
Background: Approximately 17.3 million adults in the United States have had a minimum of 
one major depressive episode. Comorbidity of depression and pain can affect individuals of any 
age, but is more prevalent in the elderly affecting up to 13% of people in the elderly population. 
Given that depression and suicidal ideation (SI) pose a considerable burden resulting in enormous 
suffering, there is a need to understand the factors of the relationship between chronic pain (CP), 
depression, and SI.

Objectives: Our primary objective in this study was to compare suicidality (SI/attempt [SA]) 
between patients with major depressive disorder (MDD) and CP and a matched control group. The 
secondary objective was to compare length of stay, total hospital costs, and discharge disposition 
in these populations.

Study Design: The National Inpatient Sample (NIS) dataset developed by the Healthcare Cost 
and Utilization Project was used for this study. The NIS is a database of hospital inpatient stays 
derived from billing data submitted by hospitals to statewide data organizations across the United 
States. We obtained patient records from the NIS dataset for the years 2006 to 2017. All data were 
de-identified so Institutional Review Board approval was waived.

Methods: We used mean and standard error to describe continuous data and counts (percentage) 
to describe categorical data. Categorical data were compared using Rao-Scott adjusted chi-square 
tests and continuous data were compared using Student’s t tests. Matching was performed using 
propensity scores in random order with a caliper size of 0.001. To assess predictors associated with 
suicidality, logistic regression analysis was performed.

Results: A total of 393,481 patients having MDD with CP (MDD+CP) were included in the analysis. 
The mean age was 49.4 years, and 54.9% of patients were women. Overall, rate of composite 
outcome of SI/SA was more prevalent in MDD+CP group (51% vs 41%, P < 0.001). Rate of SI was 
48% vs 39% (P < 0.001) in the MDD+CP and MDD without CP (MDD-CP) groups, respectively. 
MDD+CP was one of the strongest predictors of suicidality, responsible for 48% more risk of SI/SA 
compared to MDD-CP group. In comparison to non-Whites, the rate of suicidality was 7.5% less in 
White population. Alcohol abuse and substance abuse were associated with 16% and 7% greater 
risk of SI/SA, respectively. For women, the odds of having SI/SA was 1.20 greater compared to men.

Limitations: No information was available on the causal relationship between MDD+CP disorder 
and SI/SA. Retrospective studies are susceptible to recognition, reporting, and coding bias. There 
is no information available on medications use or the duration and severity of CP and bipolar 
disorder, which can all be confounding factors.

Conclusions: Psychiatrists and other physicians must be cognizant of the presence of CP and the 
risk of suicide, especially when patients present with depressive symptoms. The treatment plan for 
this patient population should include routine screening for pain symptoms and risk assessment 
for SI.
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DD iagnostic and Statistical Manual of Mental 
Disorders, Fifth Edition  categorizes 
depressive disorders according to duration, 

timing, and presumed etiology. The symptoms of 
depressive disorders consist of low mood, diminished 
interest, anhedonia, weight change, sleep disruption, 
psychomotor agitation, fatigue, feelings of 
worthlessness or guilt, low concentration, and suicidal 
ideation (SI), which should last for at minimum of 2 
weeks. Such symptoms cause significant distress and 
impairment in social and occupational functioning (1). 
Approximately 17.3 million adults in the United States 
have had a minimum of one major depressive episode. 
The prevalence of major depressive episodes is higher 
among women (10.5%) compared to men (6.2%) (2). 
Depression is a well-known risk factor for chronic pain 
(CP) (3). 

Comorbidity of depression and pain can affect indi-
viduals of any age, but is more prevalent in the elderly 
affecting up to 13% of people in the elderly population 
(3). High rates of depression among patients with CP 
and co-occurring other psychopathology have impor-
tant treatment implications (4-5). According to a study 
in a Canadian population, the prevalence of depression 
is 3 times greater in those with chronic back pain than 
without CP (6). Overall, patients with CP have a 30% to 
40% prevalence of major depression (7).

