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Pain is one of the most com-
mon reasons for seeking 
medical attention in the 
United States,1 with health 

care utilization five times greater for 
patients with chronic pain than for 
patients in the general population.2,3 
Experiencing chronic pain adversely 
affects patients’ self-reported physical 
health,4 psychological health,5–7 and 
social and economic well-being.8,9 
Pain also leads to decreased produc-
tivity and lost work days,10 which 
represents an estimated cost of $61.2 
billion per year in the United States.11 

In the community, several pa-
tient characteristics have been asso-
ciated with an increased incidence 
of chronic pain, including increased 
age, female gender, being divorced 
or separated, being unemployed 
or disabled, increased body mass 
index, and participation in a physi-
cally demanding job.12,13 Addition-
ally, several studies have described 
the characteristics of patients who 
fail to respond to treatments for their  
pain.14–16 For example, the results of 
one meta-analysis revealed that quali-
fying for or having disability status 

pending was a negative predictor of 
treatment outcome.17 Other studies 
have found unemployment to be a 
predictor of poor outcome.14,18 Un-
fortunately, differences across these 
studies in terms of patient popula-
tions, pain treatments instituted, and 
outcome measures used have limited 

the congruence and ability to gener-
alize these findings.19–22

Patients in chronic pain clin-
ics represent a unique population. 
Becker and colleagues found that 
only 39% of patients in a pain clinic 
were actively working, and nearly 
45% were receiving disability as-
sistance. In addition, 58% were di-
agnosed with either depression or 
anxiety, and 42% reported that pain 
affected their sleep.23 

Veteran patients with pain prob-
ably represent an even more unique 
group, owing to pain influences from 

both their civilian life and their prior 
military duty. The International Asso-
ciation for the Study of Pain suggests 
that the experience of pain is based 
partially on prior experiences.24 The 
unique nature of military service has 
been said to influence patient reports 
of medical and pain symptoms.25–27 
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What characterizes veterans referred to chronic pain clinics—and which of  
these characteristics, if any, are associated with a higher pain score?  

To find out, these investigators considered patients at a regional VA pain clinic.

The unique nature of military service has 
been said to influence patient reports of 
medical and pain symptoms.



Some studies have considered veter-
ans with pain in a primary care set-
ting,28–30 but no study has specifically 
reported the unique characteristics of 
veterans in a chronic pain clinic. 

Attempting to remedy this gap in 
medical literature, we examined the 
characteristics of patients upon initial 
referral to an outpatient pain clinic 
at the Hunter Holmes McGuire VA 
Medical Center (HHMVAMC). Addi-
tionally, we sought to determine spe-
cific patient characteristics correlated 
with a higher pain score. 

STUDY SET-UP
The pain clinic at HHMVAMC is re-
gional and receives patients from Vir-
ginia, eastern West Virginia, northern 
North Carolina, and southern Mary-
land. After obtaining institutional 
review board approval, we reviewed 
the computerized medical records 
of consecutive initial referrals to the 
pain clinic for the period of one year 
(January 1 to December 31, 2002). 
A total of 269 completed medical re-
cords were reviewed from a computer 
template progress note used to docu-
ment each new evaluation. Informa-
tion for these initial progress notes 
came from patient self-reported sur-
veys, physician interviews, and prior 
computerized medical records. 

We collected the following de-
mographic information: age, gender, 
ethnicity, marital status, education, 
and employment status. Employment 
status was self-reported as working, 
unemployed, retired, or receiving or 
applying for disability. Similarly, the 
following clinical information was 
collected: psychiatric history, prior 
opioid use, prior substance abuse, liti-
gation related to pain, disability status 
(receiving or applying), work-related 
pain, prior surgery to relieve pain, 
pain location, and prior pain clinic 
treatment. Pain was measured in ac-
cordance with the numerical rating 
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Table 1. Characteristics of the pain clinic  
population at HHMVAMC* 

   % of total no. of pa- 
  % of patients  tients (including  
  for whom  those with  
Variable n data is known unknown data)

Sex
 Male 251 93.3 93.3
 Female 18 6.7 6.7

Race
 White 133 63.6 49.4
 Black 71 34.0 26.4
 Hispanic 1 0.5 0.4
 Native American 4 1.9 1.5
 Not known 60 22.3

