
Family Practice Grand Rounds

Chronic Pain
P h il ip  J. M ic h e ls ,  PhD, David  B. A dam s, PhD, and Patrick M cB rid e , M D

Columbia, South Carolina

DR. DAVID B. ADAMS (Director, Division of 
Clinical Psychology and Behavioral Medicine): 
We are meeting to discuss a patient with chronic 
pain and shall emphasize management in our dis
cussion. Dr. McBride will present the relevant 
history.

DR. PATRICK MCBRIDE <Second-year resi
dent in family practice)-. The patient is a 53-year- 
old white woman who presented with the com
plaint of low back pain. She has had this complaint 
for 18 months and has visited this center seven 
times within that time. She had been seen else
where and obtained minimal relief. The patient 
could not recall a precipitating event to account 
for the onset of pain, although she did recall lifting 
a heavy object at work several weeks prior to the 
onset of pain.

She returned yesterday complaining of intermit
tent sharp lower left back pain that radiates into 
the left hip and down the lateral side of the anterior 
thigh. She said that to her knowledge the weather 
had no effect on her perception of pain, stating it 
was excruciating and often unbearable, occurring 
during 25 to 50 percent of waking time. Sleep, 
however, does not appear significantly affected.

The patient participates in few hobbies or 
strenuous activities, complaining of discomfort 
when doing so. Pain is somewhat relieved by sit
ting and rest. Hot pads also provide temporary
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relief. The patient has received disability compen
sation and is no longer working at home or on the 
job. She lives with her 26-year-old daughter, who 
works as a librarian and spends much time at home 
with her mother.

Other symptoms presented over the 18-month 
course include tension-related headaches, neck 
and shoulder pain, and occasional chest pain. An 
extensive series of diagnostic tests included elec
tromyography (EMG), nerve conduction studies, 
x-ray examination, computerized axial tomogra
phy (CAT) scanning, bone scans, and a myelo
gram for possible slipped disc, with all findings 
within normal limits.

The most recent clinical examination revealed 
minimal tenderness over the left sacroiliac joint 
and almost no loss of movement of other joints. 
Sedimentation rate was 10 mm/h Westegren. The 
patient moved with difficulty on and off the exam
ination table, and her gait was slow but deliberate. 
Her back was somewhat tender to palpation from 
the paraspinal muscles to the left of L3-4 vertebral 
space, with some tenderness in the sciatic notch.

The patient demonstrated good anterior flexion 
of the lower back but hyperextension aggravated 
the pain. There appeared to be no atrophy of the 
quadriceps muscles as evidenced by equal circum
ference of the legs. She had good strength in all 
muscle groups except for possible slightly de
creased strength of the left flexor hallucis longus. 
Upper and lower extremity reflexes were equal 
bilaterally. The sensory examination was within
Continued on page 595

® 1983 Appleton-Century-Crofts

THE J O U R N A L  O F F A M IL Y  P R A C T IC E , V O L . 17, N O . 4 : 59 1 -6 1 0 , 1983
591



C H R O N IC  P A IN

Continued from page 591
normal limits. There appeared to be no tenderness 
or problems with any other muscle groups.

The patient has also been evaluated psychologi
cally to determine psychogenic aspects of her ill
ness. Data support a psychogenic pain disorder 
with exaggerated complaints of pain. The occur
rence of pain allows avoidance of work and in
creased support from the patient’s daughter; clear
ly the pain does not appear to be under voluntary 
control.

The patient has been on a wide variety of medi
cations at different times for pain relief with vary
ing degrees of success. The medications pre
scribed include Motrin, Zomax, Demerol, Tylox, 
Darvon, and Vistaril. During her most recent visit 
the patient requested a refill of Motrin and Tylox, 
which she states are most helpful in providing pain 
relief.

It appears from the workup that the psycho
genic aspects are predominant in this case. I won
der if there are psychodiagnostic entities that ap
pear more susceptible to experiencing pain.

DR. ADAMS: Pain complaints are most pro
nounced among individuals with somatoform dis
orders and are especially associated with hysteria 
and hypochondriasis, while perceptions of pain are 
less frequently presented by schizophrenic patients 
and least evident among brain-damaged patients.

DR. PHILIP J. MICHELS (Attending Clinical 
Psychologist): It appears that the personality pro
file based on the test results is consistent with a 
patient with exaggerated pain. Such an interaction 
among personality factors supports the subjective 
nature of the pain experienced and the influence of 
such factors upon the expression of pain.

