
Abstract

Introduction. Two-thirds of primary care patients 
with depression also have somatic symptoms pres-
ent, making detection of depression more difficult. 
Primary health care is the first level of screening 
for depression, and early detection is key to treat-
ment success. Anxiety also has a high comorbidity 
rate with chronic pain conditions. Generalized anxi-
ety disorder (GAD) is common among patients with 
“medically unexplained” chronic pain and chronic 
physical illness and is also a predictor of chronic mus-
culoskeletal pain after trauma. Belonging to different 
ethnic groups and ignorance of these differences by 
primary care physicians can be an obstacle to good 
health care, especially early recognition of depres-
sive symptoms.

Aim. The aim of this proposed, systematic work was 
to draw conclusions from empirical research deal-
ing with the processes involved in the examination 
of depression, anxiety, and chronic non-malignant 
pain. The research question for this review paper 
was to examine the correlation of depression and 
anxiety with chronic non-malignant pain. The aim 
was to examine the role of primary health care in 
recognizing, preventing, and treating depression and 
anxiety in patients with chronic non-malignant pain, 
and whether there is a difference in the correlation 
between depression, anxiety, and chronic non-malig-
nant pain according to ethnicity.

Methods. Methods for identifying the study were 
derived from the Medline database (via PubMed). 
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The analysis included all scientific papers in English, 
regardless of methodology, published since 2011. 
The papers dealt with the correlation between de-
pression, anxiety, and chronic non-malignant pain, 
and included the population of primary care patients 
over 18 years of age who suffer from chronic non-
malignant pain and at the same time have symptoms 
of depression and anxiety present or are members of 
ethnic groups. 403 articles were found, original and 
review papers, of which, after a detailed reading, 10 
were selected that meet the inclusion criteria for the 
purposes of this review.

Results. Depression and anxiety are significantly 
more present in people with chronic pain (23%), 
compared to those who do not have chronic pain 
(12%). The most common is chronic musculoskeletal 
pain, with one-third of patients having depression. 
Depression and anxiety are significantly associated 
with the intensity and duration of pain. Chronic pain 
and depression also differ according to ethnic groups, 
with cultural differences and language barriers being 
a barrier to early detection of depression.

Conclusion. Depression is the most common men-
tal health disorder associated with chronic pain. It 
is extremely important to treat both depression and 
pain, in order to prevent the development of severe 
depression and chronic pain at an early stage. The 
integrated program at the level of primary health 
care is expected to have positive effects on both the 
physical and mental condition of patients. Cultural 
differences and ethnicity, which can significantly re-
duce the detection of depressive symptoms at the 
primary health care level, should certainly be taken 
into account.

Keywords: depression, anxiety, chronic non-malignant pa-
in, ethnicity, primary health care

Introduction

Depression and anxiety are the most common men-
tal disorders in the general population (1,2) and the 
most common mental health disorder in patients in 
primary care (3-6). Although symptoms of depres-
sion are dominant in primary care patients, only a few 

patients discuss these symptoms directly with their 
physician. Two-thirds of primary care patients with 
depression also have somatic symptoms present 
(e.g., headache, or chronic pain), making it difficult to 
detect depression (7,8).

If patients are not directly asked about their mood, 
they will omit information about depressive symp-
toms for a variety of reasons, including fear of stig-
matization, belief that depression is beyond primary 
health care, belief that depression is not a “real” dis-
ease but a personal flaw. There are also concerns 
about medical records and data confidentiality, as 
well as concerns about prescribing antidepressant 
medications or referrals to a psychiatrist (9).

Among patients with chronic diseases, the annual 
prevalence of depression is significantly higher, 
about 25% (10). The rate of depression may be par-
ticularly high in diseases of the central nervous sys-
tem (e.g., stroke, traumatic brain injury, Parkinson’s 
disease) (11-13), cardiovascular disorders (14,15), 
cancer (16), and conditions involving immune and 
inflammatory mechanisms (e.g., systemic lupus ery-
thematosus) (17). Risk factors for depression may be 
genetic, medical, environmental and social in nature, 
and they include: previous depressive episodes, fam-
ily history, female gender, childbirth (i.e., postpartum 
depression), childhood trauma, stressful life events, 
poor social assistance, serious medical illness, de-
mentia, drug abuse (18).

