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Evidence suggests that psychological evaluations have the potential to produce significant cost
offsets in medical settings. One of the conditions for which there is the most evidence of this is

chronic pain, with back pain being the best example.

Patients with chronic back pain are sometimes offered invasive treatments, such as spinal surgery
or pain implants. AHRQ tracked the number and cost of all hospital procedures in the US in
2003 (Merrill & Elixhauser, 2006), and three procedures commonly used for patients with
chronic pain generated costs of almost $40 billion dollars during that year (Table 1). These
procedures, especially spinal fusion, are sometimes medically necessary. However, stimulators
and pumps are always elective procedures, and the other procedures are often elective as well.
These procedures were associated with 3600 deaths during the hospital stay, but this must be
interpreted with caution as the cause of these deaths is not specified. In many cases, a
psychological evaluation costing a few hundred dollars could be used to screen out patients who

are unlikely to benefit from these procedures, whose initial costs range from $20,000 to $50,000.

Table 1
Hospital Costs In 2003 Associated With Invasive Procedures
Commonly Used With Chronic Pain *

Number in Mean Approximate Deaths
Procedure 2003 Cost Total Cost During Hospital Stay
Spinal Fusion 325,998 $50,300 16,397,699,400 978
Laminectomy 505,487 $31,900 16,125,035,300 1,011
Stimulator/Pump 322,187 $21,300 6,862,583,100 1,611
Total 1,153,672 $39,385,317,800 3,600

* Data from : http://www.ahrq.gov/data/hcup/factbk7/factbk7d.htm



The costs in Table 1 are charges incurred during the hospital stay only, and are not the total cost
of care. Recovery from a spinal fusion often takes a year, and physician visits, medications and
physical therapy costs are common during this time. Invasive procedures also carry the risk of
adverse events, and costs associated with those (Turner, Loeser, Deyo, & Sanders, 2004).
Additionally, pain implants require maintenance visits for life, with pain pumps requiring an
invasive procedure once a month or so to fill the pump with medication, and both stimulator and
pumps can fail over time, and replacement requires surgery. As a result, some data suggests that
the long-term cost for these procedures is much higher, with the long-term cost of spinal cord
stimulators approaching double the initial costs above (Mekhail, Aeschbach, & Stanton-Hicks,
2004). Additionally, given that the data from Table 1 was gathered in 2003, current costs could
be higher.

With regard to outcome, one study found that while an objectively successful fusion occurred in
84% of lumbar fusion patients, nearly half were dissatisfied with their outcome, and many were
totally disabled at follow-up (LaCaille, DeBerard, Masters, Colledge, & Bacon, 2005). Another
systematic review found that only 57% of total disc replacement and 46% of lumbar surgical
procedures were fully successful (Freeman & Davenport, 2006). One recent systematic review
determined that for patients with back pain, fusion surgery was no better than cognitive
behavioral therapy (CBT) with regard to long-term outcome (Mirza & Deyo, 2007). Similarly,
both CBT and physical therapy were found to be effective for the treatment of low back pain, but
physical therapy did not lead to improvements beyond what could be accomplished with CBT

alone.

In general, a comprehensive review of the literature found that the validity of psychological tests
was equal to that of medical diagnostic tests (Meyer, et al., 2001). With regard to back pain, a
systematic review determined that psychological assessments have demonstrated an ability to
predict the outcome of spinal surgery procedures (den Boer, et al., 2006). Additionally, other
studies have shown that psychological factors can predict the outcome of both invasive and
noninvasive treatments with an 80% success rate or more (Block, Ohnmeiss, Guyer, Rashbaum,
& Hochschuler, 2001; Gatchel, Polatin, & Mayer, 1995; Giordano & Lofland, 2005). In the case

of back pain, a recent study demonstrated that psychological assessment can be more predictive



of outcome for patients with back pain than commonly used medical tests such as MRIs or

discograms (Carragee, Alamin, Miller, & Carragee, 2005).

Overall, the case for presurgical psychological evaluations is strong enough that they have been
recommended by multiple evidence-based medical treatment guidelines (American College of
Occupational and Environmental Medicine, 2008; Colorado Division of Worker Compensation.
Chronic Pain Task Force., 2007; Work Loss Data Institute, 2008). Given that relatively
inexpensive psychological assessments may be able to identify patients unlikely to benefit from
expensive invasive treatments that have significant risks, a greater use of these psychological

assessments is indicated.

