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This study was designed to determine the prevalence of lum-
bar facet joint pain in patients suffering with or without so-
matization disorder.  The study was performed using com-
parative local anesthetic blocks.

One hundred consecutive patients with chronic low back
pain, with or without somatization, were evaluated.  The
results showed that, among patients suffering with chronic
low back pain, 44% of the patients without somatization
and 38% of the patients with somatization were positive for
facet joint pain.  The diagnosis of facet joint pain was not
influenced by the presence or absence of somatization dis-
order.  The evaluation also was extended to depression, gen-
eralized anxiety disorder and combinations with or without

somatization thereof which showed no significant differences in
the prevalence of facet joint pain.

The results of this study demonstrated that the facet joint was a
source of pain in chronic low back pain patients in 44% of the
patients without somatization and 38% of the patients with so-
matization.  This study also showed that there was no correlation
between the presence or absence of facet joint pain and the pres-
ence or absence of somatization disorder or any other psycho-
logical condition or combination thereof.

Keywords:  Chronic low back pain, facet joint pain, somatiza-
tion disorder, depression, comparative local anesthetic blocks,
false-positive response

Facet joints have been implicated as responsible in 15% to
45% of patients with chronic low back pain in controlled
studies utilizing a comparative local anesthetic double block
paradigm (1-8).  Thus, a preponderance of evidence sup-
ports the existence of lumbar facet joint pain (1-17).  How-
ever, the concept of so-called lumbar facet syndrome has
been questioned (1, 8, 17).  Diagnosis of facet syndrome
depends on a clinical presentation, which is mainly depen-
dent on the patient’s symptomatology.  It has also been
shown that pain provocation is not a reliable sign in diag-
nosing lumbar facet joint pain (9, 18).  The results of most
studies have failed to show a correlation between imaging
findings, clinical examination and controlled diagnostic
blocks (8, 9, 17).  Carragee et al (19-22) created numerous
questions and confusion about the value of provocation
and diagnostic blocks, specifically in provocative discog-

raphy, in evaluating low back pain.  Manchikanti et al (23)
in an evaluation of patients with or without somatization
concluded that provocative discography provided similar
results in patients with or without somatization; with or
without depression; with somatization but with or without
depression; or with other combinations of the psychologi-
cal triad of somatization disorder, depression, and general-
ized anxiety disorder.  Many flaws of studies by Carragee
et al (19-22) have been highlighted (23-25), including not
only the evaluations being conducted in asymptomatic
patients, but also the methodology’s utilization in the evalu-
ation of somatization and abnormal psychological features.

Factors such as depression, anxiety and excessive somatic
perception are recognized as actively contributing to a
patient’s perception of pain (26-35).  It is also well recog-
nized that somatization disorder and depression are com-
plex, psychological disorders.  Somatization is an ex-
tremely common phenomenon, with approximately 60%
to 80% being physically healthy people, including medi-
cal professionals, experiencing somatic symptoms in any
given week (36).  In addition, major depression, which is
commonly seen in chronic low back pain (37-42), is also
frequently reported in association with somatization (28,
30, 32, 37-40).  The prevalence of somatization disorder
and depression in chronic pain patients varies greatly, with
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somatization ranging from 0% to 97% (30, 32-38, 42) and
depression ranging from 18% to 64% (37-42).

