
Approved: March 2016 
Due for review: March 2019 

 
Australian Pain Society Position Statement: 

The Role of the Psychologist in the Management of Persistent Pain 
 

Purpose 

This position paper aims to outline the key roles played by psychologists in the 

evaluation and management of individuals with persistent pain, and to provide guidelines for 

timely access to psychological services.  This is not a guideline on Pain Management 

Programs and the significant role of psychologists therein, but a guide to the role and 

expectations of psychologists in assessing and managing individuals with pain.  As such, 

although psychologists are frequently involved in the delivery of high quality training, 

supervision and research, these important aspects of psychological practice are 

acknowledged but not discussed herein as the focus is on direct patient care.  Moreover, 

these guidelines, although grounded in evidence-based best practice approaches, are 

meant to be neither prescriptive nor proscriptive; with clinical decisions about the most 

appropriate care pathway being informed by case-specific information.  That is, treatments 

should be tailored to individuals.  In addition, recognising the complex nature of persistent 

pain and the involvement of a range of health care professionals, this paper has been 

devised to inform a broad multidisciplinary audience, including, but not limited to, clinicians 

entering the persistent pain field, provisional and student psychologists, and other 

clinicians/individuals/services interested in psychological approaches to persistent pain. 

Introduction 

The International Association for the Study of Pain (IASP) has defined pain as “an 

unpleasant sensory and emotional experience associated with actual or potential tissue 

damage, or described in terms of such damage” (Merskey & Bogduk, 1994, pg. 210).  From 

this broad definition, pain can be categorised into various forms; most commonly acute
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versus chronic, or persistent, pain.  Acute pain, with its adaptive evolutionary role, provides a 

warning signal that is vital for the minimisation/prevention of bodily damage and supports the 

recovery process.  However, when pain persists beyond the normal period of healing and 

occurs at least most days in a three (or more) month period, it has ceased to be adaptive and 

is considered to be chronic or persistent (Treed et. al, 2015).  Persistent pain can be difficult 

to localise, is less effectively relieved by standard analgesics (including opioids) and is often 

unresponsive to, or may even be exacerbated by, surgical intervention.  Although it may be 

related to a defined disease process, persistent pain is generally linked to increased 

sensitivity and reactivity in the nervous system.  Here, pain reflects the degree of 

neurophysiological central sensitisation, which is modulated by ascending and descending 

processes (inhibitory and facilitatory).  Persistent pain is the country’s third most costly health 

problem and around 80% of those living with this condition fail to receive an intervention that 

could improve their functioning and quality of life (Blyth et al., 2001; National Pain Summit 

Initiative, 2011).  As such, access to timely and evidence-based treatments, from 

appropriately skilled clinicians, is critical to the health and wellbeing of the nation. 

It is widely acknowledged that the experience of persistent pain will be influenced by a 

range of factors including the physiological state, thoughts, emotions, behaviours and social 

influences of the individual living with the condition (Epker, 2013; Greve, Bianchini & Ord, 

2011; Roditi & Robinson, 2011; Turk & Robinson, 2011).  It is common for individuals with 

persistent pain to have co-morbid physical (e.g., cardiovascular, endocrine, inflammatory) 

and psychological conditions (e.g., symptoms of anxiety, depression, Post-Traumatic Stress 

Disorder (PTSD)) that interact with, and contribute to, their pain experience.  It is also 

common that social and/or cultural environments impact the way that the pain is experienced 

by both the individual living with the condition and those supporting him/her (Blyth, 

Macfarlane, & Nicholas, 2007).  Consequently, best practice guidelines for the management 

of persistent pain recommend that, in many cases, a coordinated interdisciplinary 

assessment - addressing the multiple life domains that can be afflicted by a painful condition 

(physical, psychological, social, environmental) - and then relevant treatment is required 
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(Brage, Ris, Falla, Sogaard, & Juul-Kristensen, 2015; Costa, Melina, Sansalone, & 

Iannacchero, 2015; Critchley, Ratcliffe, Noonan, Jones, & Hurley, 2007; Morley & Williams, 

2015; National Pain Summit Initiative, 2011; van Tulder, 2008; Williams, Eccleston, & Morley, 

2012).  Therapeutic success is typically defined by improvements in factors such as quality of 

life, functional capacity and harm minimisation, rather than reduction in pain severity per se 

(Chou et al., 2009). 