Recent research has concluded that consensus psychosocial risk factors for a poor surgical
outcome also can predict poor outcomes a variety of other medical treatments as well (Bruns &
Disorbio, 2009). With regard to pharmaceutical treatments for pain, a systematic review of the
literature determined that opioid medications are commonly used (Martell, et al., 2007). While
pain medications were effective for the treatment of acute conditions however, long-term
efficacy was uncertain, and aberrant use of opioids was observed in up to 24% of cases (Martell,
et al., 2007). The long-term cost of these medications can be considerable (Table 2), and CBT

may be a more cost-effective alternative.

Studies suggests that psychological assessments are able to predict aberrant opioid use
(Manchikanti, et al., 2006; Manchikanti, et al., 2007). Consistent with this, recent medical
guidelines, based on a systematic review of the literature, have recommended evaluations by
mental health professionals to control for aberrant medication use (Chou, et al., 2009). Another
study suggested that even though opioids may decrease pain, they may increase disability
(Webster, Verma, & Gatchel, 2007). The use of opioid pain medications has some inherent risks.
For example, the FDA has issued warnings of severe adverse effects including death from some

pain medications’. In contrast, CBT shares no such risks.

In comparison to many medical treatments, the cost of psychological interventions are relatively

modest. It has been reported that the typical number of CBT treatment sessions for patients with

"see: http://www.fda.gov/medwatch/safety/2007/fentora_deardoc_%20Letter_09-10-07.pdf




chronic pain is about 10 (Thorn, McConley, & Walker, In Press). If these are groups sessions,
the total cost of 10 sessions of treatment would be about $200. A year of once a month follow-up
group maintenance care would add $240. If these services were offered as individual treatment,
the costs would be $920 and $1104, respectively. Overall, the cost of CBT treatment is far less
than surgery, and less than pharmacotherapy. CBT shares none of the serious risks, and has been

shown to produce good outcomes (Morley, Eccleston, & Williams, 1999).

Conclusions

By distinguishing patients who are good candidates for surgical procedures from those who are
not, presurgical psychological evaluations can play an important role in helping to control
medical costs. More generally, behavioral risk factors are known to be associated with a broad
range of medical conditions (Mokdad, Marks, Stroup, & Gerberding, 2004; Wiggins, 1994), and
the most recent research has concluded that a core set of psychosocial risk factors are associated
with poor outcomes from a variety of medical treatments (Bruns & Disorbio, 2009). While
further research is needed, increased use of psychological assessments in the medical setting is

indicated.
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Table 2
The cost of pharmacotherapy for pain: Example medications*
o Quantity/ Cost / month
Medication Dose Cost / Year
Month (drugstore.com)
MS Contin 60 mg 60 $300 $3,600
Percocet 7.5-500mg 120 $480 $5,760
Duragesic
5 50mceg/hr 10 $410 $4,920
Patch
Actiq 800mcg 90 $5,700 $68,400

* All costs are for mid-range doses. It should be noted that it is not uncommon for patients being treated for chronic

pain to be on several medications. The costs above do not also do not include visits to the prescribing physician

References

American College of Occupational and Environmental Medicine (2008). Chronic pain treatment
guidelines. In K. Hegmann (Ed.), Occupational medicine practice guidelines (2nd ed.). Beverly
Farms, Mass.: OEM Press.

Block, A. R., Ohnmeiss, D. D., Guyer, R. D., Rashbaum, R. F., & Hochschuler, S. H. (2001). The use of
presurgical psychological screening to predict the outcome of spine surgery. Spine J, 1(4), 274-
282.

Bruns, D., & Disorbio, J. M. (2009, In Press). Assessment of Biopsychosocial Risk Factors For Medical
Treatment: A Collaborative Approach. Journal of Clinical Psychology in Medical Settings
Retrieved March, 30, 2009, from http://springerlink.com/content/a702755485840781/fulltext.pdf

Carragee, E. J., Alamin, T. F., Miller, J. L., & Carragee, J. M. (2005). Discographic, MRI and
psychosocial determinants of low back pain disability and remission: a prospective study in
subjects with benign persistent back pain. Spine J, 5(1), 24-35.

Chou, R., Fanciullo, G. J., Fine, P. G., Adler, J. A., Ballantyne, J. C., Davies, P., et al. (2009). Clinical
guidelines for the use of chronic opioid therapy in chronic noncancer pain. J Pain, 10(2), 113-
130.