Suicide and self-harm are also common symptoms 
that present with major depressive disorder (MDD). 
Data from 2020 suggested more than 45,900 Americans 
died by suicide, indicating a rise in suicide attempts 
(SAs) and overall deaths (8,9). In one study (10) per-
formed in outpatient hospitals in China, the prevalence 
of MDD and one-month prevalence of suicidality were 
3.7% and 2.3%, respectively. 

Pain tolerance is decreased in major depression, 
and somatic preoccupation can be a prominent symp-
tom, especially in older people. Of note, more than 
half of the patients presenting with major depression 
in primary care report some pain (11). In many cases, 
diagnosis is delayed, especially when the diagnosis of 
depression is imprecise. Another proposed mechanism 
for the relationship is that CP represents a subtype of 
depression (12). This is supported by studies (13-15) 

showing that serotonergic and noradrenergic neu-
rotransmitters are involved in both conditions, and 
treatments effective for depression are often effec-
tive for pain (e.g., opioids, ketamine, antidepressants, 
electroconvulsive therapy). However, there is little 
clinical evidence to support this notion. Based on the 
above-mentioned risk factors, it is not surprising that 
MDD is associated with a significantly elevated risk 
of early death (13). This is not solely because people 
with MDD have an elevated suicide risk (14-15), but 
because depression is associated with an elevated risk 
of onset, persistence, and severity of a wide range of 
physical and mental disorders. Despite advances in the 
treatment among patients with depression, suicide 
risk is still high. Hence, it is important to target other 
factors, such as pain condition, which are not routinely 
addressed during the assessment (29). 

Given that depression and CP disorders (CPDs) are 
interrelated, there is a need to understand the factors 
the of the relationship between CP, depression, and SI.  
Our primary objective was to compare  suicidality (SI/
SA) between patients with MDD and CP and a matched 
control group. The secondary objective was to compare 
length of stay, total hospital costs, and discharge dispo-
sition in these populations.

Methods

The National Inpatient Sample (NIS) dataset (16) 
developed by the Healthcare Cost and Utilization 
Project  was used for this study. The NIS is a database 
of hospital inpatient stays derived from billing data 
submitted by hospitals to statewide data organizations 
across the United States. These inpatient data include 
clinical and resource use information typically available 
from discharge summaries. The NIS dataset contains 
more than 7 million hospital stays each year. There is a 
discharge-level weight applied to each record to create 
national estimates of inpatient hospitalization. Each 
record contains information on age, gender, race, co-
morbidities, hospital diagnosis, hospitalization charges, 
length of stay, hospital location, primary insurance, 
admission month, admission day of the week, and 
discharge disposition. In the dataset, all diagnoses are 
stored in the dataset based on International Classifica-
tion of Diseases, Ninth Revision, Clinical Modification/
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Procedure Coding System (ICD-9-CM), and Interna-
tional Classification of Diseases, Clinical Modification, 
Procedure Coding System (ICD-10-CM/PCS).

We obtained patient records from the NIS dataset 
for the years 2006 to 2017. All data were de-identified 
so Institutional Review Board approval was waived. 

For data collection, we obtained our study cohort 
by performing a query for all the adult patients (age 
≥ 18), with MDD as a primary indication of admission 
and comorbid CPDs (MDD+CP group). We selected 
MDD patients by using ICD-9 codes “29620-29626, 
29630-29636” and ICD-10 codes “F320-F325, F329-F333, 
F3340-F3342, F339” (Supplemental Table 1). For CPDs, 
we used ICD-9 codes “33821, 33822, 33828, 33829, 
3384” and ICD-10 codes “G8921, G8922, G8928, G8929, 
G894” (Supplemental Table 1). For the comparison con-
trol group, we selected patients with primary diagnosis 
of MDD without comorbid CPDs (MDD-CP group). To 
reduce the imbalance between the groups, we matched 
the control group based on age, gender, and primary 
diagnosis. In addition, we collected data on race, SI/SA, 
substance and alcohol abuse, opioid use disorders, and 
hypothyroidism (Table 1).