Psychologists as Part of the Treating Team 

Adopting a biopsychosocial approach (Turk & Monarch, 2002) to the management of 

persistent pain sees the psychologist playing a crucial role in supporting individuals to 

improve both physical and psychological wellbeing. Psychologists can provide specialised 

support to target symptom reduction for co-morbid mental health conditions, whilst also 

focusing more broadly on the range of factors influencing the individual’s pain experience 

(e.g., attention, learning and memory, beliefs and thought processes).  Moreover, as part of 

the treating team, psychologists can provide specialised input to inform care planning around 

areas such as psychological and socio-cultural factors impacting an individual’s progress, 

assessment of suitability to participate in a pain management programme, information on 

patient insight and judgement, and identification of other critical factors such as personality 

structure that may impact treatment outcomes (i.e. ‘yellow flags’); the latter being especially 

prudent when considering more invasive treatments.  Psychologists can also provide 

valuable support and strategy guidance to other clinicians engaged in care provision when 

struggling with issues such as barriers to treatment, uncertainty regarding treatment 

sequencing and understanding co-morbid mental health conditions. 

It is important to note that while therapeutic input from a range of disciplines facilitates 

a shared understanding of the ‘whole person’ experience (Turk & Robinson, 2011), 

interdisciplinary care can occur in many formats, not all of which are directly tied to tertiary 

pain centres.  In fact, in many areas, access to tertiary services are limited, resulting in 

lengthy wait-times that can erode patient wellbeing and quality of life (Lynch et al., 2008).  
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Increasingly, persistent pain services are being appropriately based in community health 

care settings, with specialist multidisciplinary support provided from the tertiary sector as 

required (Hayes & Hodson, 2011).  Individuals with persistent pain will therefore engage 

psychologists from a range of service settings and practice models.  Although not physically 

located in a multidisciplinary team, psychologists working independently in the community 

can still maintain the core attributes of an interdisciplinary approach by involving all 

stakeholders in the patient’s care; thus enabling the development of common goals, clear 

and frequent communication, and an integrated approach to treatment based in a shared 

philosophical framework.  Ultimately, effective treatment for persistent pain relies on ALL 

members of the treating team providing a consistent and cohesive message. 

Psychological Assessment 

Accredited training for psychology includes rigorous skill development in conducting 

comprehensive psychosocial assessments.  However, there is no single or simple instrument 

that can objectively measure pain and its psychological impact.  The procedures and 

measures used by a psychologist in the assessment of individuals living with persistent pain 

will depend on the purposes(s) of the assessment, the unique characteristics of the individual 

being assessed (e.g., age, cultural background, educational level, ability to communicate 

verbally) and the context in which the assessment is taking place (e.g., clinic, emergency 

department, medicolegal setting).  Generally, a psychologist’s assessment is used for 

diagnosis, to inform treatment-related decisions and/or planning - including pre-medical 

procedure or pre-surgery screening (e.g., for neuromodulation or intrathecal drug delivery 

devices), to inform disability determination, to monitor treatment progress or to evaluate 

treatment effectiveness (Turk & Robinson, 2011).  During an assessment, the psychologist 

seeks to develop a broad understanding of both the pain itself and how it impacts the life of 

the individual living with it; thus enabling identification of key issues and barriers to progress 

(e.g., low self-efficacy, unhelpful beliefs about pain, distress, fear and anxiety, depression, 

readiness for change and unrealistic expectations). 
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Issues typically covered in a psychological assessment 

The most common approach to psychological assessment is a semi-structured 

interview (Jamison & Edwards, 2012, Turk & Robinson, 2011).  Here, the psychologist 

collects information (noting both the words and the manner in which the information is 

conveyed), observes pain behaviours and begins to develop some working hypotheses 

about the processes underlying the individual’s pain experience (Keefe, Somers, Williams, & 

Smith, 2011).  A detailed psychological assessment would include exploration of the 

following areas: 

• Pain (e.g., location; description of physical sensations; events surrounding pain onset 

and/or exacerbation; the individual’s understanding of his/her condition, prognosis, 

coping strategies). 

• Awareness and understanding of pharmacological and non-pharmacological 

treatment(s) – current and historical. 