DR. ADAMS: This case is also representative 
of a number of similar cases presented to the fam
ily physician. In a primary care setting it has been 
reported that 65 percent of the patients with physi
cal illness also experience pain.1

This is a pervasive problem confronting physi
cians in primary care. This particular patient has 
been disabled for 18 months. What is the signifi
cance of chronicity on prognosis?

DR. MICHELS: Duration significantly attects 
adaptation. Research indicates that if an injury 
produces pain and is treated within six weeks, 
successful outcomes occur in 80 percent of the 
cases. At six months, however, guilt, hostility, 
and depression take their toll. Adaptation or reso

lution of pain can also be adversely influenced by 
external compensations received during treatment 
and recovery. Despite this, 50 percent of the pa
tients return to useful and productive lives.2

At one year or longer, a large percentage of pain 
patients are very resistant to treatment. Pain has 
been incorporated into the lifestyle. It is therefore 
obvious that early recognition and treatment are 
vital factors in a favorable prognosis.

DR. ADAMS: What initial signs aid early diag
nosis and treatment?

DR. MCBRIDE: Verbal descriptions at times 
can suggest a differentiation between psychogenic 
and organic pain. Words like “ burning” and de
scriptions of “dull,” “ stabbing,” and “aching” tend 
to support organic pathology. Sensory descriptions 
such as warm, cold, and pressured have often been 
found to indicate psychological implications.

DR. MICHELS: Overt behavior of the patient 
can also be of diagnostic significance. In chronic 
severe pain, patients are not likely to toss about or 
cry out.

Summoning the strength for voluntary move
ment is difficult. In fact, it is not uncommon for 
chronic pain patients to regress into childlike be
haviors best exemplified by the coiled-up fetal-like 
position. Partly as a result of such regression and 
also as response to subjective pain, this patient is 
likely to feel very alone, isolated, and abandoned.

Chronic pain is inevitably perceived as internal 
to the patient, who views his entire body as being 
invaded and occupied by the pain, sealing him off 
from the external world. Often a patient can begin 
to perceive the pain as punishment for real or 
imagined indiscretions.

DR. MCBRIDE: While initial verbal descrip
tions and perceptions of behavior can aid diagnos
tic concerns, can the mood of the patient also 
serve a useful diagnostic function?

DR. MICHELS: There is a strong relationship 
between experienced pain and mood. Anxiety and 
depression tend to increase perceptions of pain, 
whereas excitement or aggression elicits the oppo
site effect. It has been demonstrated that when 
pain forces soldiers to leave the battlefield, less 
pain is perceived for wounds equivalent to those 
encountered by civilians hospitalized for surgery.'1

A psychological profile of the patient who is 
convinced of physical origins of his pain is charac
terized by general somatization, inhibited affect, 
Continued on page 597
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(loperamide HCI)
In diarrhea:
Fast direct action 
Relieves cramping 
Reduces stool frequency
BRIEF SUMMARY _  . 4
Before prescribing, please consult complete prescribing information, a summary of which follows:

I K f i s  indicated for the control and symptomatic relief of acute nonspecific diarrhea and of chronic 
Irhea associated with inflammatory bowel disease. IMODIUM is also indicated for reducing the volume 

of discharge from ileostomies. 
jfcuNDICATIONS
DDIUM is contraindicated in patients w ith known hypersensitivity to the drug and in those in whom 
btipation must be avoided.

WARNINGS
ntiperistaltic agents should not be used in acute diarrhea associated w ith organisms that penetrate the 
itestinal mucosa, e.g., enteroinvasive £  coli, Salmonella, Shigella, and in pseudomembranous colitis 
Iteiated with broad-spectrum antibiotics.

Fluid and electrolyte depletion may occur in patients who have diarrhea.The use of IMODIUM does not 
T ic lude the administration of appropriate fluid and electrolyte therapy. In some patients with acute 
jicerative colitis, agents which inhibit intestinal m otility or delay intestinal transit time have been reported 
to induce toxic megacolon. IMODIUM therapy should be discontinued promptly if abdominal distention 

1 curs or if other untoward symptoms develop in patients w ith acute ulcerative colitis.
JPUTIONS
In acute diarrhea, if clinical improvement is not observed in 48 hours, the administration of IMODIUM 

?■ should be discontinued.
Abuse and Dependence: Physical dependence to IMODIUM in humans has not been observed. However, 

jdies in monkeys demonstrated that loperamide hydrochloride at high doses produced symptoms of 
jysical dependence of the morphine type.
piiopenesis: In an 18-month rat study w ith doses up to 133 times the maximum human dose (on a 
i/kg basis) there was no evidence of carcinogenesis.