Patients with depressive syndrome may have mood 
swings, cognitive, neuro-vegetative, or somatic 
symptoms. Mood swings include sadness, emotional 
stress, emotional emptiness, or sometimes anxiety 
or irritability. Neuro-vegetative symptoms include 
loss of energy, changes in sleep, appetite, or weight. 
Some patients are more likely to have somatic symp-
toms (headache, pelvic pain, back pain, or other phys-
ical ailments), which can interfere with the diagnosis 
of depression. Populations in which somatic symp-
toms often predominate are pregnant women, the 
elderly, prisoners, members of other cultural nations, 
low-income patients, and patients with comorbidity 
of somatic symptoms and other diseases (7).

Risk screening options include two approaches. The 
first approach, recommended by the United States 
Preventive Services Task Force (USPSTF) is to moni-
tor all patients during routine depression examina-
tions and further evaluate those whose score is 
above a certain threshold (19). The second approach 
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is more selective, known as case-finding, and evalu-
ates only those patients whose clinical condition 
raises the suspicion of depression (20): insomnia, fa-
tigue, chronic pain, recent life changes or stressors, 
good or poor health self-assessment, unexplained 
physical symptoms. Although the likelihood of de-
pressive disorder increases by 1.5 to 3.5-fold if a pa-
tient reports any of these symptoms, this targeted 
approach is only moderately more effective than 
routine screening and detects more patients with 
depressive disorder (21, 22).

Depression is widespread throughout the world, with 
a tendency to increase (23). A study conducted in ten 
countries: Brazil, Canada, Chile, the Czech Republic, 
Germany, Japan, Mexico, the Netherlands, Turkey, 
and the United States, shows that the prevalence of 
depression ranges from 3% in Japan to 16% in the 
United States.The average range is from 8-12% (24).

Data for Slovenia show that the prevalence of depres-
sion by gender is 17.4% in men and 14.6% in women. 
Major depressive disorder is more present in women 
(6.5%) while it is significantly lower in men (0.6%) 
(25). The lower rate of depression in some countries 
may be explained by cultural or genetic factors (26). 
For Croatia, there is no exact data for the prevalence 
of depression, but a survey was conducted for the 
capital of Croatia, Zagreb, where the prevalence of 
depression is about 2.2% (27).

Anxiety is closely related to depression, and these 
two most common mental health disorders are stud-
ied together. Generalized Anxiety Disorder (GAD) 
is characterized by excessive and persistent anxi-
ety, which is difficult to control, and causes signifi-
cant discomfort or damage, and lasts for at least six 
months. Other features include psychological symp-
toms of anxiety, such as irritability, and physical (or 
somatic) symptoms of anxiety, such as increased fa-
tigue and muscle tension. Efficacy in the treatment 
of GAD includes psychological interventions such 
as cognitive-behavioral therapy and relaxation and 
pharmacotherapy. Epidemiological studies on nation-
ally representative samples in the U.S. have found 
that generalized anxiety disorder (GAD) predomi-
nates from 5.1% (28, 29) to 11.9% (30). A review 
of epidemiological studies in Europe (EU) estimates 
that 38.2% of the EU population suffers from a men-
tal disorder each year. The most common disorders 
are anxiety disorders (14.0%), insomnia (7.0%), ma-
jor depression (6.9%) (31). In a study of patients in 
primary adult care in four Nordic countries, GAD rates 

ranged from 4.1 to 6.0% among men and from 3.7 to 
7.1% among women (32). Anxiety disorder is about 
twice as common in women (28, 29) and probably 
the most common mental disorder in the elderly pop-
ulation (31,33).

GAD is common among patients with “medically un-
explained” chronic pain (34) and chronic physical ill-
ness (35). Although excessive and long-term anxiety 
is a feature of a generalized anxiety disorder (GAD), 
most patients have other symptoms present related 
to irritability, hyperactivity, and muscle tension. Ma-
ny complain of poor sleep, fatigue, and difficulty re-
laxing. Headaches and pains in the neck, shoulders, 
and back are very common.

