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Prevalence and correlates of suicidal thoughts and suicide attempts in

people prescribed pharmaceutical opioids for chronic pain.
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Abstract

Objectives — The main objectives of the paper were (1) to examine the prevalence of
suicidality in a large community-based chronic pain sample taking prescribed opioids for
chronic pain; and (2) to examine general and pain-specific factors that predict such ideation,

and the transition from ideation to making a suicide attempt (ideation-to-action).

Methods - Baseline data from the Pain and Opioids IN Treatment (POINT) study with a

cohort of 1,514 community-based people prescribed opioids for chronic non-cancer pain

across Australia.

d 16.4% ha
V

made a lifetime suicide attempt (2.5% in the last 12 months), after the onset of their pain
v e

Results — Past 12 month suicidal ideation was reported by 36.5% of the cohort an

y

condition. Suicidal ideation in the past 12 months was independeri associated W%«it a past

suicide attempt (AOR 4.82, 95%CI 2.43-9.56) and past 12 month depre%;ion (AOR 4.07,
y 4 A 4

95%CI 1.88-8.78). Only a lower pain-self efficacy scofrs was independently associated with

past 12 month ideation-to-action (AOR 0.98, 95%CIO.88-0.99%.% otably, only general suicide

n; but for past-year ideation-to-

Discussion — The study is one of the : st to comprehensively examine general and pain-
specific risk factors for suicidality in a 'large chronic pain sample in which suicidal ideation
. i

was common. A low pain sélf-egggacy score was the only factor independently associated

past 12 month ideation-to-action.”
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Introduction

Chronic non-cancer pain (CNCP) has been estimated to affect between 17%[ 1] and 41%[2]
of the general population. It is associated with poorer physical health [3], lower quality of life
[4, 5] and a greater risk of developing depression [6] and other mental health problems [7, 8].
Although there are interventions for CNCP, it is often the case that many patients have to
accept a lifetime treatment plan for the management of their pain, and that their pain is not

completely alleviated. In one European study, approximately 40% of people with pain

rates of suicidal ideation, attempted and completed suicides are high amongs|
4

suicidality included: location and type of pain, severity of pain, length of pain, pain

catastrophizing, access to analgesics and sleep problems. It is unclear if the same risk factors

for suicide in the general population are independently associated with suicide in people with
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chronic pain [11]. Existing suicide research in CNCP populations has involved small samples

from clinical settings with a narrow range of patient characteristics.

A recent commentary suggests that previous suicidality research has been limited to
comparing the characteristics of people who do and do not attempt suicide and , rather than
examining factors that increase the likelihood of someone with suicidal ideation making a
suicide attempt [16]. This framework has been termed “ideation-to-action” [16]. To the

authors’ knowledge, there have been no studies that have used this ideation-to-action

framework in a chronic pain sample.

The Pain and Opioids IN Treatment (POINT) study is a cohort of 1,514 eé)ple in the

community who have been prescribed strong opioids for chronic pain. POIN’;ovids %

opportunity to examine suicidality and chronic pain in a large commuﬁity-Bésed cohort.h The

aims of the current paper are to:

1. Estimate the prevalence of suicidal behaviours (i

4. Determine cific factors associated with suicidality, over and above

general pain
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Materials and Methods

The study was approved by the Human Research Ethics Committee of the University of New
South Wales (HREC reference: # HC12149). The study also received Al Australian National
Pharmacy Guild Approval to approach pharmacists to assist with recruitment of participants

(Approval n. 815). Full details of the study design have been published elsewhere [17,18].
Recruitment

POINT participants were recruited through community pharmacies across Australia_and

unable to be contac . missing for seven people.

Telephone interviews were conducted by trained interviewers, who had a minimum 3-year
health or psychology degree, had undergone suicide response training, and were provided
with glossaries of chronic pain medications and conditions. Interviews were conducted over

the telephone and took approximately one to one and a half hours to complete. A self-
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completion survey was also sent to participants who were reimbursed AUD40 for the

baseline interview.

Measures

The measures, tools, and domains collected were based on recommendations made under the
auspices of the Initiative on Methods, Measurement, and Pain Assessment in Clinical Trials
(IMMPACT) [20, 21]. Full details of the measures used in the study have been reported

elsewhere [17].