Pregnancy: Safe use of IMODIUM during pregnancy has not been established. Reproduction studies per- 
*]m ed in rats and rabbits w ith dosage levels up to 30 times the human therapeutic dose did not 

monstrate evidence of impaired fe rtility  or harm to the offspring due to IMODIUM. Higher doses impaired 
iternal and neonate survival, but no dose level up to 30 times the human dose demonstrated teratogen

icity. Such experience cannot exclude the possibility of damage to the fetus. IMODIUM should be used in 
■egnant women only when clearly needed.

:ing Mothers: It is not known whether IMODIUM is excreted in human milk. As a general rule, nursing 
should not be undertaken while a patient is on a drug since many drugs are excreted in human milk. 
Pediatric Use: Safety and effectiveness in children have not been established.Therefore, use of IMODIUM is 
not recommended in the pediatric age group (under the age of 12). In case of accidental ingestion of 
IMODIUM by children, see Overdosage Section for suggested treatment.
ADVERSE REACTIONS
The adverse effects reported during clinical investigations o ' IMODIUM are difficult to distinguish from 

Symptoms associated w ith the diarrheal syndrome. Adverse experiences recorded during clinical studies 
with IMODIUM were generally of a minor and self-lim iting nature.They were more commonly observed 
during the treatment of chronic diarrhea.
The following patient complaints have been reported: Abdominal pain, distention or discomfort; Constipa
tion; Drowsiness or dizziness; Dry mouth; Nausea and vomiting; Tiredness.

irsensitivity reactions (including skin rash), however, have been reported with IMODIUM use.
IRDOSAGE

Jiimal pharmacological and toxicological data indicate that overdosage in man may result in constipation, 
CNS depression, and gastrointestinal irritation. Clinical tria ls have demonstrated that a slurry of activated 
nbrcoal administered promptly after ingestion of loperamide hydrochloride can reduce the amount of drug 

ihich is absorbed into the systemic circulation by as much as ninefold. If vomiting occurs spontaneously 
upon ingestion, a slurry of 100 gms of activated charcoal should be administered orally as soon as fluids 
can be retained.
If vomiting has not occurred, gastric lavage should be performed followed by administration of 100 gms of 
the activated charcoal slurry through the gastric tube. In the event of overdosage, patients should be 
monitored for signs of CNS depression for at least 24 hours. If CNS depression is observed, naloxone may 

administered. If responsive to naloxone, vita l signs must be monitored carefully for recurrence of 
iptoms of drug overdose for at least 24 hours after the last dose of naloxone.

In view of the prolonged action of loperamide and the short duration (one to three hours) of naloxone, the 
patient must be monitored closely and treated repeatedly w ith naloxone as indicated. Based on the fact 
that relatively little drug is excreted in urine, forced diuresis is not expected to be effective for IMODIUM 

irdosage.
In clinical trials an adult who took three 20 mg doses w ithin a 24-hour period was nauseated after the 
■tcond dose and vomited after the third dose. In studies designed to examine the potential for side effects, 

lentional ingestion of up to 60 mg of loperamide hydrochloride in a single dose to healthy subjects 
resulted in no significant adverse effects.
HOW SUPPLIED

10DIUM is available as 2 mg capsules of loperamide hydrochloride. The capsules have a light green body 
and a dark green cap, with “ JANSSEN”  imprinted on one segment and “ IMODIUM" on the other segment. 

^^ODIUM capsules are supplied in bottles of 100 and 500 and in blister packs of 10 x 10 capsules.
I0DIUM (loperamide hydrochloride) is an original product of Janssen Pharmaceutica, Belgium and is 
anufactured by Ortho Pharmaceutical Corporation, Raritan, New Jersey. December 1982. U.S. Patent 

|714,159.
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Continued from page 595
prominent use of denial, and frequent manifest ir
ritability.4 Further, reports of pain tend to be more 
common among intrapunitive, extroverted, and 
older individuals.

Another important consideration relating to 
pain management from a psychological perspec
tive involves the importance of one's conceptual 
framework regarding pathology. The application 
of medical model orientation for the psychogenic 
pain patient has profound effects. That is, each 
visit by this psychogenic pain patient to the family 
practice center supports the patient's well- 
formulated belief that a discernible organic disease 
process accounts for her pain.

This common patient attribution allows the pa
tient to become passive and dependent on the 
physician to “cure” by eliminating the infectious, 
systemic, or traumatic disorder responsible for the 
discomfort. Primarily, the patient expects treat
ment by medication as for other diseases. These 
beliefs discourage personal responsibility for pain. 
An important component of the pain response, its 
subjective nature, is rarely acknowledged by the 
psychogenic pain patient.

