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Case Report
An Approach to Psychological Assessment of Chronic Pain Patient
Evaluated for Implantable Devices
Saba Javed, MD, and Billy K Huh, MD, PhD

Chronic pain is a multidimensional field in which
a patient’s physical, environmental, and psychological state must be fully understood to further
assess their problem. These variables form a
complex interaction with each other and play
a critical role in the treatment of chronic pain.
The clinical interview is the cornerstone of the
psychological evaluation. An important purpose
of the interview is to identify any psychiatric
conditions that might exacerbate pain or complicate treatment, such as psychosis, substance
dependence, or a personality disorder.
The patient was seen in the chronic pain clinic
and assessed by the pain clinical psychologist.
We present the case of a patient who presented

Chronic pain is a multidimensional field in which a
patient’s physical, environmental, and psychological
state must be fully understood to further assess their
problem. These variables form a complex interaction
with each other and play a critical role in the treatment
of chronic pain. Instruments like the Multidimensional
Pain Inventory (MPI), which consists of 56 items to
assess the psychosocial, cognitive, and behavior
aspects of pain, might help gauge a patient’s response to a particular treatment (1,2). For instance,
it has been shown that psychiatric risk factors such
as depression, stress, psychological vulnerability,
and duration of disability are associated with chronic
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to the chronic pain clinic and underwent evaluation
for spinal cord stimulator trial placement. As part of
this evaluation, the patient underwent psychological assessment by the pain clinical psychologist;
we discuss the approach to psychological assessment using observational narrative.
Psychological evaluation can help guide a physician’s treatment plan to better meet the patient’s
needs. Psychological assessment prior to interventional management should be used as a tool
to give the patient the best chance for success.
Key words: Psychological assessment, psychological evaluation, spinal cord stimulation,
intrathecal pump

postsurgical pain (3). Another study found that a
significant number of patients who failed spinal cord
stimulator therapy might have had improved treatment outcomes if only they had had a preoperative
psychosocial assessment before and after their
therapy (4). These studies presented above cannot
further emphasize the importance of psychological
testing in patients who undergo invasive treatments
for their chronic pain.
The clinical interview is the cornerstone of the
psychological evaluation. An important purpose of
the interview is to identify any psychiatric conditions
that might exacerbate pain or complicate treatment,
such as psychosis, substance dependence, or a
personality disorder. The Centers for Medicare
and Medicaid Services (CMS) in the United States
mandates the use of preimplantation psychological
screening for spinal cord stimulation (SCS) in an
effort to improve outcomes. Nelson et al proposed a
list of red flags including suicidal tendency, alcohol
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or drug dependency, unresolved compensation/legal
issues, severe untreated depression, and other factors (5). Moreover, inquiring about pain behaviors and
functional status can provide important information
about the person’s overall pain experience, coping
skills, as well as the extent of pain-related disability.
The objective of this article is to present a case
report and discuss an approach to psychological
assessment as the patient is evaluated for possible
spinal cord stimulator (SCS) placement.
CASE REPORT
Patient A is a 58-year-old morbidly obese woman
with a remote history of bipolar disorder and major
depressive disorder, fibromyalgia, and lymphoma
status post chemotherapy with no current evidence
of disease; she has been followed in the pain clinic
for chronic lower back pain due to lumbar spondylosis. The patient’s pain was located in her mid-lower
back and she described the pain as dull, achy, and
constant with episodes of sharp, radicular pain down
her feet. Along with the above, the patient endorsed
weakness in her legs and paresthesia. Her current
pain regimen consisted of pregabalin, methocarbamol, and tapentadol. The patient had tried numerous
pain medications in the past including gabapentin,
tramadol, hydrocodone, oxycodone, hydromorphone,
and methadone; however, she developed side effects
from these pain medicines. In addition to medications,
the patient had undergone a number of interventional
pain procedures including lumbar epidural steroidal
injection, medial branch block, and radiofrequency
ablation. These procedures provided her with only
fractional and short-term relief. During her most
recent follow-up at the pain clinic, the patient stated
that her quality of life was extremely poor due to the
pain and she was interested in any procedure that
could help her. We discussed a trial of SCS and the
patient seemed very much interested. Identified as
a possible candidate for SCS, the patient was sent
to a clinical psychologist to have a psychological
evaluation.
During the psychological assessment interview, the
patient stated that she had a difficult upbringing by
her parents wherein they were both physically and
emotionally abusive toward her. During her teens