Marital status
 Married 142 53.6 52.8
 Single 33 12.5 12.3
 Divorced 66 24.9 24.5
 Separated 14 5.3 5.2
 Widow/widower 10 3.8 3.7
 Not known 4 1.5

Education
 Less than GED† 41 15.8 15.2
 GED 26 10.0 9.7
 High school 82 31.7 30.5
 College, AS‡  
    or less 80 30.9 29.7
 Bachelor’s degree 24 9.3 8.9
 Master’s degree 6 2.3 2.2
 Not known 10 3.7

Employment status
 Working 51 19.0 19.0
 Retired 80 29.7 29.7
 Disability 112 41.6 41.6
 Unemployed 26 9.7 9.7

Work-related pain
 Yes  88 33.7 32.7
 No 173 66.3 64.3
 Not known 8 3.0

Litigation 
 Yes 19 7.5 7.1
 No 233 92.5 86.6
 Not known 17 6.3
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scale (NRS), a verbal pain scale rang-
ing from zero (no pain) to 10 (worst 
pain ever). Numerous studies have 
shown it to be valid and reliable,31–34 
and all patients at HHMVAMC who 
are referred to the pain clinic are as-
sessed using the NRS.

STATISTICAL ANALYSIS
Data from each patient’s initial visit 
was entered and analyzed using the 
Statistical Package for the Social Sci-
ences (SPSS) version 11.0, for Win-
dows (SPSS Inc., Chicago, IL). Means 
and standard deviations were cal-
culated for the NRS pain scores and 
for any continuous variables, such 
as age. Frequencies were used to ex-
amine categorical demographic and 
clinical variables (for example, race, 
marital status, and psychiatric disor-
der). Associations between reported 
pain (based on the NRS score) and 
patient characteristics were analyzed. 
Statistical t-tests were used to deter-
mine significant differences in pain 
report among dichotomous (yes or 
no) independent variables, which in-
cluded the presence of ongoing liti-
gation, prior opioid use, prior pain 
clinic treatment, prior surgery to al-
leviate pain, and pain related to work 
injury. A series of one-way analysis 
of variance computations were con-
ducted to evaluate the impact of de-
mographic and clinical variables on 
pain rating at the initial visit. 

PATIENT CHARACTERISTICS
The majority of patients were male, 
white, and married (Table 1). The 
average patient age was 55.7 (SD = 
12.4). Only 51 (19%) were currently 
employed and 80 (29.7%) were re-
tired, 112 (41.6%) were receiving or 
applying for disability, and 26 (9.7%) 
were unemployed. Of patients whose 
education level was recorded within 
their medical record, 88.4% com-
pleted two years of college or less. 

Table 1. Characteristics of the pain clinic  
population at HHMVAMC* (continued)

Surgery to alleviate  
pain
 Yes  139 51.7 51.7
 No 130 48.3 48.3

Prior pain clinic  
treatment
 Yes 79 35.1 29.4
 No 146 64.9 54.3
 Not Known 44 16.3

Prior opioid use
 Yes 193 75.6 73.6
 No 64 24.4 23.8
 Not known 7 2.6

Psychiatric history
 Not present 122 45.7 45.4
 Present 145 54.3 53.9
 Depression 58 21.7 21.6
 PTSD§ 35 13.1 13.0
 Depression and  
    PTSD 9 3.4 3.3
 Psychosis 1 0.4 0.4
 Bipolar disorder 9 3.4 3.3
 Stress counseling 4 1.5 1.5
 Depression and  
    anxiety 2 0.7 0.7
 Unspecified  
    psychiatric  
    diagnosis 27 10.1 10.0
 Not known 2 0.7

Substance abuse  
history
 None 150 55.8 55.8
 Alcohol 57 21.2 21.2
 Drug use 29 10.8 10.8
 Alcohol and drug 
    use 33 12.3 12.3

   % of total no. of pa- 
  % of patients  tients (including  
  for whom  those with  
Variable n data is known unknown data)

Continued on next page



The medical review showed that 
32.7% had pain that resulted from a 
work-related injury, 7.1% reported 
litigation related to their pain, 73.6% 
reported prior treatment with an 
opioid, and 29.4% had previously 
received treatment in a pain clinic. 
About half (51.7%) of all 269 subjects 
reported a history of surgery to allevi-
ate their pain. 

