This article appeared in a journal published by Elsevier. The attached
copy is furnished to the author for internal non-commercial research
and education use, including for instruction at the authors institution
and sharing with colleagues.
Other uses, including reproduction and distribution, or selling or
licensing copies, or posting to personal, institutional or third party
websites are prohibited.
In most cases authors are permitted to post their version of the
article (e.g. in Word or Tex form) to their personal website or
institutional repository. Authors requiring further information
regarding Elsevier’s archiving and manuscript policies are
encouraged to visit:
http://www.elsevier.com/authorsrights

Author's personal copy
Journal of Psychosomatic Research 76 (2014) 169–171

Contents lists available at ScienceDirect

Journal of Psychosomatic Research

Pain, pain catastrophizing, and past mental healthcare utilization
Randy A. Sansone a,b,c,⁎, Daron A. Watts a, Michael W. Wiederman d
a

Department of Psychiatry, Wright State University School of Medicine, Dayton, OH, United States
Department of Internal Medicine, Wright State University School of Medicine, Dayton, OH, United States
c
Psychiatry Education, Kettering Medical Center, Kettering, OH, United States
d
Columbia College, Columbia, SC, United States
b

a r t i c l e

i n f o

Article history:
Received 7 October 2013
Received in revised form 25 November 2013
Accepted 26 November 2013
Keywords:
Pain
Pain catastrophizing
Pain Catastrophizing Scale
Mental healthcare utilization

a b s t r a c t
Objective: Pain symptoms have been associated with a number of psychiatric disorders, particularly mood and
anxiety disorders as well as personality disorders. However, to our knowledge, no study to date has examined
pain symptoms in terms of participants' past mental healthcare utilization—the focus of the present study.
Methods: Using a cross-sectional approach and a self-report survey methodology in a sample of 242 consecutive
internal medicine outpatients, we examined pain symptoms at assessment, over the past month, and over the
past year as well as pain catastrophizing in relationship to 4 mental healthcare variables (i.e., ever seen a psychiatrist, ever been in a psychiatric hospital, ever been in counseling, and ever been on medication for “nerves”).
Results: Only three of the four mental-healthcare-utilization variables were analyzed due to response rate
(i.e., ever been hospitalized in a psychiatric hospital was infrequently endorsed and not analyzed), and each
demonstrated statistically signiﬁcant relationships with self-reported pain levels at all three time-points and
with pain catastrophizing at the p b .001 level.
Conclusions: In this study, primary care outpatients with histories of mental health treatment evidenced statistically
signiﬁcantly higher levels of pain as well as statistically signiﬁcantly higher levels of pain catastrophizing than their
peers.
© 2013 Elsevier Inc. All rights reserved.