DR. MCBRIDE: In this regard, incorporating a 
learning or conditioning approach to the psycho
genic pain patient would be useful. Such an ap
proach would introduce the subjective component 
of pain as important and operational at all times. It 
each person would be described as possessing dif
ferent thresholds of tolerating pain, then suggest
ing strategies that the patients can perform on their 
own to raise their threshold and better tolerate 
discomfort lays valuable groundwork toward atti
tude change regarding the perception of pain and 
subsequent and increased self-responsibility for 
management of the pain.

DR. ADAMS: The other psychological issue 
that inevitably results from the expression of pain 
involves possible secondary gain for the patient. 
Typical reactions from significant others include 
special concern, increased attention, solicitous
ness, and sympathy. Moreover, complaints of pain 
may also produce successful avoidance of un
pleasant events. Avoidance may occur regarding 
job involvements, household responsibilities, and 
sexual contacts, thus rewarding the occurrence of 
pain complaints. We can see such factors operat
ing in this case.
Continued on page 600
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Motrin" Tablets (ibuprofen)
Contraindications: Anaphylactoid reactions have occurred in individuals hypersensitive to 
Motrin Tablets or with the syndrome of nasal polyps, angioedema and bronchospastic 
reactivity to aspirin, iodides, or other nonsteroidal anti-inflammatory agents.
Warnings: Peptic ulceration and Gl bleeding, sometimes severe, have been reported. 
Ulceration, perforation and bleeding may end fatally. An association has not been established. 
Use Motrin Tablets under close supervision in patients with a history of upper gastrointestinal 
tract disease, after consulting ADVERSE REACTIONS. In patients with active peptic ulcer and 
active rheumatoid arthritis, try nonulcerogenic drugs, such as gold. If Motrin Tablets are used, 
observe the patient closely for signs of ulcer perforation or GI bleeding.

Chronic studies in rats and monkeys have shown mild renal toxicity with papillary edema 
and necrosis. Renal papillary necrosis has rarely been shown in humans treated with Motrin 
Tablets.
Precautions: Blurred and/or diminished vision, scotomata, and/or changes in color vision 
have been reported. If these develop, discontinue Motrin Tablets and the patient should have 
an ophthalmologic examination, including central visual fields and color vision testing.
Fluid retention and edema have been associated with Motrin Tablets; use with caution in 
patients with a history of cardiac decompensation or hypertension. In patients with renal 
impairment, reduced dosage may be necessary. Prospective studies of Motrin Tablets safety in 
patients with chronic renal failure have not been done.
Motrin Tablets can inhibit platelet aggregation and prolong bleeding time. Use with caution in 
persons with intrinsic coagulation defects and on anticoagulant therapy.
Patients should report signs or symptoms of gastrointestinal ulceration or bleeding, skin rash, 
weight gain, or edema.
Patients on prolonged corticosteroid therapy should have therapy tapered slowly when Motrin 
Tablets are added.
The antipyretic, anti-inflammatory activity of Motrin Tablets may mask inflammation and fever.