A history of psychiatric illness was 
reported by 53.9% of the patients. 
The most common psychiatric diag-
noses were depression (21.6%) and 
posttraumatic stress disorder (PTSD, 
13%), with 3.3% reporting diagno-
ses of both depression and PTSD. 
Prior substance abuse was reported 
by 44.2% of the patients, with 21.2% 
reporting alcohol abuse only, 10.8% 
reporting drug abuse only, and 12.3% 
reporting both. 

Pain descriptions and diagnoses 
varied from fibromyalgia to knee os-
teoarthritis. Low back pain was the 
most common pain location (77.3%), 
followed by knee or thigh (33.1%), 
shoulder (18.6%), and neck (18.2%). 
Pain in multiple locations was re-
ported by 63.1% of the patients. The 
average NRS for the entire population 
was 7.1 (SD = 2.0). 

IMPACT OF CHARACTERISTICS 
ON PAIN RATING
The only statistically significant dif-
ference between groups was found 
in employment status, with the ac-
tively employed patients reporting 
significantly less pain (P < .05) than 
those who were retired, receiving 
or applying for disability, or unem-
ployed (Table 2). When selectively 
analyzing only those patients with re-
ported low back pain, similar findings 
were found (P < .05). Age, ethnic-
ity, gender, marital status, education, 
work-related injury, prior pain clinic 
treatment, prior opioid use, surgical 
history, litigation, psychiatric history, 

and substance abuse history did not 
significantly affect pain.

OUR POPULATION VERSUS 
OTHER PAIN POPULATIONS
The pain clinic at HHMVAMC draws 
a population of veteran patients with 

characteristics that differ from prior 
reports of civilian pain clinic popu-
lations. For example, researchers 

conducting pain studies of civilian pa-
tients have found differences in pain 
reporting related to age, gender, and 
marital status. We did not find these 
associations. These disparities may 
be due to differences in pain assess-
ment tools or to the predominantly 

male gender of the veteran popula-
tion. The almost exclusively male pa-
tient population at this VAMC pain 

Continued on page 21

18 • FEDERAL PRACTITIONER • MARCH 2006

CHRONIC PAIN IN VETERANS

Continued from previous page

Researchers conducting pain studies of  
civilian patients have found differences  
in pain reporting related to age, gender, 
and marital status. We did not find these 
associations.

Table 1. Characteristics of the pain clinic  
population at HHMVAMC* (continued)

Pain locations
 Low back 208 77.3 77.3
 Mid-upper back 6 2.2 2.2
 Abdomen 7 2.6 2.6
 Arm/hand 31 11.5 11.5
 Shoulder 50 18.6 18.6
 Neck 49 18.2 18.2
 Headache 11 4.1 4.1
 Knee/thigh 89 33.1 33.1
 Ankle/foot 35 13.0 13.0
 Genitourinary/ 
    pelvis 8 3.0 3.0
 Hip 24 8.9 8.9
 Multiple locations 169 62.8 62.8

*HHMVAMC = Hunter Holmes McGuire VA Medical Center. †GED = general equivalency 
diploma. ‡AS = Associate’s degree. §PTSD = posttraumatic stress disorder. 

   % of total no. of pa- 
  % of patients  tients (including  
  for whom  those with  
Variable n data is known unknown data)
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clinic may have skewed the impact 
of both gender and marital status on 
pain scores. 

The 53.9% incidence of prior psy-
chiatric disorder we found is simi-
lar to a previous civilian pain clinic 
study in which investigators reported 
depression and anxiety in 58% of 
patients.6 By contrast, the Veterans 
Health Study (VHS),35 which looked 
at the general, male VA outpatient 

population, found a 40% prevalence 
of mental disorder. 

These differences in the pain clinic 
population at HHMVAMC are par-
ticularly important in light of the well 
described interaction between psy-
chological disorders, pain, and pain 
severity.36–38 Although the temporal 
and causal relationships between pa-
tient pain descriptions and psychiat-
ric diagnoses is rarely clear cut, when 
treating pain, the importance of both 
screening for and appropriately in-
tervening with psychiatric disorders 
cannot be overemphasized.