Introduction
According to the empirical literature, chronic pain is frequently comorbid with a number of psychiatric disorders, particularly mood and
anxiety disorders as well as borderline personality disorder [1–4]. In
addition, relationships have been historically noted in the literature
between speciﬁc types of pain and various psychiatric conditions (e.g.,
[5–8]) as well as the role of psychiatric antecedents in the unfolding of
subsequent pain symptoms (e.g., [9]). Moreover, various authors have
discussed the role of psychiatric medications in the treatment of pain
(e.g., [10,11]) as well as described the over-utilization of nonpsychiatric medical services by patients with pain (e.g., [12]). Given
the associations between chronic pain and various psychiatric syndromes, we speculated about relationships between chronic pain symptoms and past mental healthcare utilization as well as relationships
between the catastrophizing of pain and past mental healthcare utilization. Using the PubMed search drive and entering search terms such as
“pain and mental healthcare utilization, pain and past psychiatric treatment, non-cancer pain and psychiatric disorders,” and “chronic pain and
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healthcare utilization,” and after reviewing hundreds of references, we
were unable to ﬁnd any previous literature dealing with our reported
variables (see below). However, given that the pain literature is colossal,
it is possible that we missed some relevant papers. In contrast, the literature on pain catastrophizing does not contain any studies with these
current variables. Overall, we believe that the particular combination
of variables in this study have not been previously examined and at
the very least, not examined in a general population of internal medicine outpatients.
Method
Participants in this study were men and women, aged 18 years or
older, being seen for non-emergent medical care at an outpatient internal medicine clinic staffed predominantly by residents in the department of internal medicine. During clinic hours, one of the authors
(D.A.W.) positioned himself in the lobby of the internal medicine outpatient clinic, approached consecutive incoming patients following registration, and informally assessed exclusion criteria. Individuals were
excluded based upon compromising medical (e.g., debilitating pain),
intellectual (e.g., mental retardation), cognitive (e.g., dementia), or psychiatric symptoms (e.g., psychotic) of a severity to preclude the
candidate's ability to successfully complete a survey (these individuals
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appeared too distressed and were not approached; n = 13). This exclusion process was informal because participants needed to complete surveys before appointments with primary care providers.
At the outset, 349 individuals were approached and 244 agreed to
participate. Of the 105 individuals who did not participate, 89 refused
outright, 13 appeared too distressed (please see exclusions above),
and 21 appeared too burdened (e.g., struggling with children). Of the
resulting 244 participants, 242 completed all study measures; 63.2%
were women and 36.8% were men, ranging in age from 21 to 80 years
(M = 45.89, SD = 15.12). Participants were 76.4% White, 20.7%
African-American, 0.8% Asian, 1.7% Hispanic, and 0.4% “Other.” All but
2.5% had at least graduated from high school and 24.1% had earned at
least a bachelor's degree.
Each participant was asked to complete a 6-page anonymous survey,
which took about 10 minutes. Surveys were completed onsite in the
lobby, before appointments with providers. Participants were asked to
place completed surveys into sealed envelopes and then into a collection box in the lobby of the clinic.
The survey comprised 4 core sections. The ﬁrst section was a demographic query. The second section was an author-developed assessment
that explored pain intensity at three speciﬁc time points: “today,” “over
the past month,” and “over the past year.” For each point in time, respondents were presented with the numbers 0–10 positioned on a single line (0 as “no pain”; 1–3 as “mild pain”; 4–6 as “moderate pain”; and
7–10 as “severe pain”). Respondents were asked to circle the single
number that best corresponded to their level of pain during that time
period.
The third section of the survey assessed the catastrophizing of pain
using the Pain Catastrophizing Scale (PCS) [13]. The PCS is a 13-item
self-report measure of catastrophic thoughts and feelings about pain.
This measure has a 5-point Likert-style response scale and the scoring
range is 0–52, with higher scores indicating higher levels of catastrophic
thoughts and feelings about pain. With regard to validity, the PCS has
been validated in both clinical and nonclinical populations [14–16]. In
the current study, Cronbach's alpha was .98.
The fourth section of the survey queried participants about their past
mental healthcare utilization, using a typical clinical approach. With
yes/no response options, participants were asked: (1) Have you ever
been seen by a psychiatrist? (2) Have you ever been hospitalized in
a psychiatric hospital? (3) Have you ever been in counseling? and
(4) Have you ever been on medication for your nerves?
As for the statistical approach, we report descriptive statistics. In addition, we performed one-way analyses of variance (ANOVAs) when
comparing mean scores of two groups. Because relatively few respondents reported psychiatric hospitalization, we did not include that mental healthcare variable in the analyses.
This project was reviewed and exempted by the institutional review
boards of the sponsoring hospital and the local university. Survey completion was assumed to be implied consent, which was explained to
participants on the cover page of the survey. Participants were encouraged to take the cover page.
Results
Of the 242 respondents, 65 reported having seen a psychiatrist, 17 being hospitalized
in a psychiatric hospital, 81 being in counseling, and 97 on medication for their “nerves.”
Most respondents (76.9%) who reported having been seen by a psychiatrist also reported
having been on medication. However, of the respondents who had been on medication for
their “nerves,” only 51.5% had been seen by a psychiatrist. Of the 91 respondents who reported having been seen by a psychiatrist and/or been in counseling, most (60.4%) reported both.
Ratings of pain for the three time periods (today, over the past month, over the past
year), each ranged from 0 to 10, with respective means of 3.43 (SD = 2.86), 3.71
(SD = 2.88), and 3.81 (SD = 2.85). These mean scores indicate a relatively low-tomoderate level of pain, but the relatively large standard deviations indicate a good deal
of variation in these ratings. Scores on the PCS ranged from 0 to 44 (M = 13.28,
SD = 13.14). Similar to the pain ratings, the mean score on the PCS indicates a relatively
low-to-moderate level of pain catastrophizing, but the relatively large standard deviation
indicates a good deal of variation across respondents.