Somatization disorder may be accurately evaluated either
using the Minnesota Multiphasic Personality Inventory
(MMPI) or the Millon Clinical Multiaxial Inventory
(MCMI).  However, many authors have used the Modi-
fied Somatic Perception Questionnaire, as well as the Zung
Self-Rating Depression Scales, for evaluation of somati-
zation (43-45).  Main (43) developed a Modified Somatic
Perception Questionnaire (MSPQ) to measure increased
bodily awareness.  The MSPQ, which was specifically
derived for use with chronic back pain patients, is a sub-
jective test with a final 13-item scale which was devel-
oped from a pilot study of 102 chronic back pain patients.
Main (43) assessed patients with back pain in an orthope-
dic outpatient clinic and concluded that they were clearly
anxious and concerned about their pain.  These patients
described symptoms of increased sympathetic activity,
which are closely allied to anxiety, but few met the criteria
for anxiety neurosis; and they showed an understandable
concern about their physical problem, but very few met
the criteria for hypochondriasis.  The common theme
seemed to be increased bodily awareness rather than anxi-
ety or hypochondriasis.  They simply seemed to be more
aware of their bodily symptoms and function.  Even though
the MSPQ is a 22-item questionnaire with a description
ranging from not at all to could not have been worse at
four levels, only 13 of these items are scored and added to
give a total score.  Deyo et al (46) reported a lack of corre-
lation between the MSPQ and functional outcomes and
only a weak association with pain outcomes.  The Zung
Self-Rating Depression scale is a specific test used for
diagnosis of depression, even though some have attrib-
uted changes on these test scores to somatization.  The
constructive validity of the Zung Self-Rating Depression
scale was questioned by Shotte et al (47).  The MSPQ was
compared with the Zung Depression Scale and the first
three clinical scales of the MMPI (43).  Thus, it is only
appropriate to use the Zung Depression Scale for evalua-
tion of depression and not for somatization.  Similarly, the
MSPQ is ideally used for measurement of bodily aware-
ness rather than somatization.  In contrast, with the MMPI
or MCMI, it is not only somatization disorder which may
be accurately evaluated; assessment of depression, anxi-
ety and personality disorders is also achieved.

This study was undertaken to evaluate the influence of
somatization, depression and generalized anxiety disor-
der on positive and negative responses to controlled, com-
parative local anesthetic blocks in the diagnosis of facet

joint mediated pain in chronic low back pain.

METHODS

The study population consisted of 100 consecutive patients
with a chief complaint of low back pain.  Group I con-
sisted of 50 patients without somatization (nonsomatization
group), whereas Group II consisted of 50 patients with
somatization disorder (somatization group).  Patients
younger than 18 years or older than 90 years, those who
exhibited neurological deficits, those who had pain for
less than 6 months, and those who presented with a defi-
nite diagnosis based on findings of radiologic or neuro-
physiologic testing were excluded.

All patients underwent psychological evaluation with
MCMI-II, and the diagnosis of somatization disorder, de-
pression and generalized anxiety disorder was established.
Evaluation included completion of a standard question-
naire, history, and physical examination; and evaluation
of the results of all procedures and investigations, in addi-
tion to psychological evaluation.  The nature of the study
and potential hazards of procedures were explained to all
patients, all of whom provided informed choice and con-
sent.  Facet joints were investigated with diagnostic blocks
using lidocaine 1% initially, followed by bupivacaine
0.25% 2 to 4 weeks apart, unless the patient obtained re-
lief longer than 4 weeks with the lidocaine block, in which
case the blocks were repeated with bupivacaine upon re-
turn of the pain.  The patients shown to be negative to
facet joint nerve blocks underwent other evaluations and
treatment.

The blocks were performed on the ipsilateral side in pa-
tients with unilateral pain, or bilaterally in patients with
bilateral or axial pain.  The blocks were mainly performed
at L3 through L5; but various other levels up to L1 were
included, when pain description and tenderness pointed
to higher levels.  The blocks were performed by one in-
vestigator in an operating room equipped with an imaging
intensifier, with the patient in the prone position.  Intrave-
nous access and mild sedation with midazolam were car-
ried out.  Under intermittent fluoroscopy visualization, the
blocks were performed at each of the medial branches at
the L1 through L4 and L5 dorsal ramus, using a 22-gauge,
3.5-inch spinal needle.  Each nerve was infiltrated with
0.4 to 0.6 mL of either 1% lidocaine or 0.25% bupivacaine.
Following the blocks, patients were examined and previ-
ously painful movements were performed.  A definite re-
sponse was defined as substantial with at least 80% relief
of pain in the symptomatic area following the local anes-
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thetic block, lasting at least 45 minutes with lidocaine and
2 hours with bupivacaine.  The response to bupivacaine
was judged positive only if it was longer than the response
with lidocaine.