Chronic non-malignant pain is a major public health 
problem with a continuous increase in prevalence. 
Despite numerous studies, various pharmacologi-
cal and non-pharmacological methods of treatment, 
and the establishment of pain treatment centers and 
clinics, chronic pain is still present in about 20% of 
the adult European population (36). Psychosocial 
factors, as well as individuals’ reactions to pain, play 
an important role in the development of chronic pain 
(37). Studies show that both depression and anxiety 
are significantly more present in people with chron-
ic pain (23%), compared to those who do not have 
chronic pain (12%) (38).

The objectives of the study were to investigate 
whether there is correlation between depression and 
anxiety and chronic non-malignant pain, their impact 
on treatment outcomes, and to investigate the asso-
ciation of chronic pain and depression among differ-
ent ethnic groups.

Methods

Sources of papers and search strategies
A review of articles from the Medline database (via 
PubMed), on the topic of the relationship between 
depression, anxiety, ethnicity, chronic non-malignant 
pain, and primary health care.

The search strategy was a combination of terms that 
met the inclusion criteria, as possible methodologi-
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cal filters. For Boolean operators, the terms were 
combined with each other (and, or): depression and 
anxiety, and chronic non-malignant pain, and primary 
care or family practice, or primary level and ethnic-
ity, depression and anxiety and chronic pain, primary 
health care or family medicine, or primary level and 
ethnicity). Search terms were keywords in English: 
depression, anxiety, chronicnon-malignant pain, pri-
mary care, ethnicity.

The process of including and excluding 
papers in the review
The analysis included papers according to the follow-
ing criteria: all scientific papers in English, regardless 
of the methodology; papers related to the correla-
tion between depression, anxiety, and chronic non-
malignant pain; papers which included primary care 
patients who were older than 18 years, members of 
ethnic groups and who were suffering from chronic 
non-malignant pain and at the same time had symp-
toms of depression and anxiety. As the research 
question was too broad, it needed to be narrowed 
down, so only papers published in the last five years 
(since 2011) were included in the review.

The excluded papers were the papers not written 
in English or the papers that did not include all the 
pre-defined criteria, as well as the papers published 
before 2011 that included patients under 18 years 
of age and the patients that did not have chronic 
non-malignant pain with concomitant symptoms of 

depression and anxiety.Paper titles that included de-
pression, anxiety, chronic pain, primary health care, 
and ethnicity were reviewed.

The final analysis included 10 papers in English, pub-
lished in 2011, that met all the given criteria: the 
correlation between depression, anxiety, and chronic 
non-malignant pain at the level of primary care.

Methods of analysis

Selected papers were analyzed in four steps. In the 
first step, the analysis included those articles whose 
titles corresponded to the selected keywords en-
tered into the Medline database (via PubMed). In 
the second step, the papers published in the period 
2011-2016 were analyzed. In the third step, ab-
stracts of papers corresponding to the title and year 
of publication were analyzed. In the fourth step, a 
table was made with the overview of the included 
papers according to the title, goals, surveyed popula-
tion, research method, and results. The articles were 
divided into groups, depending on the field of the 
topic they deal with (depression, anxiety, ethnicity, 
primary health care, and chronic non-malignant pain). 
Content analysis was performed. The correlation be-
tween depression, anxiety, and ethnicity in patients 
with chronic non-malignant pain, at the level of pri-
mary health care was researched.
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Table 1. Overview of the studies finally included

Study Aim
Observed 

population
Methods Conclusion

Psychological 
considerations in 

the assessment and 
treatment of pain in 
neurorehabilitation 
and psychological 

factors predictive of 
therapeutic response: 

evidence and 
recommendations 

from the Italian 
consensus 

conference on pain in 
neurorehabilitation 

(39)

1. Identify 
psychological factors 

that are related, 
or are predictive 
of pain and are 
a consequence 
of neurological 

diseases.
2. Assess the impact 

of these aspects 
on the outcome of 

neurorehabilitation.

Patients with various 
forms of chronic non-

malignant pain.

PubMed database 
search - a systematic 

review of the 
literature.

Psychological factors 
(depression, anxiety, 

coping strategies, 
excessive experience 

of pain severity, 
and beliefs about 

pain) are associated 
with pain. These 

factors may predict 
therapeutic response 
to neurorehabilitation 

interventions.