As with other nonsteroidal anti-inflammatory drugs, borderline elevations of liver tests may 
occur in up to 15% of patients. These abnormalities may progress, may remain essentially 
unchanged, or may be transient with continued therapy. Meaningful elevations of SGPT or 
SGOT (AST) occurred in controlled clinical trials in less than 1% of patients. Severe hepatic 
reactions, including jaundice and cases of fatal hepatitis, have been reported with ibuprofen as 
with other nonsteroidal anti-inflammatory drugs. If liver disease develops or if systemic 
manifestations occur (e g. eosinophilia, rash, etc.), Motrin should be discontinued.
Drug interactions. Aspirin: used concomitantly may decrease Motrin blood levels.
Coumarin: bleeding has been reported in patients taking Motrin and coumarin.
Pregnancy and nursing mothers: Motrin should not be taken during pregnancy or by nursing 
mothers.
Adverse Reactions: The most frequent type of adverse reaction occurring with Motrin is 
gastrointestinal of which one or more occurred in 4% to 16% of the patients.
Incidence Greater than J% (but less than 3% )-Probable Causal Relationship 
Gastrointestinal: Nausea/ epigastric pain,® heartburn;' diarrhea, abdominal distress, nausea and 
vomiting, indigestion, constipation, abdominal cramps or pain, fullness of Gl tract (bloating and 
flatulence); Central Nervous System: Dizziness/ headache, nervousness: Dermatologic: Rash* 
(including maculopapular type), pruritus; Special Senses: Tinnitus; Metabolic/Endocrine: 
Decreased appetite; Cardiovascular: Edema, fluid retention (generally responds promptly to drug 
discontinuation; see PRECAUTIONS).
Incidence less than 1%-Probable Causal Relationship**
Gastrointestinal: Gastric or duodenal ulcer with bleeding and/or perforation, gastrointestinal 
hemorrhage, melena, gastritis, hepatitis, jaundice, abnormal liver function tests: Central Nervous 
System: Depression, insomnia, confusion, emotional lability, somnolence, aseptic meningitis 
with fever and coma; Dermatologic: Vesiculobullous eruptions, urticaria, erythema multiforme, 
Stevens-Johnson syndrome, alopecia; Special Senses: Hearing loss, amblyopia (blurred and/or 
diminished vision, scotomata, and/or changes in color vision) (see PRECAUTIONS); Hemato
logic: Neutropenia, agranulocytosis, aplastic anemia, hemolytic anemia (sometimes Coombs 
positive), thrombocytopenia with or without purpura, eosinophilia, decreases in hemoglobin 
and hematocrit; Cardiovascular: Congestive heart failure in patients with marginal cardiac 
function, elevated blood pressure, palpitations; Allergic: Syndrome of abdominal pain, fever, 
chills, nausea and vomiting; anaphylaxis; bronchospasm (see CONTRAINDICATIONS); Renal: 
Acute renal failure in patients with pre-existing significantly impaired renal function, decreased 
creatinine clearance, polyuria, azotemia, cystitis, hematuria; Miscellaneous: Dry eyes and 
mouth, gingival ulcer, rhinitis.
Incidence less than r/o-Causal Relationship Unknown
Gastrointestinal: Pancreatitis: Central Nervous System: Paresthesias, hallucinations, dream 
abnormalities, pseudotumor cerebri; Dermatologic: Toxic epidermal necrolysis, photoallergic 
skin reactions; Special Senses: Conjunctivitis, diplopia, optic neuritis; Hematologic: Bleeding 
episodes (e g., epistaxis, menorrhagia); Metabolic/Endocrine: Gynecomastia, hypoglycemic reac
tion; Cardiovascular: Arrhythmias (sinus tachycardia, sinus bradycardia): Allergic: Serum sick
ness, lupus erythematosus syndrome, Henoch-Schonlein vasculitis; Renal: Renal papillary 
necrosis.

''Reactions occurring in 3% to 9% of patients treated with Motrin. (Those reactions occurring in 
less than 3% of the patients are unmarked.)

'"'Reactions are classified under "Probable Causal Relationship (PCR)" if there has been one 
positive rechallenge or if three or more cases occur which might be causally related. Reactions 
are classified under “Causal Relationship Unknown" if seven or more events have been 
reported but the criteria for PCR have not been met.
Overdosage: In cases of acute overdosage, the stomach should be emptied. The drug is 
acidic and excreted in the urine so alkaline diuresis may be beneficial.
Dosage and Administration: Rheumatoid arthritis and osteoarthritis. Suggested dosage is 
300,400, or 600 mg t.i.d. or q.i.d. Do not exceed 2400 mg per day. Mild to moderate pain: 400 
mg every 4 to 6 hours as necessary.
Caution: Federal law prohibits dispensing without prescription.
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DR. MCBRIDE: Additional secondary gajns 
include some of the physician's recommendations' 
most pain-relieving drugs, such as narcotics, hyp' 
notics, or tranquilizing medications, are issued on 
as-needed basis. This patient has received a varied 
amount of such medication and bed rest has been 
part of the treatment as well.

DR. DAVID KEISLER (Assistant Professor, 
Department o f Family Medicine): Monetary com
pensation through insurance and worker’s com
pensation further complicates pain management. 
In this case, disability is undoubtedly an en
trenched reward to maintain complaints of pain.

DR. ADAMS: Early visits to a physician tend to 
authenticate the legitimacy of the patient’s com
plaints. Family usually interpret office visits to 
represent the presence of an organic dysfunction 
and respond with sympathy, comforting, and in
creased concern and attention.

As impairment becomes more protracted 
through chronicity, well behavior becomes more 
inaccessible because of the physiological effects of 
nonactivity and the legal and related employment 
constraints applied to the “ sick” or handicapped 
pain patient.

DR. MCBRIDE: All of these psychological 
considerations, as Dr. Adams mentioned, appear 
inevitably interwoven in the expression of pain. 
What other guidelines exist to help establish the 
psychogenic aspects of this pain?

