms or a multitude of symptoms. The associated be-
haviors are considered to be primarily “subconscious” or un-
intentional. Symptoms commonly include a variety of mus-
culoskeletal disorders such as fibromyalgia syndrome, tension
headaches, or chronic neck or back pain. Conversion disorder
could be considered a more extreme example.

(4) Pain with nonanatomic features associated with
perceived physical injury and symptom magnification.
These symptoms are often numerous, inconsistent, contrary
to normal physiologic principles, and/or disproportionate to
the objective findings. The associated behaviors are generally
considered to reflect some degree of “conscious” deception or
“malingering.” Soft tissue injuries with sprains or strains are
common, and there is often a history of prior accidents and
injuries. In addition, these symptoms tend to be more chronic
and dramatic, particularly if litigation or other secondary gain
is involved. However, pre-existing psychopathology and more
obscure forms of secondary gain may still play a significant
role. Examples of this type of pain include symptoms which
may be coupled with inconsistent findings on physical exam-
ination and a history suggesting a relatively minor injury,
such as chronic posttraumatic headaches, neck pain (“whip-
lash”), back pain, or weakness in an extremity. Comparing
the observation of spontaneous behaviors with the findings on
physical examination is usually the most important means of
confidently identifying patients in this category (spontaneous
movements are often performed much better than those dur-
ing formal examination).

Psychological Aspects of Chronic Pain

Pain is a very common complaint in any medical prac-
tice, yet the evaluation and treatment of patients with chronic
pain is often frustrating and even intimidating. This is prob-
ably because clinicians (a) dislike problems which are “un-
explainable,” (b) often have difficulty recognizing nonana-
tomic features on examination, (c) fear missing the diagnosis
of an underlying organic disease, (d) are uncomfortable or
unfamiliar with various treatment options, and (e) are over-
whelmed by the wide array of pain behaviors exhibited by
patients. However, the clinician armed with insight into the
psychological framework of chronic pain will easily be able
to achieve better treatment outcomes. All clinicians involved
in the management of chronic pain should be aware of some
profound, yet largely ignored, psychiatric literature. The lit-
erature suggests that patients with chronic pain have a past
history of abuse that is 2 to 4 times higher than the general
population. In addition, it is suggested that posttraumatic
stress disorder often underlies the emotional and actual phys-
iologic changes in patients with chronic pain and other dis-
eases.
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There is a well-established relationship between physical
and/or sexual abuse and both the development of chronic
pain'~ and a poorer adjustment to pain.'*> A study of college
students with chronic pain yielded a history of abuse in 43.5%
of the females (275 subjects) and 23.8% of the males (151
subjects).! Unfortunately, childhood abuse proves to be a
remarkably widespread problem in all socioeconomic classes
surveyed in this country. In most studies, 15 to 30% of women
have a reported history of sexual abuse during childhood.* In
a cross-sectional study of 1,931 women, 22% reported a his-
tory of physical or sexual abuse during childhood or adoles-
cence.” A national survey of 5,877 subjects yielded reports of
childhood sexual abuse in 13.5% of women and in 2.5% of
men. Although the problem is much less common in men, it
is characterized by significant psychopathology in adulthood.®

Physical abuse during childhood is associated with the
development of a variety of specific adult diseases and in-
creased utilization of health care.>”"® In addition, women who
were physically or sexually abused during childhood have
medical and psychological problems similar to women who
are currently experiencing abuse.” The sexual abuse of fe-
males during childhood is particularly damaging and is highly
correlated with increased physical symptoms,* somatization
and dissociation,”'® substance abuse,>*'® psychogenic sei-
zures,''™3 chronic fatigue,'*'> posttraumatic stress disor-
der,'®!” bladder dysfunction, headaches, asthma, diabetes,
heart disease,'® depression,® as well as other lifelong psycho-
pathologies.®'® Furthermore, the greater the number of per-
petrators of sexual abuse identified by each patient, the greater
the number of chronic physical symptoms reported.’

A study of 91 outpatients with chronic pain yielded a
history of abuse in 64.7% with a diagnosis of fibromyalgia,
61.9% with myofascial pain, 50.0% with facial pain, and
48.3% with other pain disorders.'” In addition, it is suggested
that sexual, physical, and emotional trauma may be important
factors in the development and maintenance of fibromyalgia
and associated disability in many patients.’°** Sexual and
physical abuses during childhood have also been linked to
other confusing and complex disorders, including chronic pel-
vic pain,'®?*** and chemical intolerance.*’

The psychiatric literature strongly links childhood abuse
to the development of posttraumatic stress disorder.'®!72¢ It
is suggested that dissociated traumatic memories of sexual
abuse may produce future psychopathology through displace-
ment manifested by a variety of conversion symptoms or
somatization, and by producing delayed posttraumatic stress
disorder when current experiences elicit painful memories.
Furthermore, anxiety and depression triggered by these mem-
ories often leads to alcohol and drug abuse.?’