Understanding 
the link between 
depression and pain 
(40)

Elucidate the 
relationship between 
depression and pain.

Patients with chronic 
musculoskeletal pain.

Searching databases 
(MedLine and 
PhysicINFO) found 
244 articles including 
6 reviews.

There is a valid 
reason to treat both 
depression and pain, 
in order to prevent 
the development of 
true depression and 
chronic pain at an 
early stage.

Efficacy and safety 
of oral ketamine 
versus diclofenac to 
alleviate mild
to moderate 
depression in 
chronic pain 
patients: Adouble-
blind, randomized, 
controlled trial (41) 

Examine the safety 
and efficacy of oral 
ketamine versus 
diclofenac, in 
reducing symptoms 
of mild to moderate 
depression in 
patients with chronic 
pain.

Patients with chronic 
pain and symptoms 
of mild to moderate 
depression.

A randomized, 
controlled, double-
blind study, with two 
groups of subjects. 
(Original article)

Oral ketamine is a 
safe and effective 
choice in improving 
depressive symptoms 
in patients with 
chronic pain and 
mild to moderate 
depression.

 Evaluation of a 
multicomponent 
programme for the 
management of 
musculoskeletal 
pain and depression 
in primary care: a 
cluster-randomised 
clinical trial (the 
DROP study) (42) 

Examine whether 
a new program 
for an integrated 
approach to chronic 
musculoskeletal pain 
and depression leads 
to better results than 
conventional care.

n = 330 patients 
aged 18-80 years, 
with moderate 
or severe 
musculoskeletal pain 
(≥5), for at least 3 
months and with 
major depression 
criteria (DSM-IV).

Cluster randomized 
controlled trial in 
two groups: control 
and the test group. 
(Original article)

Depression 
and chronic 
musculoskeletal pain 
may benefit from an 
integrated program 
at the primary care 
level. Positive effects 
on both the physical 
and mental condition 
of the patient are 
expected.

Anxiety, depression 
and quality of life 
in individuals with 
phantom limb pain 
(43)

The aim of the 
study was to assess 
emotional factors, 
such as anxiety and 
depression, and the 
quality of life of 
people with chronic 
pain after amputation 
of a body part.

n = 27 patients aged 
18-80 years.

Descriptive, cross-
sectional study 
with a quantitative 
approach (semi-
structured interview) 
(Original article)

Anxiety is more 
common at the 
age of 18-38, and 
depression is more 
prevalent in older 
patients aged 60-80.
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Study Aim
Observed 

population
Methods Conclusion

 Diagnosing 
Depression in Chronic 
Pain Patients: DSM-
IV Major Depressive 
Disorder vs. Beck 
Depression Inventory 
(BDI) (44)

The aim of this study 
was to evaluate 
the association 
of somatic and 
cognitive-emotional 
items of the Beck 
Depression Scale 
with the diagnosis 
of depression, 
pain intensity, and 
disability.

n = 100 patients 
with chronic pain

Structured clinical 
interview. (Research 
article)

Somatic, physical 
symptoms factors 
are associated with 
major depressive 
disorder (-MDD), 
while a negative 
self-image is not. 
Insomnia and 
weight loss were 
not dependent on 
the diagnosis of 
depression..

Impact of depression 
and anxiety 
on burden and 
management of 
episodic and chronic 
headaches – a cross-
sectional multicentre 
study in eight 
Austrian headache 
centres (45) 

The aim of this study 
was to evaluate the 
impact of depression 
and anxiety on 
the treatment 
of episodic and 
chronic headaches 
in patients, in eight 
Austrian headache 
centers.

n = 392 patients with 
chronic headache

Cross-sectional 
multicenter 
examination. Original 
article.

Depression and 
anxiety were more 
common in subjects 
with chronic than 
episodic headaches 
(64% vs. 41%, p 
<0.0001).

Depression among 
chronic pain patients 
at Hospital Tengku 
Ampuan Rahimah, 
Klang (46) 

The aim of this study 
was to investigate 
the incidence of 
depression and 
depression-related 
factors, in a sample 
of patients with 
chronic pain in 
Malaysia.

n = 83 clinically 
diagnosed patients 
with chronic pain.

Cross-sectional 
study. Original article.