Colorado Division of Worker Compensation. Chronic Pain Task Force. (2007). Rule 17, Exhibit 9:
Chronic Pain Disorder Medical Treatment Guidelines. from
http://www.coworkforce.com/dwc/Rules/Rules%202007/New%20MTG/EX 9 Chronic_Pain.pdf




den Boer, J. J., Oostendorp, R. A., Beems, T., Munneke, M., Oerlemans, M., & Evers, A. W. (2006). A
systematic review of bio-psychosocial risk factors for an unfavourable outcome after lumbar disc
surgery. Eur Spine J, 15(5), 527-536.

Freeman, B. J., & Davenport, J. (2006). Total disc replacement in the lumbar spine: a systematic review
of the literature. Eur Spine J, 15 Supp! 3, S439-447.

Gatchel, R. J., Polatin, P. B., & Mayer, T. G. (1995). The dominant role of psychosocial risk factors in the
development of chronic low back pain disability. Spine, 20(24), 2702-27009.

Giordano, N., & Lofland, K. (2005). A literature review of psychological predictors of spinal cord
stimulator outcomes. Journal of Pain, 6(3 Supplement), S67.

LaCaille, R. A., DeBerard, M. S., Masters, K. S., Colledge, A. L., & Bacon, W. (2005). Presurgical
biopsychosocial factors predict multidimensional patient: outcomes of interbody cage lumbar
fusion. Spine J, 5(1), 71-78.

Manchikanti, L., Cash, K. A., Damron, K. S., Manchukonda, R., Pampati, V., & McManus, C. D. (2006).
Controlled substance abuse and illicit drug use in chronic pain patients: An evaluation of multiple
variables. Pain Physician, 9(3), 215-225.

Manchikanti, L., Giordano, J., Boswell, M. V., Fellows, B., Manchukonda, R., & Pampati, V. (2007).
Psychological factors as predictors of opioid abuse and illicit drug use in chronic pain patients. J
Opioid Manag, 3(2), 89-100.

Martell, B. A., O'Connor, P. G., Kerns, R. D., Becker, W. C., Morales, K. H., Kosten, T. R., et al. (2007).
Systematic review: opioid treatment for chronic back pain: prevalence, efficacy, and association
with addiction. Ann Intern Med, 146(2), 116-127.

Mekhail, N. A., Aeschbach, A., & Stanton-Hicks, M. (2004). Cost benefit analysis of neurostimulation
for chronic pain. Clin J Pain, 20(6), 462-468.

Merrill, C. T., & Elixhauser, A. (2006). Procedures in U.S. hospitals, 2003. Rockville, Md.: U.S.
Department of Health and Human Services, Agency for Healthcare Research and Quality.

Meyer, G. J., Finn, S. E., Eyde, L. D., Kay, G. G., Moreland, K. L., Dies, R. R., et al. (2001).
Psychological testing and psychological assessment. A review of evidence and issues. Am
Psychol, 56(2), 128-165.

Mirza, S. K., & Deyo, R. A. (2007). Systematic review of randomized trials comparing lumbar fusion
surgery to nonoperative care for treatment of chronic back pain. Spine, 32(7), 816-823.

Mokdad, A. H., Marks, J. S., Stroup, D. F., & Gerberding, J. L. (2004). Actual causes of death in the
United States, 2000.[see comment][erratum appears in JAMA. 2005 Jan 19;293(3):293-4; PMID:
15657315]. JAMA, 291(10), 1238-1245.

Morley, S., Eccleston, C., & Williams, A. (1999). Systematic review and meta-analysis of randomized
controlled trials of cognitive behaviour therapy and behaviour therapy for chronic pain in adults,
excluding headache. Pain, 80(1-2), 1-13.

Thorn, B. E., McConley, R., & Walker, B. B. (In Press). Group Therapy for Chronic Pain, 4th edition. In
J. C. Ballantyne, S. M. Fishman & J. P. Rathmell (Eds.), Bonica’s Management of Pain (4th ed.):
Lippincott Williams & Wilkins.

Turner, J. A., Loeser, J. D., Deyo, R. A., & Sanders, S. B. (2004). Spinal cord stimulation for patients
with failed back surgery syndrome or complex regional pain syndrome: a systematic review of
effectiveness and complications. Pain, 108(1-2), 137-147.

Webster, B. S., Verma, S. K., & Gatchel, R. J. (2007). Relationship between early opioid prescribing for
acute occupational low back pain and disability duration, medical costs, subsequent surgery and
late opioid use. Spine, 32(19),2127-2132.

Wiggins, J. G. (1994). Would you want your child to be a psychologist? American Psychologist, Vol
49(6)(Jun), 485-492.

Work Loss Data Institute (2008). Official Disability Guidelines. Encinitas, CA: Work Loss Data Institute.