DR. MICHELS: When evaluating the likeli
hood of psychogenesis, it is helpful to have the 
patient’s spouse or someone close to the patient 
present to respond to these issues. This response 
provides more valid information, since the psy
chogenic patient is often manipulative and adept at 
responding in a biased fashion. The varied reac
tions of the spouse or friend during the visit can 
provide important clues.

DR. MCBRIDE: During this patient’s several 
visits, the patient’s daughter always accompanied 
her. The daughter had responded in a consistently 
supportive and concerned manner, taking on 
most, if not all, of the household chores.

DR. ADAMS: Careful questioning related to 
the onset, location, and presence of pain can be 
helpful, as can an analysis of areas of secondary 
gain. While it is obvious that the patient with or
ganically derived pain may have incorporated sec- 
Continued on page 602
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Continued from page 600

Table 1. Differentiation Between Psychogenic and Organic Pain

Psychogenic Organic

Physiological Onset without definable event Sudden onset or definable 
event

Vague description of location Pain is localized in a 
well-defined site

Time Pattern Pain is present less than 25 
percent of the time

Pain is constant

Pain begins immediately but the Greater and more valuable
patient continues to engage in interval between activity
activity for a long time and onset of pain

Medication Related Receiving narcotic, tranquilizing, Either not receiving or
or hypnotic medications resists receiving pain 

medications
Addiction or habituation to Neither addiction nor

medications habituation
Other Contingencies Increased rest and attention Patient expresses dis-

perceived as helpful content with increasing 
demands for rest

Pain provides time away from Pain produces avoidance
unpleasant activites of both pleasant and 

unpleasant activities
Patient acquires support and sym- Significant others mini-

pathy from others related to pain mize patient's complaints 
of pain

Patient is not working but re- Financial difficulties
ceiving satisfactory compensation apparent since the onset 

of pain
Litigation is pending No litigation is pending

Pain-Related Trouble falling or staying Trouble falling or
Behaviors asleep largely unrelated to pain staying asleep related 

to pain
When patient prematurely When patient pre-

awakens, others assist maturely awakens, he 
does not disturb others

Patient awakens on regular basis Awakening unrelated
approximately the frequency of to regimen of medi-
taking medications (eg, every 3 to 4 
hours)

cations

Patient out of work or not Work at same or nearly
doing household chores same level as prior to 

pain
Participation in hobbies as before Unable to participate 

in hobbies
Miscellaneous Weather has no effect on pain Pain worsened by damp 

or cold weather

ondary gain, the more indicators suggestive of 
psychogenesis, the more probable its diagnosis. 
Table 1 shows areas of exploration to help differ
entiate organic from psychogenic pain. If anatomi

cally based receptors for pain remain obscure after 
physiological assessment, then further psycholog
ical assessment can be instituted to aid diagnosis.
Continued on page 607
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Continued from page 602
DR. MICHELS: Such tests as the Hendler 

Screening Test for Chronic Back Pain5 and the 
Minnesota Multiphasic Personality Inventory 
(MMPI) can be useful to rule out somatization dis
order or psychogenic pain disorder. It is worth 
noting, however, that following a chronic duration 
for such pain, MMPI values are often inflated be
cause of somatization tendencies. Hence, the time 
lapse between onset of pain and remediation again 
remains critical.

DR. MCBRIDE: Assuming in this case the 
prevalence of psychogenic aspects, what is the 
best way for the family physician to prepare the 
patient for psychological intervention?

DR. ADAMS: Care must be taken from the 
onset not to disown the complaint of pain because 
of psychologic origins. Avoid diagnosis by exclu
sion. The patient may indeed perceive the inter
view as an indictment against his honesty and sin
cerity. As a result the patient may more strongly 
attempt to authenticate the pain that the clinician 
minimizes.

DR. MICHELS: The patient can acquire new 
skills, and through education, he can learn to con
trol better and reduce his level of pain. Discussion 
of the disadvantages of continuing medication as a 
sole treatment would include increased tolerance, 
possible addiction, and other unwanted side ef
fects. Such information helps mobilize the patient 
toward consideration of additional psychological 
intervention strategies.

DR. KEISLER: Once the patient is more re
ceptive, further questions should be directed 
toward the patient who is accepting increased re
sponsibility for pain. Such questions would exam
ine the extent to which the patient consciously 
wishes to be rid of the pain and the willingness to 
work toward that goal.