Statistical Analysis
We used mean and standard error (SE) to describe 

continuous data and counts (percentage) to describe 
categorical data. Categorical data were compared us-
ing Rao-Scott adjusted chi-square tests and continuous 
data were compared using Student’s t tests. To control 
for potential imbalance between groups, we per-
formed 1:1 matching by age, gender, and primary diag-
nosis code. Matching was performed using propensity 
scores in random order with a caliper size of 0.001. To 
assess predictors associated with suicidality, logistic 
regression analysis was performed. In the multivariate 
analysis age, gender, race, drug abuse, alcohol abuse, 
and MDD+CP were included (Table 2). Variance infla-
tion factors were used to detect collinearity. Since 15% 
of race data were missing, we analyzed it as a separate 
category. Odds ratios (OR) and 95% confidence inter-
vals (CI) were used to present the results of logistic 
regression analysis. All calculations were performed by 
complex survey data analysis techniques using appro-
priate strata, cluster, and weight variables provided in 
the NIS dataset. The statistical analysis was performed 
using SAS software version 9.2 (SAS Institute Inc., Cary, 
NC) and SPSS version 26.0 software for Windows (IBM 
Corporation, Armonk, NY). All tests were 2-sided, with 
a P value < 0.05 considered statistically significant.

Table 1. Baseline patient and hospital characteristics of  study 
population. 

MDD without 
CPD

(n = 390,967)

MDD with 
CPD

(n = 393,481)
P value

Patient Level Characteristics

Age

Mean, SE 49.2 (0.10%) 49.4 (0.10%) 0.06

Gender

Men 177,866 (45.5%) 177,269 (45.1%) 0.13

Women 213,101 (54.5%) 216,212 (54.9%)

Race < 0.001

White 254,524 (74.9%) 285,252 (82%)

Black 43,699 (12.9%) 32,093 (9.2%)

Hispanic 26,561 (7.8%) 20,401 (5.9%)

Asian or Pacific 
Islander 3,308 (1%) 2,133 (0.6%)

Native 
American 2,111 (0.6%) 2,342 (0.7%)

Other/
Unknown 9,430 (2.8%) 5,804 (1.7%)

Comorbidities

Psychotic 
Disorders 13,482 (3.4%) 12,715 (3.2%) 0.03

Anxiety 
Disorders 143,972 (36.8%) 184,010 (46.8%) < 0.001

Opioid Use 
Disorders 32,693 (8.4%) 79,441 (20.2%) < 0.001

Alcohol Abuse 107,785 (27.6%) 89,338 (22.7%) < 0.001

Substance 
Abuse 128,989 (33.0%) 180,141 (45.8%) < 0.001

Hypothyroidism 38,868 (9.9%) 44,266 (11.2%) < 0.001

Primary Payer < 0.001

Medicare/
Medicaid 202,313 (51.7%) 244,028 (62%)

Self-pay/Other 59,233 (15.2%) 51,157 (13%)

Private 
Insurance 129,421 (33.1%) 98,297 (25%)

Hospital Region < 0.001

Northeast 85,298 (21.8%) 58,612 (14.9%)

Midwest 113,426 (29%) 108,316 (27.5%)

South 146,462 (37.5%) 170,024 (43.2%)

West 45,781 (11.7%) 56,529 (14.4%)

Disposition 0.25

Routine 343,155 (87.8%) 345,073 (87.7%)

Other Health 
Care Facility 42,553 (10.9%) 42,758 (10.9%)
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Results

Baseline Characteristics
A total of 393,481 patients having MDD+CP were 

included in the analysis. The mean age was 49.4 years, 
and 54.9% of patients were women.  In the MDD-CP 
control group (n = 390,067), the mean age was 49.2, 
and 54.5% patients were women (Table 1). To avoid the 
imbalance between the groups, we matched 2 groups 
for age, gender, and primary diagnosis category. In 
the matched cohort 393,481 patients were included in 
MDD+CP group and 390,967 patients were included in 
MDD-CP group.