and early twenties, she suffered from bipolar disorder
and major depressive disorder and was followed by
a psychiatrist. At 16 years of age, she attempted to
commit suicide by overdosing on prescription medication. The patient also stated that she had numerous
psychiatric admissions for when she had thoughts of
hurting herself. The patient was currently not seeing a
psychiatrist and was taking lorazepam for anxiety and
zolpidem for bedtime as her only psychiatric medications. In addition to the above psychiatric history,
the patient said that her mood and pain affected her
functional status. She noted that she was spending
upwards of 20 hours a day in bed due to pain. She
sometimes would forgo bathing or showering because
of the excruciating pain. The patient shared an apartment with a male companion. For a living, she ran her
own business of selling paintings, and while she was
in bed upwards of 20 hours a day, she would blog
on her computer for at least a portion of that time.
The patient complained that she did not sleep well
at night and would wake up numerous times due to
pain. She endorsed that she was not happy with her
current lifestyle and the person she had become and
would like to make changes in her routine.
DISCUSSION
An important objective of doing a psychological assessment in a patient being evaluated for implants
(for example SCS, dorsal root ganglion, or intrathecal pump) is to identify any psychiatric conditions,
functional status, history of substance abuse and/
or suicide, hygiene, and motivation that might exacerbate pain or complicate treatment. Psychological
assessment before surgery has been an important
factor in determining better outcomes. It has become
standard practice by insurance companies that
in order to approve a patient for SCS, dorsal root
ganglion, or intrathecal pump placement, the patient
must undergo a psychological assessment by a clinical psychologist. This is usually done in the form of
a structured clinical interview in order to identify any
psychiatric conditions that might exacerbate pain or
complicate treatment, such as psychosis, substance
dependence, or a personality disorder. A standard
psychological interview inquires about the patient’s
pain history, how their pain impacts their quality of
life, personal medical history and psychiatric history,
family history, and medications.
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Psychiatric History and Mood Disorder
As discussed above, patient A had an extensive history of mood disorder starting in childhood. Patient A
also had numerous suicidal attempts by prescription
medication overdose and multiple psychiatric hospitalizations. Looking at the literature, mood spectrum
disorders worsen the perception of pain, increasing
both its intensity and various components of pain.
A large number of studies have investigated the
connection between depression and chronic pain,
an association supported by the fact that they share
some activation/dysregulation of brain structures
(6). In particular, the anterior cingulate cortex (ACC),
amygdala, and prefrontal cortex encode emotional
and cognitive aspects of chronic pain, and are also
involved in the experience of emotion and the processing involved in emotional memory formation (7).
Moreover, individuals with chronic pain are at
increased risk for suicidal thoughts and behavior.
Comorbid psychiatric disorders like depression,
prevalent in chronic pain, also increase the risk for
suicidality. There are a number of factors that increase
the risk for an individual to attempt suicide in the
general population such as past suicide attempts,
family history of suicide, lack of social support, and
access to means of suicide such as weapons or
medication. For chronic pain patients, additional risk
factors include the presence of comorbid depression, high pain intensity and duration, the presence
of sleep-onset insomnia, high catastrophizing, and
feelings of hopelessness (8). Hence, extreme caution
must be taken when considering individuals with an
extensive prior psychiatric history.
Substance Use and Opioid Medication Misuse
Patient A denied any history of past or current
substance use or alcohol use. However, she had
endorsed history of opioid medication misuse, as
stated above. On a few instances, she overdosed on
prescription opioids in a suicidal attempt. The prevalence of alcohol/substance use and prescription opioid misuse in persons with chronic pain is significant;
thus, a comprehensive evaluation should include
screening for alcohol, substance, and prescription
opioid use. Assessment of alcohol and substance
abuse is important in the context of treatment for
chronic pain since individuals with substance use
disorder are at an increased risk for opioid misuse (9).