Nearly a third of 
patients with chronic 
pain, in this study, 
have depression. 
Depression is 
significantly 
associated with 
the intensity and 
duration of pain.

Selected aspects 
of mental health of 
elderly patients with 
chronic back pain 
treated in primary 
care centers (47) 

The aim of this study 
was to assess the 
mental health of 
patients with chronic 
back pain treated in 
primary care centers.

n = 100 (53 patients 
with chronic back 
pain and 47 patients 
without pain, in the 
control group)

The research was 
conducted as an 
anonymous screening 
study.

The study found that 
mental health was 
significantly poorer in 
patients with chronic 
back pain than in 
healthy individuals. 
A preliminary 
assessment of 
aspects of mental 
health shows that 
more attention 
should be paid to 
the rehabilitation of 
patients with chronic 
back pain treated 
in primary care 
practices.

Ethnic differences 
in the association 
between depression 
and chronic pain: 
cross-sectional 
results from UK 
Biobank (48) 

The aim of this study 
was to investigate 
chronic pain and 
depression with 
respect to ethnic 
groups and to 
examine whether 
this association 
differs, regardless of 
possible factors.

n> 500,000 subjects 
with chronic pain 
and depression, aged 
40-70 years, across 
England, Scotland, 
and Wales.

Cross-sectional 
study. Original article.

Chronic pain and 
depression differ 
according to ethnic 
groups.
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Discussion

Musculoskeletal pain is one of the most common 
chronic non-malignant pain conditions, especially in 
patients in primary care, and is often associated with 
depression (42). Nearly one-third of patients with 
chronic pain also have depression (46). Of the ma-
ny factors studied related to chronic non-malignant 
pain(depression, anxiety, excessive experience of 
pain severity, coping strategies and belief in pain), de-
pression has been identified as a key factor and can 
be considered a predictor of secondary painful symp-
toms and conditions, such as, musculoskeletal pain, 
multiple sclerosis, etc. (49,50). Of the demographic 
variables, the following are associated with depres-
sion: education level, age, and marital status, younger 
women, older men, the unemployed, and those who 
have been suffering from pain for a longer period of 
timehave a greater correlation with depression (51). 
Anxiety and depression also occur in patients who 
suffer from persistent chronic pain after limb ampu-
tation, at different levels (transfemoral, transtibial, 
transcarpal, and transhumeral). Research shows that 
anxiety is more common at a younger age, 18–36 
years of age, while depression is more common in 
those of the older age group, 60–80 years of age (43).

In their study, Seed et al. (2015) particularly pointed 
out that higher pain intensity is significantly associ-
ated with the outcome of depression (46) and that 
depression significantly complicates effective pain 
management and affects quality of life, as confirmed 
by other authors (43 - 46). People who suffer from 
musculoskeletal pain and who are also depressed are 
twice as long on sick leave than those who suffer 
from pain but are not depressed (52,53). In general, 
depression and anxiety reduce quality of life (44,45), 
affect work status, resulting in reduced earnings, 
reduced career success, and a lack of understand-
ing of the community. Social support, understanding 
of family, employers and colleagues have a strong 
impact on reducing anxiety and depression. It hap-
pens that patients avoid telling or complaining about 
experiencing pain such as a headache. Anxiety and 
depression have been shown to be more common in 
people with chronic headaches than in those with 
episodic headaches, and the ratio is 64% to 41% (45).

However, those with chronic headaches are more like-
ly to seek medical help than those with episodic head-
aches (54). Examining the mental state in patients 
with chronic back pain, the results obtained show that 
mental health is significantly worse in patients with 
chronic non-malignant back pain than in healthy indi-
viduals. A preliminary assessment of aspects of men-
tal health shows that more attention should be paid 
to the rehabilitation of patients with chronic back pain 
treated in primary care settings (47). 