OUR POPULATION VERSUS  
VETERANS WITHOUT PAIN
As we anticipated, both the prior use 
of prescription opioids and a history 
of substance abuse were high in this 
VAMC pain clinic population. These 

high percentages contrast the 2001 
National Survey of Veterans (NSV), 
which found that 1.2% of veterans 
in the general population reported 
receiving treatment for alcohol or 
drug abuse39—a surprisingly low in-
cidence.

Two other similarly expected find-
ings among our pain referral patients 
were the low incidence of employ-
ment (less than one in five were em-

ployed) and the high incidence of 
disability (more than two in five were 
disabled). These characteristics also 
were significantly different than other 
general veteran populations studied. 
For example, the 2001 NSV reported 
that 55% of veterans were employed, 
32% were retired, and only 14% were 
receiving or applying for disability.39 
These differences highlight both the 
devastating impact of chronic pain on 
productivity and the added challenge 
health care providers face when car-
ing for patients with pain.

PAIN AND DISABILITY
The relationship between pain and 
disability in VA patients has been in-
vestigated in two earlier studies. In 
conducting the VHS, Hankin and 
colleagues reported that only 16% of 
their chronic pain population were 

disabled35—similar to VA patients 
without chronic pain.39 On the other 
hand, Reid and colleagues studied 
veterans within a primary care setting 
and found that 70% reported some 
level of disability.40 It’s important to 
note that Reid used a scale that rated 
pain with daily activities in order to 
determine disability, whereas we de-
termined disability based on what 
providers had recorded in patients’ 

medical records when patients were 
asked whether they were receiving 
disability or applying for it. While 
these studies were not specifically as- 
sessing disability in individuals refer- 
red to a pain clinic, they do highlight 
some of the difficulties inherent in 
evaluating a patient’s “disability.”

STUDY LIMITATIONS
While our investigation does provide 
insight into a specific patient popula-
tion that has not been well studied, 
it does have limitations. The retro-
spective nature of the study restricted 
data collection to information avail-
able on a computerized template 
progress note. The historical items on 
this progress note were limited by pa-
tient recall. In all cases, we attempted 
to confirm the patients’ reports by re-
viewing the computerized records.  

Table 2. Employment correlations with pain rating  
in the pain clinic population at HHMVAMC*

  Mean NRS†  Mean difference from  
Employment status n pain score  working veterans P value

Working 48 6.35 -- --

Retired 73 7.44 1.08 .015

Receiving or applying  
for disability 107 7.23 0.88 .047

Unemployed 22 7.73 1.37 .032

*HHMVAMC = Hunter Holmes McGuire VA Medical Center. †NRS = numerical rating scale.
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In the cases referred from outside fa-
cilities, however, this wasn’t always 
possible.

Although the NRS, similar to the 
visual analog scale, is a valid and re-
liable means of measuring pain,28–31 
such questionnaires as the McGill 
pain questionnaire provide a more 
comprehensive assessment of pain 
and may be preferable in future in-
vestigations.41 Also, no information 
about pain related to military ser-
vice injuries was available upon our 
review. This data would be useful 
in this population. In addition, our 
study was limited to a single health 
care facility’s pain clinic and, there-
fore, limits the ability to generalize 
the findings.

While our investigation did not 
clarify the clinical relevance of all 
our results, our findings suggest that 
pain in the enrollees of VA pain clin-
ics should be assessed and managed 
differently than it is in the general 
veteran population, the general VA 
outpatient population, and the civil-
ian chronic pain population.            ●

The opinions expressed herein are those 
of the authors and do not necessarily 
reflect those of Federal Practitioner, 
Quadrant HealthCom Inc., the U.S. 
government, or any of its agencies. 
This article may discuss unlabeled or 
investigational use of certain drugs. 
Please review complete prescribing in-
formation for specific drugs or drug 
combinations—including indications, 
contraindications, warnings, and ad-
verse effects—before administering 
pharmacologic therapy to patients.

REFERENCES
1.   Woodwell DA, Cherry DK. National Ambulatory 

Medical Care Survey: 2002 Summary. Advance data 
from vital and health statistics; No. 346. Hyattsville, 
MD: National Center for Health Statistics; 2004. 
Available at: www.cdc.gov/nchs/data/ad/ad346.pdf. 
Accessed February 8, 2006.