• Predisposing factors (e.g., history of childhood hospitalization; sickness modelling by 

significant others; abuse history (emotional, physical, sexual), job dissatisfaction). 

• Risk factors (including suicidal and/or homicidal risk). 

• Behavioural changes in various areas (e.g., occupational, domestic, recreational 

activities; social, marital, family roles; sleep; medication use, substance misuse). 

• Emotional functioning - presence and severity of a range of emotional states (e.g. 

anxiety, depression, anger/hostility, guilt, shame).  Specific attention should be given 

to the identification of PTSD symptoms (these may have a role in maintaining 

physiological arousal and impact the pain experience) and whether they were pre-

existing or arose from the incident causing the pain. 

• Cognitive factors (e.g., attitudes; expectations; beliefs - rehabilitation vs cure etc.). 

• Coping styles (e.g., under/over-doing; avoidance; help-seeking). 

• Pre-existing personality factors. 
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• Learning factors (e.g., functional analysis of pain/wellness behaviours; avoidance of 

unpleasant activities; pain and illness behaviour). 

• Financial factors (e.g., compensation/litigation; financial pressures). 

• Responses of those close to the patient (family, friends, workplace) and the impact of 

the pain on those relationships. 

Psychometric measures 

Numerous assessment measures with robust psychometric properties (e.g., high 

validity and reliability) are available for use in this area and may provide informative 

screening data to: (a) supplement clinical information obtained from the assessment 

interview; (b) highlight key issues for further exploration during subsequent sessions (Turk & 

Robinson, 2011); or (c) evaluate treatment outcomes.  Psychometric measures can be useful 

in quantifying an individual’s level of pain intensity, emotional distress and functioning.  

Moreover, they can provide important information about an individual’s belief systems (e.g., 

pain beliefs) and can assist in assessing a wide range of behaviours (e.g., use of coping 

strategies).  Specific measures will often be chosen on the basis of clinical presentation.  

Where appropriate, psychologists may wish to consider those used by the Electronic 

Persistent Pain Outcomes Collaboration (ePPOC – refer University of Wollongong) and the 

Agency for Clinical Innovation (ACI – refer New South Wales Health), as they were 

determined by national reference group consensus and permit comparison of one’s own 

practice with a national database.  Of note, although psychometric measures can provide 

useful information, they should not be interpreted in isolation of clinical interview data.  

Moreover, while psychologists are trained in the use of cognitive screening measures, 

detailed assessment of cognitive function may require specialist neuropsychological 

assessment. 
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Specific comment on pre-procedural assessment 

The psychologist has a specific role in the assessment and treatment of patients prior 

to surgery and, in particular, in the assessment of patients prior to neuromodulation 

techniques (e.g., implantation of spinal cord stimulators and intrathecal drug delivery 

devices) (Epker & Block, 2001).  It is important to note that pre-procedure psychological 

assessment has a number of functions, including the identification of: significant 

psychopathology (which may in turn lead to post-procedure psychological distress and 

treatment adherence difficulties); understanding of, preparedness for, or acceptance of, the 

procedure; and ‘yellow flags’ (psychological factors known to predict poor surgical outcome).  

There is strong empirical research regarding psychological factors that predict poor surgical 

outcomes (e.g., Block, Gatchel, Dearorodd & Guyer, 2003; Bruns & Disorbio, 2009; 

Voorhies, Jiang & Thomas, 2007) including financial incentives, history of abuse or 

abandonment, job dissatisfaction, poor social support, substance abuse, pre-existing 

psychopathology, anxiety/depression, pain catastrophising and treatment engagement 

difficulties.  Where such risk factors are identified, continuation of relevant psychological, 

physical and supportive treatments, in preference to, or in conjunction with, more invasive 

intervention may be prudent (Greve, Bianchini & Ord, 2011). 