Coexisting disease such as anxiety or depression,®*® be-
ing physically or psychologically abused during adulthood,*
parental alcoholism,'® and other psychosocial problems® in-
crease the likelihood and severity of somatization. In addi-
tion, patients with dysfunctional pain behaviors often have
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coexisting organic disease. For example, it is well known that
psychogenic seizures are more common in patients who have
epileptic seizures. Recently, it has also been found that pa-
tients with organic seizures as well as those with psychogenic
seizures have an increased incidence of various forms of
abuse. The psychosocial history may thus be important in the
treatment of all patients with seizures, but particularly in
those with intractable seizures.*’

The relationship between a history of abuse and chronic
pain disorders has been widely reported, but this has become
a controversial topic. A review of the medical literature led
some authors to conclude that existing data is insufficient to
prove that victimization significantly increases the risk of
chronic pain in adulthood. Criticism includes the fact that the
majority of the existing studies were retrospective in nature
and were thus subject to self-reporting, which may be unre-
liable.>® While there may actually be only a modest link
between a history of abuse and some general categories of
chronic pain (headaches, back pain, unexplained pain, etc.),
other criticisms are not practical or justified for the following
reasons: First, any population of patients identified by a pro-
spective study would obviously be far more likely to receive
prompt psychotherapy than those patients identified retro-
spectively. Second, the large population of patients with com-
mon pain disorders differs greatly from the much smaller
segment of patients with multiple chronic symptoms and/or
dramatic pain behaviors. The body of literature previously
discussed seems to support a relatively high incidence of
somatization disorder, dramatic and dysfunctional behaviors,
mental illness, various medical diseases, and challenging
health care needs in patients with a history of abuse.'” %
Furthermore, other literature reviews®' > and studies®* sup-
port this relationship between posttraumatic stress disorder
and the maintenance of chronic pain symptoms and disability.

It has been suggested that the link between somatization
and childhood abuse involves a paradoxical pattern of hiding
feelings and reality, while seeking acknowledgment of suf-
fering. The same authors found that improved patient insight
into the relationship between abuse and current symptoms led
to decreased health care utilization.*> The dichotomy between
lifelong patterns of secrecy and the often overwhelming need
for acknowledgment may thus explain many of the dysfunc-
tional behaviors frequently exhibited by chronic pain patients.
These behaviors include the relentless pursuit of validation
through accumulation of (a) vast bodies of literature, (b) di-
agnostic tests, (c) prescriptions/medications, (d) unusual treat-
ments, (e) “second opinions,” (f) invasive procedures, and (g)
various forms of “secondary gain.” By recognizing these be-
haviors, the insightful clinician may provide the needed ac-
knowledgment and validation (of suffering) to these challeng-
ing patients through constructive measures. Such measures
include education about the aftermath of abuse, empathy re-
garding current symptoms, sensible medical evaluation, and
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multidisciplinary treatment strategies, including referral to
psychotherapy when warranted.

Physiological Aspects of Abuse and
Psychogenic Disease

Another fascinating body of literature pertains to child-
hood abuse and brain development. Structural and physio-
logic changes are demonstrated in the brains of women hav-
ing a history of physical abuse. Magnetic resonance imaging
(MRI) findings include an abnormally prolonged T2 relax-
ation time in the cerebellar vermis.>® Altered functioning of
the pituitary-adrenal axis is suggested by responses to pro-
vocative challenge tests (injection of corticotrophin-releasing
factor resulted in greater ACTH release and lower cortisol
levels compared with controls).>” One possible explanation
for these observations comes from evidence that early child-
hood trauma and abuse may alter the brain by inducing neural
sensitization to certain stimuli within the limbic and mesolim-
bic pathways, with females proving more vulnerable to sen-
sitization than males.*’

Localized physiologic changes may also be found in the
brains of patients with psychogenic symptoms. Single photon
emission computed tomography (SPECT) studies measure
and compare blood flow and functional activity in specific
areas of the brain. A SPECT study in men and women with
unilateral hysterical sensorimotor loss showed decreased re-
gional blood flow (and decreased activation) in the thalamus
and basal ganglia contralateral to the neurologic deficit. Fur-
thermore, the blood flow returned to normal on subsequent
examination when the deficit resolved.*® Another SPECT
study documented changes in regional blood flow associated
with conversion disorder manifested by displaying the dra-
matic wobbling gait known as astasia-abasia.** SPECT stud-
ies have also demonstrated changes in regional blood flow in
patients with a diagnosis of fibromyalgia. These changes in-
clude decreased regional blood flow to the thalamus and other
areas of the brain.***? It has been suggested that decreased
blood flow and functional activity in these regions of the
brain may result from excessive nociceptive neural input.***?
A prospective study of 14 fibromyalgia patients used SPECT
to measure regional blood flow before and after treatment
with amitriptyline. There was a statistically significant de-
crease in the level of pain and in the number of trigger points.
Clinical improvement was correlated with increased regional
blood flow in the thalamus and basal ganglia with decreased
blood flow in the temporal regions.** Psychological evalua-
tions suggested that underlying depression was not responsi-
ble for these results; however, there was no control group, so
determination of any placebo effect was not addressed in this
particular study. Various studies thus suggest that abuse may
physiologically and developmentally increase a person’s sus-
ceptibility to pain and that organic changes can be associated
with psychogenic disease.
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Evaluation of Patients with Chronic Pain