Baseline characteristics are shown in Table 1. 
Eighty-two percent of patients were White in the 
MDD+CP group and 74.9% of patients were White in 
the MDD-CP group. There were higher proportions of 
Hispanics and Blacks in the MDD-CP group. Opioid use 
disorders were more common in the MDD+CP group 
(20.2% vs 8.4%, P < 0.001) as were anxiety disorders 
were more common in the MDD+CP group (46.8% vs 
36.8%, P < 0.001). In the MDD-CP group, alcohol abuse 
was more prevalent (27.6% vs 22.7%, P < 0.001). Hypo-
thyroidism and d substance abuse were more prevalent 
in the MDD+CP group.

Among hospital characteristics, the majority of the 
MDD+CP patients had Medicare/Medicaid as their pri-
mary payer, when compared to MDD+CP more patients in 
the MDD-CP group carried private insurance. Regionally, 
MDD+CP was more common in Southern and Midwest-
ern parts of the United States. There were no significant 
differences in discharge disposition or length of stay 
between groups. However, the total cost of hospitaliza-
tion was higher in MDD+CP group ($18,852 vs $17,778, 
P < 0.001).

Predictor of Suicide and Rate of Suicidality
Overall, rate of composite outcome of SI/SA was 

more prevalent in the MDD+CP group (51% vs 41%, P 
< 0.001) (Fig. 1). Rate of SI was 48% vs 39% (P < 0.001) 
in the MDD+CP and MDD-CP groups, respectively. There 
was no difference in the SA rate between the groups 
(3.8% vs 3.7 %, P = 0.86). In the logistic regression analy-
sis, age, women, White race, alcohol abuse, drug abuse, 
and MDD+CP were included as predictors and SI/SA as 
an outcome (Table 2). MDD+CP was one of the strongest 
predictors of suicidality, responsible for 48% more risk 
of SI/SA compared to the MDD-CP group. Each 5-year 
increase in age was associated with 7% less risk of SI/SA. 
In comparison to non-Whites, the rate of suicidality was 
7.5% less in White people. Alcohol abuse and substance 
abuse were associated with 16% and 7% greater risk of 
SI/SA, respectively. For women, the odds of having SI/SA 
was 1.20 greater compared to men.

discussion

MDD and CP are frequently co-prevalent, and the 
2 disorders share demographic, clinical, and neurobio-
logical similarities (17). Understanding the relationship 
between these factors and their shared pathophysiology 
can aid health care providers in identifying people who 
are suffering from CP and are at risk of suicide, as well 
as implementing individualized, integrated programs to 
treat them (18). To our knowledge, this study is first to 
investigate the risk of suicidality in patients with MDD 
having comorbid CPD using a large NIS dataset. We 
compared the MDD+CP and MDD-CP groups. In baseline 
characteristics, the majority of patients were White race 
in both groups, with Hispanics and Blacks being more 
prevalent in the MDD-CP group. The MDD+CP group had 
higher rates of opioid use and anxiety disorders, while the 
MDD-CP group had higher rates of alcohol misuse. Medi-
cal comorbidities, such as hypothyroidism and substance 

MDD without 
CPD

(n = 390,967)

MDD with 
CPD

(n = 393,481)
P value

Against Medical 
Advice 5,107 (1.3%) 5,547 (1.4%)

Died 152 (0%) 103 (0%)

Length of 
Hospital Stay, 
Days

6.67 (0.05%) 6.70 (0.05%) 0.49

Total Cost, $ 17,778 (206) 18,852 (216) < 0.001

*15% of the race data were missing.
Abbreviations: MDD, major depressive disorder; CPD, chronic pain 
disorder; SE, standard error.

