
338Letters to the Editor

Pain Physician Vol. 5, No. 3, 2002

Pain Physician, Volume 5, Number 3, pp 338-340
2002, American Society of Interventional Pain Physicians®

ISSN 1533-3159

 Letters to the Editor

338

Pain and Emotional Status

To the Editor:

In a recent interesting article Manchikanti et al (1) dem-
onstrated that there was a significant difference in the 
frequency of depressive disorders (major depression and 
dysthymia) between controls (no pain) and two groups 
of chronic pain patients (CPPs):  pain one region only 
and pain more than one region.  Measurements for the 
presence of depressive disorders was obtained from the 
MCMI-III (1).

As the authors point out, previous researchers have re-
ported a greater prevalence of mood disorders in CPPs with 
widespread pain (2) and two or more pain complaints (3) 
versus controls.  The authors’ results support these previous 
results.  However, at issue is why this should occur?

In a recent evidence-based structured review (not a meta 
analysis), Fishbain et al (4) were able to address these 
questions.  Here, it was clearly shown that:  1) depression 
is more common in chronic pain patients than controls; 2) 
the preponderance of the evidence indicated that depression 
followed the development of chronic pain; 3) however, 
depression predisposition predisposed to the development 
of depression following the development of chronic pain; 
4) and most important, there was a relationship between the 
perceived severity and frequency of pain and development 
of depression.  This last study was recently supported by 
a meta analysis performed on studies utilizing rheumatoid 
arthritis patients who were depressed and had pain (5).  
Here, effect sizes for depression were shown to vary in 
a linear manner in proportion to the effect size for pain.  
The authors concluded that depression is more common 
in rheumatoid arthritis patients than in healthy individuals 
due in part to the levels of pain experienced (5).  Thus, pain 
can service an etiological function in the development of 
mood disorders in CPPs.  As such, studies such as that 
of Manchikanti et al (1) are difficult to interpret unless 
there is some control for pain level. It is likely that if such 
controls had been utilized in this study that it would have 
been found that there was a significant difference in pain 
levels between the CPPs with pain in one region versus 
those CPPs with pain in multiple regions.
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