The initial step in the examination of patients with
chronic pain is to routinely inquire about any past or present
abuse or trauma. Obstacles may be overcome by develop-
ing a rapport with the patient and then asking direct ques-
tions, such as “were you ever hurt or abused during child-
hood?”, “were you ever hurt or abused as an adult?”, or
“are you currently afraid of anyone?” This line of ques-
tioning can be made to flow from other formal sections of
the patient history including the medical, social, or family
history. It may also be included in a questionnaire, but
direct questioning is much more likely to yield an accurate
answer. Patients rarely respond with shock. Instead, pa-
tients often benefit from a sense of relief for the opportu-
nity to disclose this information and from empathy that is
naturally received. Excellent suggestions for screening and
intervention are available in an article by Rhodes and
Levinson.*® Referral to local agencies for protection and
shelter must also be provided when warranted.

The next step is to observe various behaviors and key
aspects of the physical examination. Certain traits and behav-
iors may correlate with greater psychopathology and suggest
a probable history of abuse even when abuse is denied by the
patient. In addition, the medical record will become much
more objective if it includes (a) quoted statements from the
patient, (b) observations of dramatic or dysfunctional behav-
ior, and (c) documentation of nonanatomic features (not cor-
responding to known physiologic patterns) on physical ex-
amination. Inconsistencies will then become obvious through
a collection of data rather than through subjective commen-
tary. Conclusions and the choice of treatment will often be-
come obvious as well. Much of the terminology and many
specific phrases presented in this article will be very useful
for incorporation into the medical record. Utilization of this
information should result in a more objective and indisput-
able document for medical-legal testimony (ie, accident cases)
as well as clinical purposes.

Behavioral Observations in Patients with

Chronic Pain

The following information is drawn from 19 years of
clinical practice as a neurologist with a bachelor’s degree in
psychology. It is intended to enable the clinician to easily
recognize important personality traits and pain behaviors to
develop effective and practical strategies of patient care. Fur-
thermore, this can usually be accomplished during the initial
examination and often without the involvement of psycho-
metric testing.

Many fairly obvious characteristics and behaviors of
patients with features of largely nonanatomic or psycho-
genic pain may logically and intuitively correlate with
lesser or greater degrees of underlying psychopathology.
These features may serve as reasonable predictors of both
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the response to the clinician and the outcome of treatment.
Furthermore, since repression and posttraumatic stress dis-
order may be difficult to uncover, behavioral features may
provide important clues to the presence of these conditions
and the need for psychotherapy. Clinicians may addition-
ally find this “concrete” and observable data to be a vital
and practical supplement to the psychological data and
theory presented earlier in this paper. While admittedly
anecdotal and with relatively very little literature provid-
ing practical information on this topic, there is support for
the basic concept linking outcome of treatment to some
characteristics of patients with somatization. The available
literature suggests that these specific characteristics in-
clude the number of symptoms reported,*® “doctor shop-
ping”,*” repression,*® abnormal pain behaviors,* mood
disorders,**>! and willingness to participate in psychother-
apy.>? Therefore, it is conceivable that a Somatization Be-
havior Scale might be developed using this information
and subjected to appropriate research.

Some general indicators of a patient having lesser
psychopathology and/or better coping skills, and proba-
bly a better prognosis are as follows:

1. Exhibits insight regarding potential stressors and an
interest in treatment:
a) Willingness to discuss ongoing stresses and/or
prior trauma (perhaps for the first time)
b) Seemingly feeling better or “relieved” after vent-
ing during the examination
c) Accepts the concept of psychosomatic illness with-
out becoming defensive
d) Follows through with psychotherapy and/or coun-
seling for stress management
2. Has chosen a supportive and loving spouse/partner.
This suggests a better self-esteem and a better prog-
nosis, unless the relationship is somewhat dysfunc-
tional and/or the spouse is codependent
3. Expresses a positive attitude toward psychotherapy/

psychotherapists:
a) Reports a history of benefiting from psychothera-

py/counseling in the past
b) Currently seeing a qualified psychiatrist or other
qualified mental health professional and makes
positive statements about the psychotherapist
and/or results
4. Practices some stress management techniques and as-
serts some control over time management
5. Shows posture and movements which appear consis-
tent with the symptoms described.
6. Has some symptoms which correlate with objective
abnormalities or known anatomic patterns
7. Has seen/is seeing a reasonable number of clinicians
for the current symptoms
8. Exhibits compliance with medical treatments
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Characteristics and behaviors of patients that are as-
sociated with greater psychopathology and/or lesser in-
sight, and probably a poor prognosis include the follow-
ing:

1. Assumes a defensive or angry posture at the sensi-
tively stated suggestion that stress may be contribut-
ing to symptoms (ie, “You’re saying it’s all in my
head!”)