Precise rates of opioid medication misuse have been
difficult to establish, but estimates of the prevalence
of opioid dependence in pain clinic settings could be
as high as 14% (10). Needless to say, patients with
prior history of substance use/opioid misuse should
be identified and evaluated during psychological
assessment; the decision to proceed with implant
should be taken with extreme caution and only after
the patient exhibits sufficient knowledge, insight, and
compliance with the plan.
Pain-related Disability and Behavior
It is suggested that pain can cause disability and
depression, as pain can limit physical movements and
thus cause disability. In turn, disability reduces movements, causing pain, turning into a vicious cycle. In
this case report, patient A described herself as physically disabled as the pain had severely limited her
activities of daily living and she was confined to her
bed for over 20 hours each day. Disability prevents
people from doing activities they used to engage in,
such as housework, sports, social interaction, sleep
routine, etc., allowing depressive symptoms to appear; likewise, depressed patients tend to get more
isolated and lose motivation to engage in any kind
of activity (11).
Sleep disturbances are common in chronic pain
patients and are known to be risk factors for both the
development and exacerbation of pain. In this case
report, when patient A was asked about her functional
status, she admitted to a bed-ridden lifestyle, staying
in bed for upwards of 20 hours and not being physically active for the past 3 years due to pain. Furthermore, she stated that even though she was in bed,
her sleep pattern was incredibly poor, as she would
wake up about every hour. In a recent prospective
study by Emery et al, the authors found that chronic
pain patients exhibited more dysfunctional beliefs
about sleep, poorer sleep hygiene practices, and
greater pre-sleep arousal (12). Moreover, it is widely
accepted that sleep, functional status, and overall
outlook have an impact on recovery and postsurgical and long-term outcomes. As a case in point, in a
recent article, patients over the age of 60 years who
were admitted for arterial vascular surgery had longer
hospital stays and adverse postoperative outcomes
when their functional status and cognition were
impaired (13). Since placement of a SCS can have
161
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negative consequences, patient A’s lifestyle alone
could have put her at risk for worse postoperative
outcomes and failed treatment.
Personal Hygiene
It has been shown that lack of proper hygiene can
increase the risk of surgical site infections; in fact, the
Centers for Disease Control and Prevention (CDC)
recommends that patients take shower or full baths
with antimicrobial soap at least the night before surgery to reduce the risk of surgical site infection (14).
Patient A stated during the psychological assessment
that she would sometimes go days without showering
or bathing due to the pain. She also noted that she
would get ‘sores’ on her skin that would open up and
drain from time to time, likely infectious pustules. Due
to the patient’s inability to maintain proper hygiene
and self-care, and her being prone to repetitive skin
infections, these factors potentially put her at even
greater risk for postoperative complications.
Compliance
During the psychological assessment, patient A
was asked about compliance, both in terms of taking
medications as scheduled and maintaining follow-up
appointments. She was forthright about admitting to
not taking her scheduled medications at appropriate
times and then having to play catch-up. Furthermore,
the patient stated that she had to miss appointments
consistently due to long travel time and financial
burden. During the psychological assessment, it was
clear that her depressed state and psychiatric history
had hindered her ability to find a proper pain management regimen. A study has shown that depressed patients are 3 times more likely to be noncompliant with
medical treatment recommendations when compared
to their nondepressed counterparts (15). The use of
a SCS may be a temporary measure to help improve
the patient’s pain, but their lack of compliance with
other medical regimens may make them more likely
to fail treatment in the future.

Financial Burden
Patients with lack of financial support and huge
financial burden are more likely to be noncompliant
with therapy or medications (15). In patient A’s case,
she stated that her health care cost was a huge
stressor in her life. Currently on Medicare and disability insurance, the patient was tailoring her medical
care and oftentimes missing appointments simply
because of her co-pays and out-of-pocket expenses.
It comes as no surprise that financial stressors have
a major impact on health outcomes (16). While a
particular medication or the newest cutting-edge
procedure can be the ideal solution to a particular
chief complaint, every patient should be looked at
individually and as a whole. While the patient can
receive a SCS, if she is not able to maintain her
follow-up appointments due to mounting co-pays or
long-distance travel to see a physician, then a less
invasive approach through medication optimization
should be taken first.
CONCLUSION
Psychological assessment to screen candidates
for interventional procedures has been an important
tool to help determine the success of a treatment.
These assessments not only help recognize a patient’s chronic problem but can also help identify any
red flags in areas such as psychiatric history/mood
disorder, substance use/opioid medication misuse,
pain-related disability/behavior, personal hygiene,
compliance, and financial burden that should be addressed and optimized prior to surgery. These factors
can help decide whether a procedure is even the
right step for the individual or if alternatives should
be sought. Looking into the psychosocial aspect of a
person’s life can help guide a physician’s treatment
plan to better suit the patient. Psychological assessment prior to interventional management should be
used as a tool to give the patient the best chance
for success.
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