2.   Von Korff M, Dworkin SF, Le Resche L. Graded 
chronic pain status: An epidemiologic evaluation. 
Pain. 1990;40(3):279–291. 

3.   Von Korff M, Wagner EH, Dworkin SF, Saunders 
KW. Chronic pain and use of ambulatory health 
care. Psychosom Med. 1991;53:61–79.

4.   Mantyselka PT, Turunen JH, Ahonen RS, Kum-
pusalo EA. Chronic pain and poor self-rated heath. 
JAMA. 2003;290:2435–2442.

5.   Gureje O, Von Korff M, Simon GE, Gater R. 
Persistent pain and well-being: A World Health 
Organization study in primary care [published cor-
rection appears in JAMA. 1998;280:1142]. JAMA. 
1998;280:147–151.

6.   Magni G, Marchetti M, Moreschi C, Merskey H, 
Luchini SR. Chronic musculoskeletal pain and 
depressive symptoms in the National Health and 
Nutrition Examination. I. Epidemiologic follow-up 
study. Pain. 1993;53(2):163–168.

7.   Turk DC, Rudy TE. Toward an empirically derived 
taxonomy of chronic pain patients: Integration of 
psychological assessment data. J Consult Clin Psy-
chol. 1988;56:233–238.

8.   Latham J, Davis B. The socioeconomic impact of 
chronic pain. Disabil Rehabil. 1994;16:39–44.

9.   Locker D. Disability and disadvantage: The conse-
quences of chronic illness. London, England: Tavis-
tock Publications; 1983.

10.   Bowsher D, Rigge M, Sopp L. Prevalence of chronic 
pain in the British population: A telephone survey 
of 1037 households. Pain Clinic. 1991;4:223–230.

11.   Stewart WF, Ricci JA, Chee E, Morganstein D, Lip-
ton R. Lost productive time and cost due to com-
mon pain conditions in the US workforce. JAMA. 
2003;290:2443–2454.

12.   Elliott AM, Smith BH, Penny KI, Smith WC, Cham-
bers WA. The epidemiology of chronic pain in the 
community. Lancet. 1999;354:1248–1252.

13.   Eriksen J, Jensen MK, Sjogren P, Ekholm O, Ras-
mussen NK. Epidemiology of chronic non-malig-
nant pain in Denmark. Pain. 2003;106(3):221–228.

14.   Maruta T, Swanson DW, Swenson WM. Chronic 
pain: Which patients may a pain-management pro-
gram help? Pain. 1979;7(3):321–329.

15.   Herman E, Baptiste S. Pain control: Mastery through 
group experience. Pain. 1981;10(1):79–86.

16.   Aronoff GM, Evans WO. The prediction of treat-
ment outcome at a multidisciplinary pain center. 
Pain. 1982;14(1):67–73.

17.   Rohling ML, Binder LM, Langhinrichsen-Rohling 
J. Money matters: A meta-analytic review of the as-
sociation between financial compensation and the 
experience and treatment of chronic pain. Health 
Psychol. 1995;14:537–547.

18.   Dworkin RH, Handlin DS, Richlin DM, Brand L, 
Vannucci C. Unraveling the effects of compensa-
tion, litigation, and employment on treatment re-
sponse in chronic pain. Pain. 1985;23(1):49–59.

19.   Tollison CD, Satterthwaite JR, Kriegel ML, Hin-
nant DW. Interdisciplinary treatment of low back 
pain. A clinical outcome comparison of compen-
sated versus noncompensated groups. Orhop Rev. 
1990;19:701–706.

20.   Solomon P, Tunks E. The role of litigation in pre-
dicting disability outcome in chronic pain patients. 
Clinical J Pain. 1990;7:300–304.

21.   Kleinke CL, Spangler AS Jr. Predicting treatment 
outcome of chronic back pain patients in a multi-
disciplinary pain clinic: Methodological issues and 
treatment implications. Pain. 1988;33(1):41–48.

22.   Becker N, Hojsted J, Sjogren P, Eriksen J. Sociode-
mographic predictors of treatment outcome in 
chronic non-malignant pain patients. Do patients 
applying for disability pension benefit from multi-
disciplinary pain treatment? Pain. 1998;77(3):279–
287.