2. Has a history of illness that is largely stress related
and includes one or more of the following:
a) Fibromyalgia syndrome
b) Chronic fatigue syndrome
¢) Temporomandibular joint disease (TMJ disease)
d) Frequent headaches
e) Depression
f) Severe anxiety disorder
g) Panic attacks
h) Chronic insomnia
i) Irritable bowel syndrome
j) Severe eating disorder
k) Multiple drug “allergies” and “bad reactions,” or
chemical intolerances

3. Uses terms of endearment and abbreviations to report
diseases including:
a) “My Fibro” (Fibromyalgia)
b) “My CFS” (Chronic fatigue syndrome)
¢) “My TMJ” (Temporomandibular joint disease)
4. Reports a large array of symptoms
a) Count and record the actual number of symptoms
b) Describe the format and record the number of
pages when the patient brings a meticulously pre-
pared list

5. Focuses upon symptoms excessively or dramati-
cally:

a) Symptoms may be reported relentlessly through-
out the examination. The mission of reporting all
symptoms and/or details of the medical history
may cause the patient to be distracted to the point
of failing to listen to the examiner. This becomes
obvious when a patient asks questions, but does
not listen to answers given by the clinician (as the
patient is pondering another group of past or
present symptoms).

b) Dramatic terms and examples are used to describe
symptoms (ie, “hot, jabbing pokers”)

¢) Compulsive use of a diary, calendar, or printed
catalog

d) Symptoms documented through elaborate pain
drawings or diagrams

6. Makes frequent reference to radiographic and any
other abnormal test results (as if trophies)

1103



Rubin e Psychosomatic Pain: New Insights and Management Strategies

10.

11.

12.

13.

14.

15.
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Chronic malcompliance and/or paradoxically avoids
relatively simple treatments for common diseases such
as carpal tunnel syndrome, migraines, or chronic de-
pression
Relentlessly pursues and collects information to doc-
ument disease, in the form of:
a) Medical opinions
b) Test results
c¢) Literature including internet information
Has secondary gain including any of the following:
a) Chronic dependence (dependent personality)
b) Attention from any person
c¢) Pending litigation and possible financial reward
d) Freedom from responsibilities
e) Application for disability, particularly if a dis-
ability form is presented for completion at the
end of the first visit, but “You were highly rec-
ommended!”
Has no spouse/significant other or one who is either
apathetic or highly codependent
Expresses criticism or anger toward one or more
other clinicians
Has a history of substance abuse, dependence, or

addiction involving:
a) Alcohol

b) Prescription drugs

c¢) Hlicit drugs

d) Tobacco

Drug-seeking behavior:

a) Patient or spouse request a specific narcotic or
muscle relaxant medication

b) Patient is receptive to treatment with narcotics,
but not to other treatments because “nothing else
works”

Omits important medical information (suggesting de-

nial or defensiveness):
a) Informs clinician after the examination or even

on a subsequent visit that he or she is already
taking an antidepressant, anxiolytic, or narcotic
medication

b) Requires interrogation to obtain pertinent medi-
cal history

c) Passively fails to provide prior medical records
(ie, forgets the name of last doctor seen, or sim-
ply forgets to bring important test results)

d) Refuses access to prior medical records (ie, will
not disclose the name of last doctor seen, or
blatantly refuses to sign a form for medical re-
lease of information)

Describes “bad experiences” with one or more psy-
chotherapists in the past. This may require some
persistence, but the patient should be encouraged to
describe the prior experience(s) in detail. The exer-
cise is often very revealing of other psychosocial

problems that will not otherwise be discovered and
documented (ie, two nervous breakdowns, one oc-
curring after a son committed suicide). Important
information may elude you unless this history is ad-
equately explored.

16. Has an aversion to physical activity manifested by
exacerbation of symptoms during physical or mas-
sage therapy and/or chronic avoidance of any regular
exercise

17. Has history of prior hospitalization(s) with negative
workup (ie, for chest pain)

18. Reports history of multiple drug “allergies” and/or
consistently “bad” treatment outcomes

19. Has history of being abused during childhood and or
adulthood

20. Has members of immediate family with history of
mental illness, alcoholism, and/or being abused

21. Exhibits nonanatomic features on neurologic exam-
ination. Nonanatomic features are those which do
not conform to normal physiologic principles or path-
ways. Such features are very common manifesta-
tions of psychogenic diseases. Somatization disorder
and conversion disorder are generally mediated more
“subconsciously” and are considered manifestations
of underlying psychopathology. In contrast, symp-
tom magnification and malingering are typically re-
garded as being more “conscious” and are associated
with deception for secondary gain of any form (ie,
money, freedom from responsibility, or attention).