Table 1
Comparisons between respondents who indicated a particular form of mental healthcare
utilization and respondents who did not with regard to reports of pain
History of this form of healthcare:

Seen by a psychiatrist
Rating of pain “now”
Rating of pain “over past month”
Rating of pain “over past year”
Score on the PCS
Been in counseling
Rating of pain “now”
Rating of pain “over past month”
Rating of pain “over past year”
Score on the PCS
Been on medication for “nerves”
Rating of pain “now”
Rating of pain “over past month”
Rating of pain “over past year”
Score on the PCS

No

Yes

Mean (SD)

Mean

n = 177
2.73
(2.60)
2.98
(2.55)
3.05
(2.56)
9.89
(11.31)
n = 161
2.67
(2.65)
2.93
(2.60)
3.09
(2.68)
9.04
(10.99)
n = 145
2.53
(2.33)
3.04
(2.54)
3.12
(2.52)
7.87
(8.79)

n = 65
5.34
(2.70)
5.72
(2.80)
5.91
(2.83)
22.52 (13.41)
n = 81
4.95
(2.69)
5.26
(2.80)
5.25
(2.65)
21.51 (13.11)
n = 97
4.78
(3.06)
4.71
(3.08)
4.84
(3.02)
21.28 (14.41)

F

pb

46.69
51.51
58.34
52.68

.001
.001
.001
.001

39.56
40.78
34.86
60.13

.001
.001
.001
.001

42.01
20.94
22.90
79.39

.001
.001
.001
.001

(SD)

Note: PCS = Pain Catastrophizing Scale.
Scores for each pain variable are presented in Table 1 as a function of the remaining
three forms of mental healthcare utilization. For the subsamples that endorsed each
form of mental healthcare utilization, note that all pain levels and the PCS score were signiﬁcantly elevated at the p b .001 level.

Discussion
Findings indicate clear associations between past mental
healthcare utilization, and both pain and the catastrophizing of
pain. However, the nature of these relationships remains unclear
(e.g., does pain exacerbate pre-existing mental health issues,
resulting in greater levels of mental health treatment; do mental
health issues predispose to or exacerbate pain syndromes through
inter-related inﬂammatory processes; do mental health issues and
pain syndromes participate in a bidirectional relationship with
each other?) These correlational data also do not inform us of the
temporal nature of these relationships. However, they verify hypothesized relationships among these variables.
To our knowledge, this is one of the few studies to present data on
pain and pain catastrophizing, and relationships with mental healthcare
utilization. The current literature describes pain symptoms in association with psychiatric symptoms and in relationship to non-psychiatric
healthcare utilization—but not in relationship to multiple psychiatric
healthcare variables. These data now add to the literature on healthcare
utilization, suggesting that pain concurrently contributes to both mental
and medical healthcare utilization.
This study has a number of potential limitations. First, all data
were self-report in nature and subject to the potential distortions
of recollection, misinterpretation, exaggeration, denial, etc. Second,
the 13 individuals who were excluded because of distress may
have inﬂuenced ﬁndings had they been included. Third, these data
are from a resident–provider clinic, which harbors a high percentage of patients with government insurance; therefore, ﬁndings
may not generalize to other clinical settings. Fourth, we may have
missed some relevant references in the pain literature; nevertheless,
we believe that it is unlikely that this unique combination of variables has been previously examined in an internal medicine outpatient sample. To our knowledge, this is the ﬁrst study to link pain
and the catastrophizing of pain to various types of past mental
healthcare utilization. Findings indicate strong associations, although the nature of these associations remains unclear.
Conﬂict of interest
There are no conﬂicts of interest to declare. There was no funding for
this study.