Table 1 (cont.). Baseline patient and hospital characteristics of  
study population.-

Table 2.  Multivariate logistic regression analysis for factors 
associated with suicidality.

Variables
Multivariate Analysis

OR (95% CI) P value

Age, per 5 years increase 0.93 (0.92-0.93) < 0.001

Women 1.20 (1.18-1.23) < 0.001

White Race 0.92 (0.88-0.97) < 0.001

Alcohol Abuse 1.16 (1.13-1.19) 0.003

Drug Abuse 1.07 (1.04-1.10) < 0.001

MDD+CPD 1.475 (1.424-1.528) < 0.001

Abbreviations: OR, odds ratio; CI, 95% confidence interval; MDD, 
major depressive disorder; CPD, chronic pain disorder.
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abuse, were also more prevalent in the MDD+CP group. 
Although there were no significant differences between 
the groups in terms of discharge disposition or length of 
stay, the MDD+CP group had higher hospitalization costs 
(Table 1). 

SI was more common in the MDD+CP group than in 
the MDD-CP group. There was no difference between 
groups when it came to SAs. MDD+CP was one of the 
strongest predictors of suicidality in our study. Alcohol 
and substance abuse, women, non-White racial back-
ground, and younger age were also linked to a higher 
incidence of SI/SA. 

Nicholl et al (19) in their cross-sectional study, 
investigated the prevalence of CP and depression by 
ethnic groups and found comorbid CP and depression 
were more common in Whites (11.1%) compared to 
Asians (7.5%) and Blacks (8.5%). They concluded that 
this could  be due to cultural differences and language 
obstacles, which might make it difficult for minority 
ethnic groups to receive quality care. Equally, in our 
study population, majority of patients were of the 
White race in both groups.

Arnow et al (20) found that patients with comorbid 
depression and debilitating CP had considerably lower 
health-related quality of life, more severe somatic 
symptoms, and a higher prevalence of panic disorder 
than those without comorbid depression or CP. CP has 
been shown in studies (17,36) to cause (and be exacer-
bated by) depression, engender hopelessness, facilitate 

a desire for death as an escape, and erode the natural 
fear of death.

According to research (21) into the possible factors 
responsible for the deterioration of treatment gains in 
patients with CP after completion of treatment, depres-
sion was more common among individuals who had a 
poorer treatment response. Proctor et al (22) found 
that the patients’ self-medication attempts to achieve 
greater pain relief accounted for most reported rea-
sons for taking more than the prescribed dosage of the 
medications. Also, CP patients have high rates of SI and 
SA, and access to prescription opioids increases the risk 
of suicide death in this patient population (23).

On average, 65% of patients with depression 
have one or more pain complaints, while depression is 
prevalent in 5% to 85% of patients with CP conditions 
(depending on the study environment) (24). Accord-
ing to current evidence, those who suffer from CP are 
more likely to suffer from a variety of negative health 
outcomes, including suicide. Several predictive factors, 
such as pain severity, pain interference, duration of 
pain, and specific pain diagnoses (cancer pain vs non-
cancer pain), were identified, which may increase the 
risk of suicidal behavior (25-29). Roughan et al (30) ob-
served that SI was more common in depressed patients 
with concurrent CP (OR = 1.49 [CI, 1.38-1.61]) than 
those without CP, and a recent attempt at suicide was 
linked to persistent pain (OR = 1.88 [CI, 1.14-3.09]). Re-
cent suicidal thoughts and SA were similarly positively 

Fig. 1. Rate of  SI/SA between the groups. 
SI/SA, suicidal ideation/attempt.
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linked with CP severity (30). In our study, although we 
did not evaluate the magnitude of pain, CP by itself 
was the strongest predictor of suicidality.