Data were recorded on a database using Microsoft® Ac-
cess®.  The SPSS Version 9.0 statistical package was used
to generate the frequency tables, and the chi-squared sta-
tistic was used to test the significance difference between
groups.  Fisher’s Exact Test was used wherever expected
value was less than five.  Student’s t test was used to test
mean difference between gender.  Results were consid-
ered statistically significant if the p value was less than
0.05.

RESULTS

Data were evaluated for patient characteristics, psycho-
logical characteristics, and results of comparative local
anesthetic blocks.  The results were also correlated and
compared not only with the nonsomatization and somati-
zation groups, but also with patients with or without de-
pression; with or without generalized anxiety disorder; with
a combination of somatization with anxiety or depression;
and, finally, with the presence or absence of all three con-
ditions.

Patient Characteristics

Demographic data are shown in Table 1, with no signifi-
cant differences noted among both groups in terms of gen-
der, mode of onset of pain, and duration of pain. How-
ever, mean age and bilateral pain distribution were sig-
nificantly higher in Group I.

Psychological Characteristics

The results of psychological evaluation are described in
Table 2.  Depression was prevalent in 44% of patients,
whereas generalized anxiety disorder was prevalent in 60%
of patients.  A combination of somatization and depres-
sion was present in 22% of patients; whereas somatiza-
tion and generalized anxiety disorder were present in 37%
of patients.  Combined depression and generalized anxi-
ety disorder were present in 37% of patients. A combina-
tion of somatization disorder, depression and generalized
anxiety disorder was present in 20% of the patients.  At
least one of the three conditions was present in 78% of
patients.

Results of Diagnostic Blocks

All patients underwent diagnostic facet joint nerve blocks.
Thirty patients, or 60%, reported a definite response to
lidocaine blocks in Group I, whereas it was 27 patients, or
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Table 1.  Patient characteristics

* Indicates significant difference between groups
SEM = standard equivalence of means
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54%, in Group II.  Confirmatory blocks with bupivacaine
were performed in 37 patients in Group I and 27 patients
in Group II.  Twenty-two patients, or 44% of the total
sample in Group I, and nineteen, or 38% of the total sample
in Group II, reported a definite response.

As shown in Table 3, all patients who withstood double
blocks with definite response were considered as positive,
with a prevalence rate of facet joint pain in chronic low
back pain of 44% in Group I, and 38% in Group II.  The
false-positive rate with single blocks was 29% in Group I
and 26% in Group II.  There was no difference noted among
groups with response to lidocaine block, bupivacaine, or
false-positive rate with or without somatization.

Results of additional evaluation as shown in Table 4 in-
cluded distribution of somatization disorder, depression,
and generalized anxiety disorder by outcome of diagnos-
tic facet joint nerve blocks.  The diagnosis of facet joint
pain was similar in patients suffering with depression,
generalized anxiety disorder or various combinations of

somatization disorder and depression; somatization disor-
der and generalized anxiety disorder; generalized anxiety
disorder and depression; somatization disorder, general-
ized anxiety disorder and depression; any psychological
condition or the absence of any psychological condition.

Psychological Variables

As shown in Table 5, generalized anxiety disorder corre-
lated with depression (p = 0.000) and somatization disor-
der (p = 0.008).  There was no correlation between soma-
tization disorder and depression.