Assessing depression in chronic pain is challenging 
because somatic symptoms of depression and pain 
often overlap (44). Somatic symptoms are the ones 
that often lead to the diagnosis of depression, and if 
they were ruled out when diagnosing it, the rate of 
detected or diagnosed depressions would probably 
be drastically reduced (55). The consequences of un-
diagnosed depression are associated with a higher 
risk of suicide attempt in patients with chronic non-
malignant pain (56). By analyzing somatic and cogni-
tive-emotional symptoms separately, it is possible to 
shed light on the occurrence of depression in chronic 
non-malignant pain (44). Although anxiety has been 
studied to a lesser extent than depression, it still has 
a high comorbidity rate with chronic pain conditions, 
and correlates with pain intensity, for example, it 
exacerbates headaches after traumatic brain injury 
(57,58) and is also a predictor of chronic muscular 
bone pain after trauma (59).

In neurorehabilitation, effective pain management 
must certainly take into account both specific (e.g., 
anxiety, depression) and non-specific psychological 
factors of various illnesses (e.g., anger, fear, anger, 
avoidance, uncertainty), but also include the environ-
ment in which the person lives and family relation-
ships as well (39). Therefore, there is a valid reason 
for the simultaneous treatment of both depression 
and pain, in order to prevent the development of se-
vere depression at an early stage, but also chronic 
pain (40). It often happens that the focus is only on 
one of the symptoms, either chronic pain or depres-
sion, and in that case the other disease remains un-
detected. Both symptoms, depression and chronic 
non-malignant pain, need to be treated (39) thus in-
creasing the successful outcome of treatment (40). 
The symptom of over-experiencing the severity of 
pain, which is also a factor associated with depres-
sion, should not be overlooked (39, 40). For example, 
if patients with chronic non-malignant pain, and con-
comitant mild to moderate depression, are given oral 
Ketamine therapy, the symptoms of depression im-
prove (41).
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Patients who come to the doctor at primary health 
care differ in many aspects: age, gender, employment 
status, level of education, etc., and there are also dif-
ferences in cultural and ethnic affiliation. These dif-
ferences should certainly be taken into account, since 
the study by Nicholl et al (2015) showed that there 
are cultural barriers within the three ethnic groups 
that were included in the study (whites, Asians, and 
blacks) (48). In line with these differences, it is rec-
ommended to adapt the approach to patients of dif-
ferent ethnic groups. For example, population stud-
ies show that ethnic groups (Indians, Pakistanis, and 
Bangladeshis) in the United Kingdom (UK) go to the 
doctor more often than others for musculoskeletal 
pain, and this pain is spread in several places in the 
body (60). Regarding the correlation between depres-
sion and chronic pain, research by Nicholl et al (2015) 
shows that this association is present in all three eth-
nic groups studied (whites, Asians, and blacks), but 
is still somewhat more pronounced in the Asian and 
black ethnic groups. The majority of respondents had 
a history of depression, while the comorbidity of de-
pression and chronic pain was present in 11% of re-
spondents, and more often in ethnic minorities, espe-
cially in blacks as an ethnic group (48). On the other 
hand, mental health problems have been detected to 
a lesser extent in ethnic groups (Indians, Pakistanis, 
and Bangladeshis) by primary care physicians (60). 
Cultural differences and language barriers can be an 
obstacle to good health care, as well as ignorance of 
these differences by health professionals (48). With 
integrated programs at the primary health care level, 
positive effects can be expected on both the physi-
cal and mental condition of patients (42). It should 
certainly be emphasized that appropriate, valid treat-
ment is of paramount importance, and above all ad-
equate screening, i.e., early detection of depressive 
symptoms and risk groups, which certainly include 
people with chronic non-malignant pain.

Conclusion

Depression and anxiety are very common in patients 
suffering from chronic pain and are significantly as-
sociated with pain intensity. Liasion or consultative 
psychiatry should certainly be included in the treat-

ment of patients with chronic pain for the purpose 
of diagnosing depression and anxiety. Oftentimes, 
the depressive disorder remains undetected and 
masked by physical symptoms. Primary care physi-
cians are the first to be contacted by patients and 
this should be the site of the first level of screening. 
Good education of family physicians should also in-
clude knowledge of the mental disorders associated 
with most organic chronic diseases, especially those 
accompanied by pain. However, health professionals 
are often focused on only one disease and do not ad-
dress other medical conditions. Optimal treatment at 
the primary care level should include a holistic ap-
proach and address concomitant conditions as well, 
since anxiety and depression along with chronic pain, 
often remain unrecognized and inadequately treat-
ed. This may be due to lack of time, cultural barriers, 
insufficient resources, or the skills of doctors. Early 
detection and treatment of psychological symptoms 
also result in a reduction in the secondary conse-
quences of somatic disorders.
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Sažetak