Psychological Treatment 

Psychological approaches to persistent pain emphasise self-management, with the 

ultimate goal of improving an individual’s functioning and ability to manage the pain, thereby 

improving overall life quality.  Treatment by a psychologist directly targets relevant barriers; 

with a focus on behavioural change and functional re-engagement.  Evidence-based 

psychological interventions for persistent pain may be undertaken on an individual or group 

basis, delivered face-to-face or via electronic mediums (e.g., telehealth, internet-based 

programs) and cover a range of therapeutic approaches including Cognitive Behavioural 

Therapy (CBT), Acceptance and Commitment Therapy (ACT), Mindfulness and 
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Hypnosis/Hypnotherapy/Hypnotic Cognitive Therapy (HCT).  Rather than adopting a 

standard ‘one size fits all’ approach, psychologists are responsible for matching the 

treatment to the patient in order to maximise therapeutic engagement and outcomes 

(Williams, Eccleston, & Morley, 2012). 

Irrespective of the treatment modality adopted, psychologists working with persistent 

pain may address a range of psychological issues affecting the individual. Co-morbid mental 

health conditions in particular, are a serious and significant barrier to return to health and 

function, and require the whole person approach adopted by psychologists. Across the 

course of therapy, a variety of interventions may be utilised including, but not limited to: 

• Education of the individual and, where possible/appropriate, significant others (e.g., 

information about pain processes - including aspects of neuroplasticity and 

neurochemistry, treatment options - including limitations of some techniques, the 

importance of the individual’s active involvement in treatment, strategies for managing 

crises). 

• Anxiety management strategies, particularly relating to fear of pain. 

• Treatment of PTSD symptoms. 

• Depression management. 

• Management of relationship or sexual difficulties, including family interventions to 

improve family resources for coping. 

• Sleep management strategies. 

• Assertiveness and communication skills training. 

• Anger and/or perceived injustice management. 

• Goal setting and problem-solving. 

• Treatment adherence. 

• Relaxation training, which may target the physiological and/or psychological impact of 

pain and may include biofeedback (Schneider, 1987). 

• Activity pacing and activity scheduling. 
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• Reinforcement of the appropriate use of medication - as prescribed by the treating 

medical team and including provision of support for medication reduction/withdrawal. 

• Vocational rehabilitation, including assessment of the potential for vocational 

retraining. This area includes liaison with rehabilitation providers and case managers 

to inform work placement and development of effective return to work strategies.  

Anticipated therapeutic outcomes 

In line with the use of evidence-based interventions, treatment outcomes should be 

regularly assessed. Psychologists frequently examine the effectiveness of interventions at 

both an individual- and group-level, continually adding to the knowledge underpinning best 

practice. In doing so, it is important to remember that the definition of ‘treatment success’ will 

vary as a function of who is asking the question. For example, an individual with persistent 

pain may define treatment success solely as a function of pain severity; a health service 

provider may consider both pain reduction and functional outcomes as important; and a 

workers’ compensation carrier may prioritise the ability to return to gainful employment with 

little consideration for pain severity (Turk & Robinson, 2011).  Hence, it is important that the 

definition of treatment success be clearly defined at the outset of therapy and that evaluation 

of therapeutic outcomes be designed in a way that captures the shared agreement.  As 

outlined previously, reasonable outcomes that can be obtained with psychological 

intervention are improved psychological, physical, occupational and domestic function, with 

pain that is less intrusive and dominant in the life of the individual.  The primary goal is not to 

achieve significant reduction in pain intensity, but rather, to improve function and life quality 

in the presence of pain. 

Timing and extent of psychological intervention 

There are currently no clear guidelines regarding appropriate wait-times to access 

psychology services for persistent pain, however current evidence suggests that early 

referral for, and delivery of, psychological intervention for those judged to be at risk of poor 
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long-term prognosis and/or delayed recovery, offers substantial benefits compared with a 

more passive ‘monitoring’ approach.  This is perhaps unsurprising given that the majority of 

risk factors are psychosocial in nature and therefore often amenable to treatment (Gopinath 

et al., 2015).  Some suggestions regarding the appropriate duration and frequency of 

psychology consultations are presented as a guide for clinicians in Appendix 1. 

Links between primary healthcare and tertiary pain services 

As previously stated, best practice for individuals with persistent pain is for them to be 

self-managing under a biopsychosocial framework of care. For many, this work will occur in 

the primary healthcare setting, with individuals receiving input in their communities as 

required from appropriate medical, nursing and allied health professionals - including 

psychologists.  Individuals may be referred to a tertiary pain service when standard treatment 

has failed, when they are unable to access pain services in the community, or when they 

remain significantly disabled despite the input of a range of primary healthcare practitioners.  

