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PSYCHOLOGICAL PROBLEMS

• DEPRESSION (MILD, MODERATE, SEVERE)

• ANXIETY

• FRUSTRATION

• IRRITABILITY

• RECENT MEMORY PROBLEMS

• LOWERED ATTENTION AND CONCENTRATION

• ANGER

• INSOMNIA

• LOWERED SEXUAL DRIVE VS ACTIVITY

• SOCIAL WITHDRAWAL

• LOWERED SELF IMAGE

• LOWERED SELF CONFIDENCE

• STRESS

• VULNERABILITY

• LOWERED TRUST/BELIEF IN BENEFIT OF MEDICAL
• TREATMENT/INSURANCE

• PAIN PERCEPTION
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• EXAGGERATION/MALINGERING

• SUICIDALITY

UNDERSTANDING PSYCHOLOGICAL PROBLEMS

DEPRESSION:
- Persistent sadness
- Ahedonia “nothing excites me”
- Lowered/no motivation
- Increased complaining (a way of expressing unhappiness)
- Crying spells
- Avoidance of pleasurable activities/friends, family members
- Increased rumination/worrying (turning inward)
- Lowered energy
- Suicidality

ANXIETY:
- Feeling of impending doom
- Generalized/irrational fears (may have real causes though, i.e. permanent

impairment)
- Nervousness
- Lowered defenses towards “threatening factors”
- Frequent or generalized uneasiness
- Significant lowered energy. Anxiety depletes physical and psychological energy

and aggravated physical symptoms

FRUSTRATION:
- Intolerance for even mild stressors
- Usually have significant negative views of situation, i.e. lack of “expected”

improvement
- Easily bothered by simple life events “I’m tired of this mess, nothing works”

IRRITABILITY: 
-  Easily upset by life events
- High intolerance of conflict, argumentative
- “Just do not want to be bothered”
- Can be difficult patients
- Counter to resolution of symptoms

RECENT MEMORY PROBLEMS:
-  “Have become forgetful, do not even remember my appointments”
- Recent memory problems are often result of stress and medications
- Long term memory = not found in these patients unless there is possible head

injury and/or EXAGGERATION/MALINGERING
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LOWERED ATTENTION AND CONCENTRATION:
-  “My mind wanders:
- Result of stress/medication/head injury/exaggeration/malingering
- Check behavior/and cognitive process while reporting symptoms

ANGER:
-  FULL BLOWN FRUSTRATION AND IRRITABILITY
- Highly argumentative
- Overly angry/caustically critical
- Doctor/insurance/family often targets

INSOMNIA:
-  Difficulty falling asleep
- Waking up during the night
- Most common causes are pain , ruminations, side effects of medication

LOWERED SEXUAL DRIVE:
-  “I have no interest in sex”. Psychological
- Lack of erection often has both physical and psychological components
- Lack of sexual activity is often due to pain and is mostly physical problem

SOCIAL WITHDRAWAL:
-  Lack of desire to interact with family and friends. May be due to depression,

anxiety, self-consciousness/shame and medical problems, lack of finances

LOWERED SELF IMAGE
- “I’m not the same man/woman I used to be. Feel ugly, fat, with all these

problems. I’m a burden to everyone”

LOWERED CONFIDENCE
-  “I do not feel capable of doing the things I used to do, feel useless”
- Watch for rapid decompensation

STRESS:
-  A generic term used by patients to describe all of the above. Usually feeling the

weight of all the current problems that is becoming or has become
overwhelming

- Generalized tension/over reactive

VULNERABILITY:
- Patient has reached a point where he/she is brittle psychologically and unable to

deal with stressors “everything affects me, feel so overwhelmed, weak”. Needs
immediate attention

LOWERED TRUST:
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- Happens more often than not
- Check against manipulative complaining to avoid triangulation
- Most common complaint “my doctor is too busy, I have to wait hours to see him

for less than ten minutes, it’s all about money”, “the insurance denies
everything, they are all about money. Even if they authorize, it happens months
later when everything is worse”

PAIN PERCEPTION:
- Pain is to a great degree a psychological process whereby the CNS perceives,

modifies and decides on the intensity and complexity of experienced pain. Past
experience is highly influential (learning/conditioning)

- Patients have different thresholds of pain and there may be personality factors
involved, i.e. histrionic personalities

- Just because patient is a complainer does not mean he is not in pain
- When checking for malingering, use proper/accepted procedures

EXAGGERATION/MALINGERING:
- True malingerers are the exception rather than the norm
- Exaggeration is more common and may occur in most patients whose condition

has followed a less than encouraging medical progress, i.e. cry for help
- Malingering is a complex issue and should be examined thoroughly using state-

of-the-art tests
- The best indicators of malingering are inconsistencies, i.e. “I’m very forgetful”;

yet has provided fluid and detailed account of his problems, including dates!

SUICIDALITY:
- NEVER IGNORE REPORTS OF SUICIDALITY
- Passive: “sometimes I wish I was dead”. No intentions/plans/energy
- Active: “I want to die”; “Think a lot about killing myself”. Has patient made

any plans? Has patient attempted?
- If passive suicidality, refer to specialist as soon as possible.  Passive suicidality

can change into active rapidly depending on the circumstances
- If active suicidality, call PET team.  Remember you may be the patient’s last

life line. This is not the time to refer and hope.  It can have serious clinical and
legal consequences

MANAGING PSYCHOLOGICAL PROBLEMS

Pharmacological:
- Most primary care physicians are acquainted with psychotropic medication and

prescribe routinely
- If psychological problems persist by two months of prescribing medication,

refer to specialist
- Check for side effects frequently. Psychotropic medications can have

frightening side effects i.e. increased anxiety, hallucinations, suicidalities
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- Develop good working relationship with treating psychologists and discuss
medication issues to increase effectiveness

- PLEASE be fully aware of all the medications patient is taking. This is one of
the leading causes of unnecessary and detrimental medication interactions and
side effects.  Ask patient to bring list of all medications before prescribing new
one (remember the movie star cases)

Psychological:
- Current research states that the best approach to treatment of psychological

problems is a combination of medication and psychotherapy (individual) in
conjunction with diet and exercise.  The PCP should coordinate all of these
approaches

- The best psychological treatment is cognitive/behavioral because it is effective
and results are measurable

- CBT should have a strong pain management component in patients whose
primary injury is physical. This is especially true in chronic cases
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