Studies (31-32) have found that taking analgesic 
and anxiety medications (such as benzodiazepines) at 
the same time, as well as having an alcohol use disorder 
or mood illness while on prescription pain medications, 
can all enhance the risk of suicide among CP patients. 
In our study, we found that abuse of alcohol and illicit 
drugs was associated with a 16% and 7% increased risk 
of SI/SA, respectively, in the MDD+CP group. As noted 
above, psychotropic medications, such as antidepres-
sants and ketamine, as well as nonpharmacological 
interventions, such as repetitive transcranial magnetic 
stimulation and electroconvulsive therapy, can be ben-
eficial for CP, as well as underlying mood or anxiety 
disorders (33-37).

Several limitations should be considered when in-
terpreting these findings. Since this is a cross-sectional 
retrospective study, no information was available on 
the causal relationship between MDD+CPD and SI/SA. 
Retrospective studies, whether they are chart reviews 
at academic institutions or hospital claims data (as in 

our case), are susceptible to recognition, reporting, 
and coding bias. Because our study makes use of a de-
identified administrative database, it is susceptible to 
coding errors that cannot be individually verified. Due 
to the fact that the records in the dataset are discharge 
summaries rather than individual patients, it is pos-
sible that some patients with multiple admissions were 
counted more than once. Last, there is no information 
available on medications used or the duration and se-
verity of CP and MDD, which can all be confounding 
factors.

conclusions

Psychiatrists and other physicians must be cog-
nizant of the presence of CP and the risk of suicide, 
especially when treating patients present with depres-
sive symptoms. The treatment plan for this patient 
population should include routine screening for pain 
symptoms and risk assessment for SI. If a patient is 
ascertained to be at a high risk of self-injury, an indi-
vidualized plan of action should be established to miti-
gate this risk. Contact information for local psychiatric 
emergency services should be included in this plan.

1. American Psychiatric Association (ed). 
Diagnostic and Statistical Manual of 
Mental Disorders, Fifth Edition, American 
Psychiatric Association Publishing, 
Arlington, VA 2013. 

2. National Institute of Mental Health. 
Major Depression. www.nimh.nih.gov/
health/statistics/major-depression

3. Zis P, Daskalaki A, Bountouni I, Sykioti 
P, Varrassi G, Paladini A. Depression 
and chronic pain in the elderly: Links 
and management challenges. Clin Interv 
Aging 2017; 12:709-720.

4. Bair MJ, Wu J, Damush TM, Sutherland 
JM, Kroenke K. Association of depression 
and anxiety alone and in combination 
with chronic musculoskeletal pain in 
primary care patients. Psychosom Med 
2008; 70:890-897.

5. Cacciola JS, Alterman AI, Rutherford 
MJ, McKay JR, Mulvaney FD. The 
relationship of psychiatric comorbidity 
to treatment outcomes in methadone 
maintained patients. Drug Alcohol 
Depend 2001; 61:271-280.

6. Currie SR, Wang J. Chronic back pain 
and major depression in the general 

Canadian population. Pain 2004; 
107:54-60.

7. Tyrer S. Psychiatric assessment of 
chronic pain. Br J Psychiatry 1992; 
160:733-741.

8. Olfson M, Blanco C, Wall M, et al. 
National trends in suicide attempts 
among adults in the United States. 
JAMA Psychiatry 2017; 74:1095-1103.

9. de Heer EW, ten Have M, van Marwijk 
HWJ, et al. Pain as a risk factor for 
suicidal ideation. A population-based 
longitudinal cohort study. Gen Hosp 
Psychiatry 2020; 63:54-61

10. Li H, Luo X, Ke X, et al. Major depressive 
disorder and suicide risk among adult 
outpatients at several general hospitals 
in a Chinese Han population. PLoS One 
2017; 12:e0186143.

11. Blumer D, Heilbronn M. Chronic pain 
as a variant of depressive disease: The 
pain-prone disorder. J Nerv Ment Dis 
1982; 170:381-406.