DR. ADAMS: Nonpsychological intervention 
continues to be strongly sought by the vast major
ity of pain patients. Individuals may seek surgical 
intervention, but few pain conditions so treated 
have long-term success rates, with pain returning 
after 6 to 18 months.6

DR. KEISLER: Analgesics are also highly 
sought despite the serious limitations, including an 
inevitable return to the premorbid pain state. 
Physical therapies that have also been institutea 
include heat, massage, ultrasound, and isotonic 
and isometric exercises. Some success has been

reported especially when pain is associated with 
musculoligamentous states. Our patient had used 
heating pads and heat massage with varying de
grees of success.

DR. ADAMS: The relative lack of psychologi
cal strategies probably results from the large 
amount of patient time and effort required. Also, 
Dr. Michels' comments indicated that the concep
tual framework of pain paired with the disease 
process creates the impression that control is ex
ternal to the patient.

DR. MICHELS: Hypnosis is a popular strategy 
for many pain conditions. Because of the high 
level of suggestibility, hypnosis can be especially 
helpful with patients whose disorders are primarily 
diagnosed as conversion (hysterical) disorder. 
Erickson and Rossi7 provide an excellent chapter 
on the use of hypnosis for pain management.

A cognitive technique, attention diversion, has 
the patient concentrate perception outside the 
painful bodily area. The stronger the focus away 
from the pain, the more attenuated the pain. Im
agery techniques help the patient alter the locus of 
attention and may also attempt to “ reinterpret” 
the sensation of pain from an unpleasant shooting 
type of pain to cold numbing sensations or other 
sensations more tolerable to the patient. Appro
priate internal verbalizations should supplement 
all cognitive strategies. Statements such as “ l can 
help control my pain,” and “ I must work hard at 
this” are representative.

DR. ADAMS: Biofeedback has been used with 
varying degrees of success. Electromyographic 
biofeedback is more popular, whereas alpha wave 
and skin temperatures feedback have received less 
use. Especially encouraging results have been re
ported for muscle tension headaches. The length 
of treatment varies greatly among patients, but 
such strategies emphasize self-responsibility and 
minimize secondary considerations.

Relaxation training is also frequently utilized, 
typically as a supplement to other strategies. The 
popular progressive relaxation approach of Jacob
son8 involves 20 to 30 minutes of relaxation exer
cises per sitting, the patient being requested to 
practice on a twice-daily basis. While relaxation 
can reduce significantly the anxiety that exacer
bates pains, most patients prefer the quick and 
comparatively passive course of medication.

Secondary gains must be reduced so that the
Continued on page 610
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LIMBITROL® TABLETS (fv Tranquilizer-AnTidepressont
Before prescribing, please consult complete product information, a summary of 
which follows:
Indications: Relief of moderate to severe depression associated with moderate to 
severe anxiety
Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepres
sants. Do not use with monoamine oxidase (MAO) inhibitors or within 14 days follow
ing discontinuation of MAO inhibitors since hyperpyretic crises, severe convulsions and 
deaths have occurred with concomitant use, then initiate cautiously, gradually increas
ing dosage until optimal response is achieved Contraindicated during acute recovery 
phase following myocardial infarction.
Warnings: Use with great care in patients with history of urinary retention or angle- 
closure glaucoma. Severe constipation may occur in patients taking tricyclic antide
pressants and anticholinergic-type drugs. Closely supervise cardiovascular patients 
(Arrhythmias, sinus tachycardia and prolongation of conduction time reported with use 
of tricyclic ontidepressants, especially high doses Myocardiol infarction and stroke 
reported with use of this class of drugs.) Caution patients about possible combinea 
effects with alcohol and other CNS depressants and against hazardous occupations 
requiring complete mental alertness (e g., operating machinery, driving)

Usage in Pregnancy: Use ot minor tranquilizers during the first trimester 
should almost always be avoided because ot increased risk of congenital 
malformations as suggested in several studies. Consider possibility of preg
nancy when instituting therapy; advise patients to discuss therapy if they 
intend to or do become pregnant.