DISCUSSION

Somatization disorder, depression and generalized anxi-
ety disorder or combinations thereof are complex psycho-
logical issues.  While the value of diagnosis of depression
and generalized anxiety disorder is well accepted, the va-
lidity of somatization disorder is questioned (27).  Aronoff
et al (27) established that the diagnosis of somatization
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Table 2.  Number of patients with psychological abnormalities from both groups (n = 100)
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Table 3.  Comparison of the results of single blocks (lidocaine) and double blocks (lidocaine
and bupivacaine)
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Table 4.  Distribution of somatization disorder, depression and generalized anxiety disor-
der by outcome of diagnostic blocks

should meet the full criteria, including a history of having
many physical complaints beginning before age 30, which
have occurred over a period of several years and result in
patients seeking treatment or significant impairment in
social, occupational, or other important areas of function-
ing.  In addition, the patient must also have four pain symp-
toms, two gastrointestinal symptoms, one sexual symp-
tom, and one pseudoneurologic symptom.  Further, a pa-
tient with somatization and pain disorder also should meet
the criterion that after appropriate physical investigation,
each of the previously named symptoms cannot be fully
explained by a known general medical condition or by the
direct effects of a substance; only then criteria for somati-
zation disorder are considered to have been met (48).
Further, in order to diagnose a patient with somatization
disorder when there is a related general medical condi-
tion, the physical complaints or the social or occupational
impairments that result from general medical conditions
should be in excess of what would be expected from his-
tory, examination or laboratory findings (27, 48).  All these
criteria can only be satisfied by evaluation for somatiza-
tion, either by using the MMPI, MCMI or another test
which specifically evaluates for this condition rather than

the MSPQ or Zung Depression Scale.

Major depression is a frequently reported condition in
patients suffering with low back pain, either independently
or in association with somatization and generalized anxi-
ety disorder (28, 30, 37, 39-42, 49-51).  Thus, psychologi-
cal problems are extremely common alone or in combina-
tion.  Main and Waddell (51) noted that it is not our pro-
fessional role to sit and pass judgment, but to understand
the problem with compassion to provide the best possible
management for each patient.  They also summarized psy-
chological distress in relation to chronic low back pain
stating that, “Back pain arises from a physical problem in
the back.  It is usually not psychogenic.  Back pain cannot
be divided into physical or psychologic.  Most patients
with back pain are not personality deficient. They do not
have a psychiatric disorder and they are not malingering.”

The presence of psychological issues has been described
as being akin to the diagnosis of chronic pain syndrome,
which is a complex condition with physical, psychologi-
cal, emotional, and social components (52, 53).  It is well
known that both chronic pain and chronic pain syndrome
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Table 5.  Correlation among various psychological conditions

are defined in terms of duration and persistence of the
sensation of pain.  However, chronic pain syndrome, as
opposed to chronic pain, has the added component of cer-
tain recognizable, psychological and socioeconomic in-
fluences, with characteristic psychological and socio-
logical behavior patterns inherent in chronic pain syndrome
that distinguish the two conditions.  Chronic pain syn-
drome, even though not an official nomenclature, is fre-
quently used to describe the condition of an individual
who is markedly impaired by chronic pain with substan-
tial psychological overlay (53).  It is also well known that
chronic pain syndrome is largely a behavioral syndrome
that affects a minority of those patients suffering with
chronic pain.  Thus, chronic pain may exist in the absence
of chronic pain syndrome, but chronic pain syndrome al-
ways presumes the presence of chronic pain.  The termi-
nology recommended by the International Association for
the Study of Pain has eliminated chronic pain syndrome
from its glossary (54).

The literature shows that chronic pain syndrome is not a
common phenomenon (55).  Hendler and Kolodny (56)
estimated that the incidence of psychogenic pain is only 1

in 3,000 patients.  Hendler et al (57) also showed that or-
ganic origin of the pain is present in 98% of the cases
after evaluating a number of cases which were referred to
them as psychosomatic cases.  Asmundson et al (58)
showed that 17.8% of the patients with chronic muscu-
loskeletal pain were diagnosed with a current anxiety dis-
order.  Atkinson et al (59) in comparing patients with low
back pain to a matched sample of pain-free men, found
that chronic pain groups had significantly higher lifetime
prevalence rates of major anxiety disorder, which was
shown to be 30.9% in chronic low back pain patients ver-
sus 14.3% in pain-free patients.  Others (41, 42, 60) also
showed an increased prevalence of anxiety disorders in
patients suffering with chronic low back pain.