Author's personal copy
R.A. Sansone et al. / Journal of Psychosomatic Research 76 (2014) 169–171

Acknowledgments
None.

References
[1] Elman I, Zubieta JK, Borsook D. The missing p in psychiatric training: why it is important to teach pain to psychiatrists. Arch Gen Psychiatry 2011;68:12–20.
[2] Radat F, Koleck M. Pain and depression: cognitive and behavioural mediators of a
frequent association. Encéphale 2011;37:172–9.
[3] Asmundson GJ, Katz J. Understanding the co-occurrence of anxiety disorders and
chronic pain: state-of-the-art. Depress Anxiety 2009;26:888–901.
[4] Sansone RA, Sansone LA. Chronic pain syndromes and borderline personality. Innov
Clin Neurosci 2012;9:10–4.
[5] Merskey H. Psychological medicine, pain, and musculoskeletal disorders. Rheum Dis
Clin North Am 1996;22:623–37.
[6] Frohlich C, Jacobi F, Wittchen HU. DSM-IV pain disorder in the general population.
An exploration of the structure and threshold of medically unexplained pain symptoms. Eur Arch Psychiatry Clin Neurosci 2006;256:187–96.
[7] Arnold LM. Management of ﬁbromyalgia and comorbid psychiatric disorders. J Clin
Psychiatry 2008;69:14–9.

171

[8] Antonaci F, Nappi G, Galli F, Manzoni GC, Calabresi P, Costa A. Migraine and psychiatric
comorbidity: a review of clinical ﬁndings. J Headache Pain 2011;12:115–25.
[9] Arnow BA. Relationships between childhood maltreatment, adult health and psychiatric outcomes, and medical utilization. J Clin Psychiatry 2004;65:10–5.
[10] Chan HN, Fam J, Ng BY. Use of antidepressants in the treatment of chronic pain. Ann
Acad Med Singapore 2009;38:974–9.
[11] Thaler KJ, Morgan LC, Van Noord M, Gaynes BN, Hansen RA, Lux LJ, et al. Comparative effectiveness of second-generation antidepressants for accompanying anxiety,
insomnia, and pain in depressed patients: a systematic review. Depress Anxiety
2012;29:495–505.
[12] Azevedo LF, Costa-Pereira A, Mendonca L, Dias CC, Castro-Lopes JM. Chronic
pain and health services utilization: is there overuse of diagnostic tests and inequalities in nonpharmacologic treatment methods utilization? Med Care
2013;51:859–69.
[13] Sullivan MJL, Bishop SR, Pivik J. The Pain Catastrophizing Scale: development and
validation. Psychol Assess 1995;7:524–32.
[14] D'Eon JL, Harris CA, Ellis JA. Testing factorial validity and gender invariance of the
Pain Catastrophizing Scale. J Behav Med 2004;27:361–72.
[15] Osman A, Barrios FX, Gutierrez PM, Kopper BA, Merriﬁeld T, Grittmann L. The Pain
Catastrophizing Scale: further psychometric evaluation with adult samples. J
Behav Med 2000;23:351–65.
[16] Rainville P, Feine JS, Bushnell MC, Duncan DH. A psychophysical comparison of sensory and affective responses to four modalities of experimental pain. Somatosens
Mot Res 1992;9:265–77.