Nonanatomic features may serve as the only initial clue
and are often the most decisive clue regarding the presence of
psychogenic disease. The following behavioral manifestations
and findings on physical examination are very highly corre-
lated with both the presence and severity of psychogenic
disease:

1. Sensory examination reveals any or all of the follow-

ing nonanatomic features:

a) Splitting the midline

b) Nondermatomal sensory loss

¢) Inconsistent responses throughout the examination
or during repeated examinations

d) Relentlessly vague and uncommitted responses (ie,
“it sort of feels sharp” or “not very sharp”)

2. Musculoskeletal features include any or all of the fol-
lowing:

a) Spontaneous movements performed better than
those during formal testing (ie, while dressing or
while leaving the office)

b) Dramatic expressions of pain to even light palpa-
tion in areas of the body

¢) Any other inconsistent behaviors which are ob-
served and documented
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4. Motor examination reveals any or all of the following

nonanatomic features:
a) Simultaneous contraction of antagonistic muscles

(ie, biceps-triceps)

b) Weakness in part(s) of the body that should not be
affected by an illness (ie, the patient displays arm
weakness in addition to leg weakness after a low
back injury)

¢) Weak and inconsistent effort. Certain tests are vi-
tal to the examination, easily performed, and with
results that are usually very obvious. A “positive”
result indicates nonanatomic behavior and weak
effort. It is remarkable that patients prone to som-
atization or symptom magnification often exhibit
the following signs even without any complaints
of leg weakness or evidence of leg weakness in the
remainder of the physical examination!

The following three tests of motor function are all per-
formed with the patient in a supine position, while the exam-
iner stands at the foot of the examination table. One leg is
examined at a time. A positive test generally indicates poor
effort:

Hoover’s sign. Place one hand over the ankle of the
weak leg and the other hand (surreptitiously) under the ankle
of the strong leg. Then ask patient to raise “weak” leg with
knee extended (active straight leg raise), a task that is nor-
mally accomplished by pushing down with the other “strong”
leg. The test is positive if the patient exhibits a lack of down-
ward pressure against the table with the strong leg. This is
best considered a test of weakness in one leg (as Hoover’s
sign may be present bilaterally if both legs are genuinely
weak).

Reverse Hoover’s sign. The positioning is the same as
above. The patient exhibits little or no force when asked to
produce downward pressure against the bed with the weak
leg. The test is positive if the “weak” leg then shows much
more downward pressure when the patient is asked to lift the
other “strong” leg.

Leg flexion-extension test. This is a test developed by
the author and believed to be the single most useful, obvious,
common feature of the nonanatomic examination. One leg is
placed in a position with the hip and the knee each flexed at
about 90°. The examiner uses a hand to hold the patient’s
elevated foot. The patient is then asked to straighten the
leg, horizontally pushing the hand of the examiner away.
The test is positive (in one leg or both legs) when the
patient generates little or no force, yet the patient is able to
stand unassisted. The dramatic nature of this may be doc-
umented by stating (or documenting on video camera, when
a plaintiff’s attorney has hired a videographer) “the patient
generated a force that was overcome with one finger, but
the patient can stand and walk”.
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Management of “Challenging” Patients

Patients with multiple characteristics of greater psycho-
pathology may become a great burden to the clinician and the
office staff. Some may even become hostile. The following
behaviors may be observed:

1. Demanding excessive attention. The patient or spouse
may assault your office with repeated phone calls or
may show up in your office without an appointment.
Alternatively, and more dramatically, the patient may
go to the emergency room unnecessarily. The patient
is seeking validation of physical suffering. Usually
the patient is also trying to convince the clinician that
the symptoms are severe enough to warrant more tests
and/or more medication.

2. Malcompliance with carefully planned and discussed
treatment.

3. Anger and false accusations about “mistreatment.” For
this reason, always have a chaperone even if the pa-
tient brought a spouse or friend.

4. Relentless pursuit of muscle relaxants or narcotics (ie,
drug-seeking behavior).

5. Convincing you to order or perform invasive tests
or procedures after other evaluations yield no di-
agnosis. Thereafter, imagined side effects or actual
complications may occur. The clinician is seen as
the perpetrator of the procedure, becomes respon-
sible for many additional symptoms, and remains
“joined” to this patient. This may explain why some
surgeons often give unwarranted and extraordinar-
ily generous disability and impairment “rewards” to
histrionic patients who are unhappy with the out-
come of an operation. Perhaps this is given as a
remedy to appease a dissatisfied customer and to
avoid potential litigation. However, the unwar-
ranted legitimization of disease could ultimately
strengthen an unfounded lawsuit from a patient ren-
dered “totally disabled.”

If you are a clinician seeing a new patient or already
treating a patient having evidence of significant underlying
psychopathology, challenges may arise at any time. If you
have decided to begin or continue treatment, then the follow-
ing is strongly recommended:

1. Be empathetic.

2. When a patient has a large array of symptoms, begin
the interview with questions that address the “big
picture” rather than getting inundated with each
symptom. Examples of such questions are “How do
these problems affect you?” or “How can I help you
today?” This will encourage the patient to focus on
any important issues that may be addressed within a
reasonable amount of time. Consequently, the pa-
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tient will likely be more satisfied at the end of the
examination, and the examiner will be less ex-
hausted.

Refer the patient for psychotherapy.

Establish realistic expectations for goals of treatment.
Insist upon compliance.

Appropriately compartmentalize treatment among
health care providers/specialists to avoid any con-
flicting treatments and overmedication.

. Try to discourage passive and dependent behaviors.