While it is quite apparent that psychological and/or emo-
tional factors contribute significantly to determining how
patients respond to the treatment, this does not necessar-
ily mean that such patients are malingerers who are faking
their level of disability or their suffering with psychogenic
pain.  Thus far, there is no convincing evidence that chronic
low back pain develops secondary to psychopathology and
that the response to treatment is hindered significantly
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based on psychopathology.  The literature has shown that
physical factors have been found to predict outcome in
lumbar surgery (61).  There has been a growing body of
evidence indicating that psychosocial factors also may have
significant influence on the outcome of lumbar surgery
(61, 62).  Results of research have shown that MMPI evalu-
ations, especially with elevations on the hypochondriasis
and hysteria subscales, can predict poor outcomes of back
surgery (63-65).  However, serious concerns have been
presented about the psychometric soundness of the MMPI
evaluation and its clinical utility for the specific popula-
tion of patients with back pain (61, 66, 67).  In addition,
the association between surgical outcome, depression,
generalized anxiety disorder, somatization disorder, schizo-
phrenia, and various personality disorders has not been
explored.

Similarly, there is no such research available with nonsur-
gical interventional techniques.  Most of the research has
concentrated on a combination of multiple psychological
factors, including personality disorders.  Trief et al (61)
utilizing the Spielberger Trait Anxiety Inventory, Zung
Depression Scale, MSPQ, and Cook-Medley Hostility
Scale, showed that failure to return to work was predicted
by presurgical anxiety and depression; and failure to re-
port improvement in pain and functional abilities was pre-
dicted by presurgical somatic anxiety and depression.  They
concluded that screening for presurgical distress is likely
to identify those patients at risk for poor outcomes, and
they recommended that presurgical psychological treat-
ment and its relation to outcome should be studied.  How-
ever, this is an extremely cumbersome evaluation prior to
surgical interventions, and more so prior to nonsurgical
interventional techniques.

Our results in two distinct groups of patients with or with-
out somatization showed that there was no difference in
our ability to diagnose facet joint pain with comparative
local anesthetic blocks, in its prevalence, or false-positive
rate of facet joint pain in chronic low back pain.  In addi-
tion, we also evaluated patients with depression, general-
ized anxiety disorder and multiple combinations thereof
without any influence on the ability to diagnose facet joint
pain in chronic low back pain patients.  There were only a
small number of patients presenting with the complex triad
of somatization disorder, depression, and generalized anxi-
ety disorder.  We also assessed correlation between vari-
ous conditions, including depression and generalized dis-
order, depression and somatization disorder, somatization
disorder and generalized anxiety disorder.  This study
showed that there was no correlation noted between de-

pression and somatization.  However, there was signifi-
cant correlation between somatization disorder and gen-
eralized anxiety disorder and between generalized anxi-
ety disorder and depression.

The current study is the first prospective trial using com-
parative local anesthetic blocks to evaluate patients with
chronic low back pain for the presence of facet joint pain in
two distinct groups of patients, namely with or without
somatization disorder.  The results of this study show that,
while psychological symptoms are present in conjunction
with low back pain, these do not result in either positive or
false-positive facet joint nerve blocks.  Hence, these pa-
tients should not be refused care due to the results of
psychological evaluation, as many of these patients con-
currently suffer legitimate physical problems, namely facet
joint pain in this case, which may improve following appro-
priate management of physical conditions.

CONCLUSION

This study shows that comparative local anesthetic facet
joint nerve blocks yield similar results, irrespective of the
patient’s psychological condition; the presence or absence
of somatization disorder, depression; and multiple other
combinations of somatization disorder, depression, and
generalized anxiety disorder.  In addition, this study shows
significant correlation between somatization disorder and
generalized anxiety disorder, and depression and general-
ized anxiety disorder; whereas there is no correlation be-
tween somatization disorder and depression in this group
of patients.  Hence, the association of psychological con-
ditions with a physical condition is a common phenom-
enon in patients suffering with chronic low back pain.
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