12. Pincus T, Williams A. Models and 
measurements of depression in chronic 
pain. J Psychosom Res 1999; 47:211-219.

13. Kiecolt-Glaser JK, Glaser R. Depression 
and immune function: Central pathways 
to morbidity and mortality. J Psychosom 
Res 2002; 53:873-876.

14. Bostwick JM, Pankratz VS. Affective 
disorders and suicide risk: A 
reexamination. Am J Psychiatry 2000; 
157:1925-1932.

15. Rihmer Z. Suicide risk in mood 
disorders. Curr Opin Psychiatry 2007; 
20:17-22.

16. Overview of the National (Nationwide) 
Inpatient Sample (NIS). www.hcup-us.
ahrq.gov/nisoverview.jsp

17. Maletic V, DeMuri B. Chronic pain and 
depression: Understanding 2 culprits in 
common. Curr Psychiatry 2016; 15:40-44, 
52, 54.

18. Scherer M, Hansen H, Gensichen J, et 
al. Association between multimorbidity 
patterns and chronic pain in elderly 
primary care patients: A cross-sectional 
observational study. BMC Fam Pract 
2016; 17:68.

19. Nicholl BI, Smith DJ, Cullen B, et al. 
Ethnic differences in the association 

RefeRences

Supplemental table available at www.painphysicianjournal.com



Suicidality in MDD Patients with Chronic Pain Disorder

www.painphysicianjournal.com  425

between depression and chronic 
pain: Cross sectional results from UK 
Biobank. BMC Fam Pract 2015; 16:128.

20. Arnow BA, Hunkeler EM, Blasey CM, et 
al. Comorbid depression, chronic pain, 
and disability in primary care. Psychosom 
Med 2006; 68:262-268.

21. Painter JR, Seres JL, Newman RI. 
Assessing benefits of the pain center: 
Why some patients regress. Pain 1980; 
8:101-113.

22. Proctor SL, Estroff TW, Empting LD, 
Shearer-Williams S, Hoffmann NG. 
Prevalence of substance use and 
psychiatric disorders in a highly select 
chronic pain population. J Addict Med 
2013; 7:17-24.

23. Garland EL, Riquino MR, Priddy 
SE, Bryan CJ. Suicidal ideation is 
associated with individual differences 
in prescription opioid craving and cue-
reactivity among chronic pain patients. 
Journal of Addictive Diseases 2017; 
36:23-29. 

24. Bair MJ, Robinson RL, Katon W, Kroenke 
K. Depression and pain comorbidity: A 
literature review. Arch Intern Med 2003; 
163:2433-2445.

25. Ashrafioun L, Kane C, Pigeon W. Pain 
intensity and suicide attempts in the 

year following the initiation of Veterans 
Health Administration specialty pain 
services. J Pain 2017; 18:S62.

26. Edwards RR, Smith MT, Kudel I, 
Haythornthwaite J. Pain-Related 
catastrophizing as a risk factor for 
suicidal ideation in chronic pain. Pain 
2006; 126:272-279.

27. Calati R, Bakhiyi CL, Artero S, Ilgen M, 
Courtet P. The impact of physical pain 
on suicidal thoughts and behaviors: 
Meta-Analyses. J Psychiatr Res 2015; 
71:16-32.

28. Racine M, Sánchez-Rodríguez E, Gálan 
S, et al. Factors associated with suicidal 
ideation in patients with chronic non-
cancer pain. Pain Med 2017; 18:283-293.

29. Ilgen MA, Kleinberg F, Ignacio RV, et 
al. Noncancer pain conditions and 
risk of suicide. JAMA Psychiatry 2013; 
70:692-697.

30. Roughan WH, Campos AI, García-Marín 
LM, et al. Comorbid chronic pain and 
depression: Shared risk factors and 
differential antidepressant effectiveness. 
Front Psychiatry 2021; 12:643609.

31. Ilgen MA, Bohnert ASB, Ganoczy D, 
Bair MJ, McCarthy JF, Blow FC. Opioid 
dose and risk of suicide. Pain 2016; 
157:1079-1084.