Encourage the patient to take a more active and pos-
itive role in decisions about health. Try to gradually
restrict the role of any controlling and/or codepen-
dent spouse or other parties.

. Perform a thorough examination and evaluation, but

avoid any unnecessary tests that will probably only
confuse the situation.

. Avoid invasive diagnostic and therapeutic proce-

dures unless clearly necessary. Invasive medical pro-
cedures should be approached with caution in pa-
tients recognized to have a strong tendency to
magnify symptoms and/or who are obviously de-
pressed. Such patients often have unrealistic expec-
tations of feeling wonderful after a procedure, often
complain of “complications,” may respond only tem-
porarily to treatment, and may become very upset or
angry. It behooves the clinician to carefully screen
patients and to clearly discuss (and document) the
indications and realistic expectations of surgery or
other procedures. Psychological evaluation and treat-
ment of such patients will help identify factors which
may influence outcomes, determine a patient’s ap-
propriateness for such procedures, and reduce liabil-
ity.

Patients taking narcotics or other habit-forming med-
ications on a long term basis will require special
management. One option is to consider temporarily
continuing narcotics and other habit-forming medi-
cations until other treatment is effective; it may be
unrealistic to try to abruptly discontinue medications
that were chosen and chronically provided by an-
other physician. Another option, particularly when
existing treatment seems inappropriate and/or drug-
seeking behavior is obvious, is to make it clear that
only new treatment will be administered; this will
promptly cause you to “lose” patients who are not
sincerely interested in proper management.

Try to achieve the above objectives at the time of the
initial examination or immediately following your
review of any necessary tests being performed.

Occasionally it will be logical to avoid or terminate a
patient-clinician relationship. This determination may depend
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upon the specialty and expertise of the clinician, characteris-
tics of the patient (ie, drug seeking), and perceived therapeu-
tic potential. The following approach is recommended in these
circumstances:

1. Be genuinely empathetic but do not prescribe medi-
cations as this will perpetuate the relationship.

2. Smile and remain friendly. You can still make this a
pleasant experience. Do not allow yourself to appear
overly uncomfortable as this may be misinterpreted
and taken personally by the patient, particularly those
who are sensitive to rejection.

3. Assure the patient that the pain is “real” (because it is)
and that there is no need to prove it to anyone.

4. Recognize the medical knowledge and experience dis-
played by the patient and any spouse/companion.
Demonstrate that you have some understanding of the
patient’s frustrations and that you have reviewed per-
tinent medical records. You may find it appropriate to
indicate that your knowledge will never be as great as
theirs or as great as other clinicians who have had the
experience of treating the patient. This is followed by
making the recommendation that the patient remain
under the care of the current physician(s) or go to a
university/tertiary care center for comprehensive eval-
uation where even greater expertise may be offered.

5. Be clear and concise in your communication and exit
the room. Do not “waffle.”

6. If you decide not to accept a new patient based upon
review of medical records at the time of the initial
visit, then communicate this upon entering the exam-
ination room, defer the physical examination, and do
not charge a fee (even if a lot of time was spent
reviewing records).

7. If a “difficult” or seemingly litigious patient registers
a complaint, ask for a detailed letter to be included in
the medical record. The patient will usually respond
with enthusiasm and then will likely produce a doc-
ument (or dissertation) that attests to even greater in-
stability and psychopathology than anticipated.

Multidisciplinary Treatment Options For
Chronic Pain

Patients with chronic pain should be evaluated and treated
with multidisciplinary approaches for any associated medical
or psychological pathology. When used properly, all of the
following treatments generally have validity and efficacy in
treating various disorders:

1. Stress management and relaxation training
a) Exercise

b) Meditation
¢) Psychotherapy including counseling and medication
d) Biofeedback

2. Natural/holistic treatment
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a) Physical therapy specific to the needs of the pa-
tient

b) Massage therapy

¢) Manual therapy and/or manipulation

d) Supplements (B-complex vitamins, flaxseed oil,
DL-phenylalanine & many others)

e) Acupuncture

3. Medications
a) Anticonvulsants

b) Antidepressants (particularly tricyclic antidepres-
sants and duloxetire)
¢) Analgesics including nonsteroidal anti-inflamma-
tory medications
d) Narcotics only when clearly indicated; after trying
the above choices, prescribed on a schedule rather
than “as needed,” and ideally, on a temporary basis
e) Muscle relaxants for chronic spasticity or for acute
(temporary) injury/strain
4. Injections and instrumentation. These are indicated
only for specific anatomic diseases. The more invasive pro-
cedures should only be considered for patients without sig-

nificant features of psychosomatic illness.
a) Trigger point injections (occasionally, not repeat-

edly)
b) Epidural injection
c¢) Spinal cord stimulator or medication pump (con-
sidered a last resort since these may be associated
with infection and other problems, but are appro-
priate options for some patients)
5. Identify and treat any underlying pathology that may
be addressed medically, surgically or through psychotherapy.