Uvod. Dvije trećine pacijenata primarne zdravst-
vene zaštite s depresijom ima prisutne i somatske 
simptome, čineći otkrivanje depresije težom. Pri-
marna zdravstvena zaštita prva je razina probira 
za depresiju, a rano otkrivanje ključno je za uspjeh 
liječenja. Anksioznost također ima visoku stopu ko-
morbiditeta s kroničnim bolnim stanjima. Generalizi-
rani anksiozni poremećaj (GAD) čest je među pacijen-
tima s „medicinski neobjašnjivom” kroničnom boli i 
kroničnim fizičkim bolestima te je i prediktor kronične 
mišićno-koštane boli nakon traume. Pripadnost 
različitim etničkim skupinama i činjenica da liječnici 
primarne zdravstvene zaštite nepoznaju te razlike 
mogu biti prepreka u dobroj zdravstvenoj skrbi, prije 
svega ranom prepoznavanju simptoma depresije.

Cilj. Cilj ovog predloženog, sistematičnog rada bio 
je izvući zaključke iz empirijskog istraživanja koje se 
bavi procesima uključenima u ispitivanje depresije, 
anksioznosti i kronične nemaligne boli. Istraživačko 
pitanje za ovaj pregledni rad bilo je ispitati poveza-
nost depresije i anksioznosti s kroničnom nemalig-
nom boli. Cilj je bio ispitati ulogu primarne zdravst-
vene zaštite u prepoznavanju, prevenciji i liječenju 
depresije i anksioznosti kod bolesnika s kroničnom 
nemalignom boli te postoji li razlika u povezanosti 
depresije, anksioznosti i kronične nemaligne boli s 
obzirom na etničku pripadnost.

Metode. Metode za identifikaciju studije izvedene su 
iz baze podataka Medline (via PubMed). U analizu su 
uključeni svi znanstveni radovi na engleskom jeziku, 
bez obzira na metodologiju, objavljeni od 2011. koji 

POVEZANOST DEPRESIJE I ANKSIOZNOSTI KOD BOLESNIKA S KRONIČNOM 
NEMALIGNOM BOLI

se odnose na povezanost depresije, anksioznosti i 
kronične nemaligne boli, koji obuhvaćaju populaciju 
pacijenata iz primarne zdravstvene zaštite starijih 
od 18 godina koji boluju od kronične nemaligne boli 
i istodobno imaju prisutne simptome depresije i ank-
sioznosti ili su pripadnici etničkih skupina. Pronađeno 
je 403 članka, originalnih i preglednih radova, od kojih 
je nakon detaljnog čitanja odabrano 10 koji zadovol-
javaju uključujuće kriterije za potrebe ovog pregleda.

Rezultati. Depresija i anksioznost značajno su 
prisutnije kod osoba s kroničnom boli (23 %) u odno-
su na one koji ih nemaju (12 %). Najčešća je mišićno-
koštana kronična bol, pri čemu trećina pacijenata ima 
depresiju. Depresija i anksioznost značajno su pov-
ezane s intenzitetom i trajanjem boli. Kronična bol i 
depresija razlikuju se i s obzirom na etničke skupine, 
pri čemu kulturalne razlike i jezična barijera mogu biti 
prepreka u ranom otkrivanju depresije.

Zaključak. Depresija je najčešća smetnja mentalnog 
zdravlja koja je povezana s kroničnom boli. Od izn-
imne je važnosti liječenje i depresije i boli, kako bi se 
u ranoj fazi spriječio razvoj teže depresije i kronične 
boli. Od integriranog programa na razini primarne 
zdravstvene zaštite očekuju se pozitivni učinci i na 
fizičko i na psihičko stanje pacijenata.Svakako treba 
uzeti u obzir kulturološke razlike i etničku pripadnost, 
koje na razini primarne zdravstvene zaštite mogu 
značajno smanjiti otkrivanje simptoma depresije.

Ključne riječi: depresija, anksioznost, kronična nemaligna 
bol, etnička pripadnost, primarna zdravstvena zaštita