Tertiary pain services usually offer both group interventions and specialist tailored 

individual treatment programs – in which psychologists perform a key role.  It should be 

noted that psychologists working in these services frequently offer treatment of pain-related 

psychosocial issues only. Where the primary clinical presentation is not specifically pain-

related (e.g., unstable addiction, unrelated mental health conditions, housing concerns, 

domestic violence) then other services are best utilised.  This may involve referral to another 

specialist service, such as drug and alcohol services, or to a community based psychologist, 

possibly via the ‘better access’ scheme of the Australian government.  Tertiary pain services 

aim to return care to the primary healthcare provider within a reasonable timeframe, as 

persistent pain is a chronic condition that requires ongoing self-management.  Good 

communication between the tertiary centre psychologist and the local provider is essential to 

ensuring an informed understanding of the individual’s progress and ongoing health goals. 
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Specific populations: Compensation schemes 

For individuals with persistent pain, participation in the compensation system (workers 

compensation or motor vehicle accident) is typically associated with increased distress and 

poorer vocational and clinical outcomes compared with non-compensable peers.  This has 

been attributed to factors such as: trying to recover within a system that is often confusing 

and adversarial in nature, and frequently associated with treatment delays and/or non-

support of recommended help; and a process that, by its very nature, may not acknowledge 

continuing pain-related factors, thereby entrenching an individual’s focus on illness and 

disability, rather than wellness behaviours - oftentimes opposing evidence-based 

rehabilitation (Newton-John & McDonald, 2012).  Early access to psychological treatment 

that is focussed on function (vocational and lifestyle) has been identified as a key factor in 

improved outcomes. The following five principles for treatment have been identified: (1) 

measure and demonstrate the effectiveness of treatment; (2) adopt a biopsychosocial 

approach; (3) empower the injured person to manage their injury; (4) implement goals 

focused on optimising function, participation and return to work; and (5) base treatment on 

best available research evidence (Victorian WorkCover Authority, 2012).  

Relevant qualifications 

It is recommended that assessment and treatment of individuals with persistent pain be 

undertaken by psychologists with appropriate supervised clinical training and experience 

working with physical health populations generally, and the management of persistent pain 

specifically.  This is particularly salient for psychologists working as independent sole 

practitioners in the community.  All practising psychologists must be registered with the 

Australian Health Practitioner Registration Agency (AHPRA) but, as there are currently 

several routes to registration, it is beyond the scope of this paper to advocate for any 

particular training pathway or area of specialist endorsement. 
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APPENDIX 1: Proposed timeframe for psychological intervention 

Assessment 

A psychological assessment is typically conducted in a single 1 hour session.  For complex 

presentations and/or medicolegal purposes though, this can extend to 3 sessions. 

Treatment 

(a) Intensive (early) phase: Individuals may initially attend 6-12 individual sessions, typically 50 

minutes in duration, occurring on a weekly or fortnightly basis (or less frequent depending on 

practice setting and clinical need).  Progress should be reviewed after 6 sessions to determine 

ongoing need for intensive intervention. 

(b) Intermittent (follow-up) phase: Individuals may then require episodic (1-6 monthly) 

psychological review to facilitate maintenance of treatment gains and/or provide support as they 

solidify behavioural changes within the context of their everyday life. For most individuals, 

discharge will be possible within a few sessions.  In some rare instances, patients may need to be 

reviewed intermittently on a longer-term basis.  Indicators for this may include psychological 

intervention preventing functional deterioration, medication increases, medical/service 

presentations and/or other management complications. 

(c) Crisis/flare-up phase: Following a period of flare-up, individuals may occasionally require 

psychological review and brief therapeutic intervention to reinforce coping strategies and facilitate 

stabilisation. Discharge is often possible after a limited number of sessions. 

(d) Exceptional circumstances: Pre-existing/long standing personality or psychological problems, 

which were in existence prior to the onset of pain and have been exacerbated by, or integrated 

with, the pain problem, may require more extensive therapeutic intervention.  Involvement with 

legal action and compensation processes can create a significant barrier to self-management and 

stabilisation. These individuals need to be clearly distinguished from those requiring more 

targeted pain management and such decisions should be balanced against risk of fostering 

dependency. 

 