Psychotherapy for Chronic Pain

Psychotherapy is commonly offered to patients with
chronic pain to improve coping skills and to decrease emo-
tional distress. Psychological intervention becomes essential
when symptoms are unusual or excessive and/or when unre-
solved or repressed trauma is strongly suspected. This en-
ables identification and treatment of underlying psychopa-
thology including posttraumatic stress disorder, depression,
anxiety, repressed emotions, fear, guilt, and any psychosocial
problems which are likely perpetuating the symptoms and
disability. Since it has been shown that improved patient
insight regarding the relationship between abuse and current
symptoms results in decreased health care utilization,*> cli-
nicians who can effectively communicate with patients and
identify psychological issues will almost certainly be able to
provide better treatment and outcomes.

Recent literature indicates that depression dramatically
increases the severity of symptoms and disability in patients
with posttraumatic stress disorder.*? In addition, comorbid
depression is proven to have significant effects upon physi-
ologic factors, including sleep architecture and brain chem-
istry in patients with posttraumatic stress disorder. Since these
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patients with comorbid disease differ so profoundly from
those with either disorder alone (ie, the whole is greater than
the sum of its parts), one author suggests that treatment strat-
egies need to be developed for a new psychobiological con-
dition identified as “posttraumatic mood disorder.”>* A recent
study also examined outcomes of outpatient psychotherapy in
women with depression and/or anxiety disorders. Patients
with a prior history of childhood sexual abuse were found to
have a much poorer response to treatment (mental health and
function) compared with those without a history of abuse.
Implications regarding improvement of treatment are also
discussed.”*

Successful treatment of chronic posttraumatic stress dis-
order usually involves a combination of medication and psy-
chotherapy. Antidepressants are the most commonly used
medications. Anticonvulsants are often used for the treatment
of mood disorders and are also widely used in the manage-
ment of chronic pain. Some patients with refractory symp-
toms or psychotic features are being treated with atypical
psychotic medications.> Psychological treatment usually in-
volves cognitive and behavioral approaches.”® Those with the
best outcomes include cognitive processing therapy®’ and Eye
Movement Desensitization and Reprocessing (EMDR).>*->
Psychotherapy may uncover repressed memories and emo-
tions, and may provide vital insight regarding the relationship
between prior trauma and current symptoms. The role of
repression is actually controversial,’’ and it has been sug-
gested that anxiety may be a more significant factor in mor-
bidity, and as a target for treatment.®’ On the other hand,
repression is inherently elusive and its role may be easily
underestimated. It is therefore quite likely that repression and
posttraumatic stress disorder are under diagnosed, but may be
recognized through behavioral manifestations, and then con-
firmed through proper inquiry and psychotherapy.

Other multidisciplinary approaches, such as stress man-
agement, natural and holistic care, and a variety of medica-
tions are strongly recommended for the treatment of chronic
pain. Considering the prevalence of underlying psychopathol-
ogy, the use of potentially habit-forming medications and
invasive procedures should only be considered when the di-
agnosis and indications are relatively clear, and following
appropriate screening.

Clinicians need clear guidelines for diagnosing, treating
and communicating with patients suffering from these psy-
chosomatic disorders. However, the management of patients
with chronic pain that is mainly rooted in the prior experi-
ences of trauma and abuse is only now being aggressively
studied. More research is warranted to compare the charac-
teristics of patients with posttraumatic stress disorder arising
from abuse to those with a history of acute trauma or military
combat. It seems obvious that an environment of abuse would
more likely involve repeated trauma, psychosocial challenges,
and a family history of mental illness.
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Building Rapport and Trust

Countless times | have heard patients say, “You think it’s
in my head!” Such defensiveness can be decreased by antic-
ipating this response and by trying to become the patient’s
ally rather than adversary. This is accomplished by providing
empathy, validation, and sincere acknowledgment that symp-
toms are real. The patient’s need to focus upon and report all
symptoms is thereby reduced, thus enabling the patient to
ultimately gain insight into what the symptoms actually rep-
resent. Even longstanding defensiveness may be overcome
and the vast majority of patients can be successfully directed
to pursue psychotherapy. The clinician’s attitude and sincere
belief in a treatment regimen actually has a great impact upon
compliance by the patient. It is very helpful to explain con-
cepts of disease using some or all of these examples:

1. Stress exacerbates all medical illnesses including
tremors, headaches, arthritis, and even heart disease.

2. An abnormal test is not necessary to document pain.
Facial pain and migraine headaches are regularly di-
agnosed clinically and without the benefit of an ab-
normal MRI of the brain. Some patients with organic
disease may magnify symptoms and display nonana-
tomic features on physical examination to seek vali-
dation and override the stigma of negative tests; re-
peating the neurologic examination after such a
discussion may result in a more “anatomic,” and less
confusing, examination.

3. A multidisciplinary approach is necessary because
other measures have failed or may not be adequate.
This approach includes exploration and treatment of
psychological as well as medical aspects of disease.
The necessary medical tests will be performed first,
and then a comprehensive treatment plan will be dis-
cussed at the next visit.