Since physical and psychological dependence to chlordiazepoxide have been reported 
rarely, use caution in administering Limbitrol to addiction-prone individuals or those 
who might increase dosage; withdrawal symptoms following discontinuation of either 
component alone have been reported (nausea, headache and malaise tor amitripty
line; symptoms [including convulsions] similar to those of barbiturate withdrawal for 
chlordiazepoxide).
Precautions: Use with caution in patients with a history of seizures, in hyperthyroid 
patients or those on thyroid medication, and in patients with impaired renal or hepatic 
function. Because of the possibility of suicide in depressed patients, do not permit easy 
access to large quantities in these patients. Periodic livei function tests and blood 
counts are recommended during prolonged treatment Amitriptyline component may 
block action of guanethidine or similar antihypertensives Concomitant use with other 
psychotropic drugs has not been evaluated: sedative effects may be additive. Discon
tinue several days before surgery Limit concomitant administration of ECT to essential 
treatment See Warnings tor precautions about pregnancy Limbitrol should not be 
taken during the nursing period. Not recommended in children under 12. In the elderly 
and debilitated, limit to smallest effective dosage to preclude ataxia, oversedation, 
confusion or anticholinergic effects.
Adverse Reactions: Most frequently reported are those associated with either compo
nent alone: drowsiness, dry mouth, constipation, blurred vision, dizziness and bloat
ing. Less frequently occurring reactions include vivid dreams, impotence, tremor 
confusion and nasal congestion Many depressive symptoms including anorexia, 
fatigue, weakness, restlessness and lethargy have been reported as side effects of both 
Limbitrol and amitriptyline Granulocytopenia, jaundice and hepatic dysfunction have 
been observed rarely.
The following list includes adverse reactions not reported with Limbitrol but requiring 
consideration because they have been reported with one or both components or 
closely related drugs:
Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, myocardial 
infarction, arrhythmias, heart block, stroke
Psychiatric: Euphoria, apprehension, poor concentration, delusions, hallucinations, 
hypomonia and increased or decreased libido
Neurologic: Incoordination, ataxia, numbness, tingling and paresthesias of the extrem
ities, extrapyramidal symptoms, Syncope, changes in EEG patterns.
Anticholinergic: Disturbance of accommodation, paralytic ileus, urinary retention, dila
tation of urinary tract
Allergic Skin rash, urticaria, photosensitization, edema of face and tongue, pruritus 
Hematologic. Bone marrow depression including agranulocytosis, eosmophilia pur
pura, thrombocytopenia
Gastrointestinal Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar 
taste, diarrhea, black tongue
Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement, ga
lactorrhea and minor menstrual irregularities in the female and elevation and lowering 
of blood sugar levels.
Other Headache, weight gain or loss, increased perspiration, urinary frequency, 
mydriasis, jaundice, alopecia, parotid swelling.
Overdosage: Immediately hospitalize patient suspected of having taken an overdose 
Treatment is symptomatic and supportive. I V administration ot t to 3 mg physostig- 
mine salicylate has been reported to reverse the symptoms ot amitriptyline poisoning.
See complete product information for manifestation and treatment.
Dosage: Individualize according to symptom severity and patient response Reduce to 
smallest effective dosage when satisfactory response is obtained Larger portion of 
daily dose may be taken at bedtime. Single h.s. dose may suffice for some patients 
Lower dosages are recommended for the elderly
Limbitrol 10-25, initial dosage ot three to four tablets daily in divided doses, increased 
up to six tablets or decreased to two tablets daily as required Limbitrol 5-12.5, initial 
dosage of three to four tablets daily in divided doses, for patients who do not tolerate 
higher doses
How Supplied: White, film-coated tablets, each containing 10 mg chlordiazepoxide 
and 25 mg amitriptyline (as the hydrochloride salt) and blue, film-coated tablets, each 
containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride 
salt)— bottles ot 100 and 500, Tel-E-Dose' packages of 100, Prescription Paks of 50
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expression of pain is not followed by reward and 
extinction (ignoring the pain complaint) or 
punishment becomes a contingency. The greater 
the frequency of rewarding well behavior rather 
than sick behavior, the stronger the well behavior 
becomes.

DR. MICHELS: Despite the obvious advantage 
of this functional approach, inherent drawbacks 
explain why families and their physicians rarely 
implement it. An analysis of environmental con
tingencies requires time and accurate information. 
Such analyses may require several visits when a 
premium is placed on time and immediate relief is 
sought. When modified reactions from others are 
proposed, these individuals often refuse to coop
erate. It is naive to expect the family to readjust 
reactions that may represent unconscious drives. 
Inconsistent contingencies from close relation
ships can entrench the pain response even more. 
Despite these cautions, with consistent manage
ment such an approach holds much promise for 
long-term gains in reducing patient expressions of 
pain.

DR. ADAMS: We are dealing with this impor
tant pain issue from several perspectives. Al
though it is necessary to rule out organic pathology, 
psychological factors must be considered early. It 
is becoming increasingly clear that many forms of 
pathology cannot be easily divided into either or
ganic or psychologic origin; inevitably there is an 
interweaving of the two disease considerations.
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