Suicidality

Participants were asked about lifetime and past 12- -n of suicidal thoughts, plans

and attempts. For each of the behaviours, pa re asked for age of onset and age of

that I did not succeed: Itried to kill myself, but knew that the method was not fool-proof; and
my attempt was a cry for help. I did not intend to die Suicidality after the onset of pain was
determined by using the youngest age of onset for any pain condition and the first age

reported for any suicidal behaviour.
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Demographic characteristics

Data on age, sex, marital status and current work status (dichotomised to not unemployed or
unemployed) were collected. Net income was binary coded to less than AUD400 and over
AUD400, as an income below this cut-is comparable with that from unemployment or

disability benefits in Australia.
Pain and pain-related measures

Participants were asked about chronic pain conditions they had been diagnosed with or

greater self-efficacy.

Physical health

greater sleep problems.

Medications

Self-reported opioid other medication use were collected in the interview and oral

morphine equivalents (OME) were obtained from a medication diary completed over a one
week period as part of the self-complete questionnaire mailed to participants. Oral morphine

equivalent daily doses were estimated [32] using available references [33-35].
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Mental health and substance use

Participants were asked about mental health disorders they have been diagnosed with or that
had been problematic in the past 12 months. These included depression, post-traumatic stress
disorder (PTSD) and anxiety/panic attacks and borderline personality disorders. Age of onset
was also collected. Participants were screened for potential ICD-10 diagnosis of Borderline
Personality Disorder (BPD) using the National Survey of Mental Health and Wellbeing

version of the CIDI [36].

Participants were asked about lifetime and past 12 month alcohol and illicit

current study we only used/data from t sexual, physical and emotional abuse questions. We

combined answers 10 these q ne variable of ‘any childhood abuse’.
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General and pain-specific suicide risk factors

In the current study general and pain-related suicide risk factors were based on previous
literature [11, 40]. General suicide risk factors included, age, gender, previous suicide
attempt, lifetime and past 12 month depression, anxiety, PTSD, BPD, ICD 10 alcohol use
disorder and substance use disorder, history of childhood abuse, lack of social support. Pain-
related suicide risk factors included, type and location of pain, pain severity and interference,
length of time in pain, number of pain conditions (lifetime and past 12 months), sleep, OME

and current prescriptions of benzodiazepines, pain and self-efficacy score and SF12

health score.

Statistical analysis

accurate. To examine the ideation-to-action framework,
comparisons were made between those who had ideation but no attempt and those who had

made an attempt.

Four multivariate regressions were planned to examine lifetime and past 12 month, suicidal

thoughts and ideation-to-action. Univariate analyses were conducted to determine which
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factors were to be entered in the multivariate. All variables significant at the univariate level
(p<0.05) were entered into a multivariate model. Age, gender and depression were included
in the models even if they were not significant at univariate level. As four multivariate

regressions were planned, a conservative approach to significance (p<0.01) was used.

Secondary analyses were conducted on multivariate regressions for model comparisons to

examine the contribution of pain-specific factors over and above general suicide risk factors.

Bayesian information criterion (BIC), which indicates the best fit of separate models to the

factors (Model 2), over and above general suicide risk factors ( odel as compared.

Results

years (SD 13.7). Forty-eig
Sixty-four percent of the s
their pain conditi¢ ent reported a weekly income of AUD399 or less,

(equivalent to the sin gd or isability pension).

The average pain duration was 10 years (IQR=4.5-20) and participants reported taking
pharmaceutical opioids continuously for a median of 4 years (IQR=1.5-10). The average
daily oral morphine equivalent dose was 75mg (IQR=36mg-150mg). Fifty-two percent of the

sample concurrently took anti-depressants, 34% benzodiazepines and 6.7% antipsychotics.
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Prevalence and characteristics of suicidality in the cohort

Lifetime suicidal ideation was reported by 45.9% of the cohort and 20.0% in the past 12
months (Table 1). Suicidal ideation occurred after the onset of pain in 36.5% of the sample.
Only 10.0% the sample experienced ideation before their pain condition, which is similar to
the lifetime prevalence of suicidal thoughts in the general population [25]. There were no

gender differences in prevalence of suicidal ideation.

Insert Table 1 here

Participants who exp siicidal ideation in the past 12 months also reported a higher

pain score, more pain interference and a lower pain self-efficacy score, than patients who did

not report ideation in the past 12 months (Table 3).