4. Severe abuse or trauma during childhood, in particu-
lar, may change brain development and chemistry in
a way that may permanently alter pain thresholds and
responses. Even those patients who are resistant to the
notion that stress is significantly contributing to symp-
toms usually embrace this concept, presumably be-
cause it provides the needed authenticity and valida-
tion.

Discussion

Pain is subjective and deeply influenced by emotional
factors, but it is real. Treatment of patients with chronic pain
(and other symptoms) is particularly challenging when it is
associated with significant psychogenic disease or nonana-
tomic features. These patients are usually (but not always)
women who have an increased incidence of being abused
during childhood, adulthood, or both. Consequently, many
such patients generally develop significant psychopathology
and exhibit constellations of dysfunctional pain behaviors
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including excessive somatization. Such behaviors may emerge
as patients seek attention and validation, while paradoxically
repressing traumatic memories and emotions. Patients with
more severe or frequent abuse, usually during childhood and
particularly if sexual in nature, often develop specific syn-
dromes or combinations of syndromes. The syndromes in-
clude posttraumatic stress disorder, fibromyalgia, and other
conditions characterized by excessive somatization and in-
creased utilization of health care. Such patients may be able
to overcome some of the complex psychological frameworks
that perpetuate chronic pain symptoms, if given the opportu-
nity to discuss “hidden” emotions and to gain insight.

Special circumstances may arise following an accident
or, occasionally, following an invasive medical procedure.
This is because patients with a history of being abused often
have exaggerated physical and emotional responses to trauma,
particularly when a sudden event yields new access to health
care. Thus, patients formerly ignoring or repressing symp-
toms may suddenly recognize and report an unusual array of
symptoms that seemingly developed after an injury. A likely
explanation is that acute stress or injury may rekindle painful
memories and emotions related to prior trauma.

The Joint Commission on Accreditation of Health Care
Organizations (JCAHCO) identified pain as “the fifth vital
sign” in January of 2001, and caregivers are required to reg-
ularly assess (using pain scales), document, and treat pain.
The U.S. Congress has also declared the present decade as
“The Decade of Pain Control and Research.” However, the
commonly used unidimensional pain scales measure predom-
inantly emotional conditions (ie, anxiety and depression)
rather than the actual pain characteristics. These scales yield
patient scores which are regarded as poor indicators of anal-
gesic requirement, and improved methodology is strongly
recommended.®® Consequently, the treatment is often misdi-
rected as clinicians are treating patients with analgesics rather
than addressing the emotional factors actually being mea-
sured. The practice of reducing patients’ pain scores may thus
result in dangerous levels of sedation.®® It follows that the
risk of complications including overdose or drug dependence
must be substantially increased in patients with any underly-
ing (and often unrecognized) psychopathology.

Profound mind-body relationships are underscored by
imaging and physiologic studies documenting changes in the
brain of women having a history of being abused. In addition,
changes in regional blood flow in the brain are documented
by PET scans which correlate anatomically with the physical
deficits exhibited by men and women with conversion disor-
der and with the clinical response to treatment in women with
a diagnosis of fibromyalgia. This information suggests that
severe emotional or physical trauma may alter brain physi-
ology and development to produce specific syndromes char-
acterized by a combination of organic and psychosomatic
disease. It seems that a more accurate term for psychosomatic
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disease is psychophysiological disease. Furthermore, many
medical illnesses are found to be more common in this group
of patients.

Much research is needed to better understand the psy-
chophysiology of pain, to find the most effective medical and
psychological treatments for pain, and to provide clinicians
with practical screening tools for evaluating the unfortunate
and often challenging patients with chronic pain. Specific
topics for future research might include: (a) retrospective and
prospective studies of the effectiveness of specific therapeutic
interventions for various pain syndromes, (b) studies of di-
agnosis and treatment outcomes correlated with increasingly
sophisticated imaging and physiologic techniques, (c) evalu-
ation and possible improvement of existing pain scales and
psychological screening methods, and (d) investigations to
determine whether some of the observable patient character-
istics or behavioral patterns discussed in this paper may be
configured into a validated and clinically useful Somatization
Behavior Scale. 1t is conceivable that a Multidimensional
Pain and Behavior Scale could then be developed for prac-
tical use as a diagnostic tool in many clinical settings and
with the opportunity for better treatment outcomes.

The psychological and physiologic etiologies of chronic
pain are certain to remain controversial. However, there is
sufficient evidence (and experience) to support the following
approach to the patient with chronic pain: (1) clinicians should
routinely ask about any history of past or present abuse, (2)
chronic pain should be treated as real and managed with
empathy, validation of pain and suffering, and multidisci-
plinary approaches, (3) observation of dysfunctional pain be-
haviors and documentation of key features on the physical
examination may provide evidence of significant psychopa-
thology, (4) invasive procedures and habit forming medica-
tions should be employed with caution, and (5) psychological
evaluation and counseling should always be considered, but
become essential when symptoms are excessive and/or when
a history of significant psychophysiological trauma is either
identified or strongly suspected. This approach is relatively
simple, practical, and may be effective in all primary care or
specialty settings. An initial output of time and energy is
necessary, but this is usually not excessive, and the long term
rewards are many.
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