32. Im JJ, Shachter RD, Oliva EM, 
Henderson PT, Paik MC, Trafton JA. 
Association of care practices with suicide 
attempts in US veterans prescribed 
opioid medications for chronic pain 
management. J Gen Intern Med 2015; 
30:979-991.

33. McQuay HJ, Moore RA. Antidepressants 
and chronic pain. BMJ 1997; 314:763.

34. Jolly T, Mansuri Z, Trivedi C, Adnan 
M, Cohen SP, Vu TN. Are psychotropic 
medications effective in chronic 
pain management in children and 
adolescents? A meta-analysis of 
randomized control trials. J Pain Res 
2021; 14:1915-1924.

35. Rasmussen KG,  Rummans TA. 
Electroconvulsive therapy in the 
management of chronic pain. Current 
Pain and Headache Reports 2002; 6:17-22. 

36. Goudra B, Shah D, Balu G, et al. 
Repetitive transcranial magnetic 
stimulation in chronic pain: A meta-
analysis. Anesthesia, Essays and 
Researches 2017; 11:751-757. 

37. Hooley JM, Franklin JC,  Nock 
MK. Chronic pain and suicide: 
Understanding the association. Current 
Pain and Headache Reports 2014; 18:435. 





Supplemental Table 1. ICD-9 and ICD-10 used to obtain the study population.

ICD-9 and ICD-10 Codes MDD

29620 Major depressive affective disorder, single episode, unspecified

29621 Major depressive affective disorder, single episode, mild

29622 Major depressive affective disorder, single episode, moderate

29623 Major depressive affective disorder, single episode, severe, without mention of psychotic behavior

29624 Major depressive affective disorder, single episode, severe, specified as with psychotic behavior

29625 Major depressive affective disorder, single episode, in partial or unspecified remission 

29626 Major depressive affective disorder, single episode, in full remission

29630 Major depressive affective disorder, recurrent episode, unspecified

29631 Major depressive affective disorder, recurrent episode, mild

29632 Major depressive affective disorder, recurrent episode, moderate

29633 Major depressive affective disorder, recurrent episode, severe, without mention of psychotic behavior

29634 Major depressive affective disorder, recurrent episode, severe, specified as with psychotic behavior

29635 Major depressive affective disorder, recurrent episode, in partial or unspecified remission

29636 Major depressive affective disorder, recurrent episode, in full remission

F320 Major depressive disorder, single episode, mild

F321 Major depressive disorder, single episode, moderate

F322 Major depressive disorder, single episode, severe without psychotic features

F323 Major depressive disorder, single episode, severe with psychotic features

F324 Major depressive disorder, single episode, in partial remission

F325 Major depressive disorder, single episode, in full remission

F329 Major depressive disorder, single episode, unspecified

F330 Major depressive disorder, recurrent, mild

F331 Major depressive disorder, recurrent, moderate

F332 Major depressive disorder, recurrent, severe without psychotic features

F333 Major depressive disorder, recurrent, severe with psychotic symptoms

F3340 …… unspecified

F3341 Major depressive disorder, recurrent, in partial remission

F3342 Major depressive disorder, recurrent, in full remission

F339 {AU: Move?/ Insert after 
“F333” above?} Major depressive disorder, recurrent, unspecified

ICD-9 and ICD-10 Codes  CP

33821 CP due to trauma

33822 Chronic post-thoracotomy pain

33828 Other chronic postoperative pain

33829 Other CP

3384 {AU: “3384?”/Missing digit?} CP syndrome

G8921 CP due to trauma

G8922 Chronic post-thoracotomy pain

G8928 Other chronic post-procedural pain

G8929 Other CP

G894 {AU: “G894?”/Missing digit?} CP syndrome

Abbreviations: ICD-9, International Classification of Diseases, Ninth Revision; ICD-10, International Classification of Diseases, Tenth Revision; 
MDD, major depressive disorder; CP, chronic pain.