23.   Becker N, Bondegaard Thomsen A, Olsen AK, Sjo-
gren P, Bech P, Eriksen J. Pain epidemiology and 

health related quality of life in chronic non-malig-
nant pain patients referred to a Danish multidisci-
plinary pain center. Pain. 1997;73:393–400.

24.   Pain terms: Pain. IASP pain terminology page. In-
ternational Association for the Study of Pain web 
site. Available at: www.iasp-pain.org/terms-p.html. 
Accessed February 13, 2006.

25.   Engel CC, Jaffer A, Adkins J, Riddle JR, Gibson R. 
Can we prevent a second ‘Gulf War syndrome’? 
Population-based healthcare for chronic idiopathic 
pain and fatigue after war. Adv Psychosom Med. 
2004;25:102–122. 

26.   Dunphy RC, Bridgewater L, Price DD, Robinson 
ME, Zeilman CJ III, Verne GN. Visceral and cuta-
neous hypersensitivity in Persian Gulf war veter-
ans with chronic gastrointestinal symptoms. Pain. 
2003;102(1–2):79–85.

27.   Ford JD, Campbell KA, Storzbach D, Binder LM, 
Anger WK, Rohlman DS. Posttraumatic stress 
symptomatology is associated with unexplained 
illness attributed to Gulf War military service. Psy-
chosom Med. 2001;63:842–849.

28.   Clark JD. Chronic pain prevalence and analgesic 
prescribing in a general medical population. J Pain 
Symptom Manage. 2002;23:131–137.

29.   Kerns RD, Otis J, Rosenberg R, Reid C. Veter-
ans’ reports of pain and associations with ratings 
of health, health-risk behaviors, affective distress, 
and use of the healthcare system. J Rehabil Res Dev. 
2003;40:371–379.

30.   Reid MC, Guo Z, Towle VR, Kerns RD, Concato J. 
Pain-related disability among older male veterans 
receiving primary care. J Gerontol A Biol Sci Med Sci. 
2002;57:M727–M732.

31.   Jensen MP, Karoly P, Braver S. The measurement of 
clinical pain intensity: A comparison of six meth-
ods. Pain. 1986;27(1):117–126.

32.   Jensen MP, Karoly P. Self-report scales and pro-
cedures for assessing pain in adults. In: Turk DC, 
Melzack R, eds. Handbook of Pain Assessment. New 
York, NY: Guilford Press; 2001:15–34.

33.   Manz BD, Mosier R, Nusser-Gerlach MA, Bergstrom 
N, Agrawal S. Pain assessment in the cognitively 
impaired and unimpaired elderly. Pain Manag Nurs. 
2000;1:106–115.

34.   Paice JA, Cohen FL. Validity of a verbally adminis-
tered numeric rating scale to measure cancer pain 
intensity. Cancer Nurs. 1997;20:88–93.

35.   Hankin CS, Spiro A III, Miller DR, Kazis L. Men-
tal disorders and mental health treatment among 
U.S. Department of Veterans Affairs outpatients: 
The Veterans Health Study. Am J Psychiatry. 
1999;156:1924–1930.

36.   Magni G. On the relationship between chronic pain 
and depression when there is no organic lesion. 
Pain. 1987;31:1–21.

37.   Magni G, Moreschi C, Rigatti-Luchini S, Merskey 
H. Prospective study on the relationship between 
depressive symptoms and chronic musculoskeletal 
pain. Pain. 1994;56(3):289–297.

38.   Rudy TE, Kerns RD, Turk DC. Chronic pain and 
depression: Toward a cognitive-behavioral media-
tion model. Pain. 1988;35(2):129–140.

39.   Department of Veterans Affairs. 2001 National Sur-
vey of Veterans. Washington, DC: Department of 
Veterans Affairs. Available at: www.va.gov/vetdata 
/SurveyResults/nsv/final/ADA508f/HEALTH_STA 
TUS.pdf. Accessed February 10, 2006.

41.   Kremer E, Atkinson JH Jr. Pain measurement: Con-
struct validity of the affective dimensions of the 
McGill Pain Questionnaire with chronic benign 
pain patients. Pain. 1981;11(1):93–100.

E-mail us at: fedprac@qhc.com