Insert table 2 here
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Variables significant at 0.05 in univariate analyses were entered into a multivariate regression
for both lifetime and past 12 month suicidal ideation. In multivariate analyses (Table 2),
participants who experienced lifetime suicidal ideation, after the onset of their chronic pain,
were more likely to have been diagnosed with depression (AOR 3.87, 95%CI 2.26-6.63), to
have screened positive for Borderline Personality Disorder (AOR 3.05, 95%CI 1.80-5.15)
and to report childhood abuse (AOR 1.76, 95%CI 1.15-2.70). None of the pain-related factors

remained significantly associated with lifetime ideation in the multivariate model.

Insert table 3 here

significantly (p<0.0 being male, not married or in a de facto relationship,

income below AU ek, having back/neck problems, and a greater number of
lifetime pain conditionsithan those with ideation only (Table 4). Lifetime ideation-to-action
was also significantly associated with each of the lifetime mental health disorders assessed

and the experience of childhood abuse.

Insert Table 4 here
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In univariate analyses (Table 5), past year ideation-to-action was significantly (p<0.05)
associated with a lower pain and self-efficacy score, poorer physical health, 12 month anxiety

and PTSD compared with those who had experienced past 12 month ideation only.

Again, variables significant at the univariate level (0.05) were entered into a multivariate
logistic regression. Lifetime ideation-to- action was more likely in participants with incomes
below AUD400 per week (AOR 221, 1.19-4.12), lifetime anxiety (AOR 1.93, 95%CI 1.00-
3.72), borderline personality disorder (AOR 2.75, 95% CI 1.45-5.22) compared with those

that experienced lifetime ideation only (Table 4).

In multivariate analyses a past year ideation-to- action was significantly (p<0.

independently associated
shown). Significant variab
for each of the
entered in Model 1 : -spec1ﬁc factors in Model 2 to determine the contribution of pain-
specific factors. In past 12 month suicidal ideation, Model 1, general-suicide risk factors (BIC

546.51, Pseudo R? 0.31) was the better fit, compared with the addition of Model 2, pain-

specific suicide risk factors (BIC 585.06, Pseudo R? 0.34). In past 12 month ideation-to-
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action Model 2, with the addition of pain-specific risk factors was the better fit (BIC 181.37,

Pseudo R? 0.15) over and above general suicide risk factors (BIC 182.15, Pseudo R? 0.09).

Discussion

There were a number of important findings from the current study. Firstly, suicidality was
common amongst patients prescribed strong opioid medications for CNCP . Secondly, the

adoption of the ideation-to-action framework in a chronic pain population found
4

understanding of chronic pain and suicidality.

Prevalence of suicidal behaviours in a sample of co

who are taking opioids

Consistent with previous research [40-42],

suicidal behaviou ” with CNCP. Joiner’s IPT proposes that perceived
burdensomeness and low belongingness are associated with suicidal desire whereas the
capability to act on the desire is acquired over time. The impact of chronic pain on an
individual’s employment, physical functioning and quality of life [18], and the reliance on

others that were prevalent in this population provides a plausible explanation of the high

levels of suicidal desire in this group [14]. Additionally, many people live with CNCP for a
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number of years and often fail to receive complete relief for their pain through medications or
other treatments. This may explain why some CNCP develop the capability to act on this

suicidal desire over time.

Interestingly, there were a number of gender findings in the current study which were
inconsistent with the general suicide risk literature. Although females were more likely to
report suicide by poisoning, there were no gender differences in the use of non-poisoning
means (strangulation, shooting, drowning, jumping from a height etc...). Whilst female

preference for poisoning is supported in the literature, generally males have been f

gest that the addition of pain

»test this possibility directly

and awareness of e at risk is important for clinicians. Consistent with previous

research, a past suicide attempt and a diagnosis of depression were associated with suicidal

ideation [47, 48].
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Pain-specific factors, such as type, duration and severity of pain, that have been associated
with suicidality in previous research, were not supported in the current research [11, 40]. In
the current cohort, however, 85% of the sample reported more than one lifetime pain
condition, and had experienced pain for a mean of 10 years. The prescription of opioids may
also be a proxy for chronic pain that is more detrimental and severe than pain in chronic pain
patients who have not been prescribed opioids. In a cohort where chronic pain is more

entrenched, these pain-specific risk factors appear to be less important.

Whilst a higher OME and/or current prescription of benzodiazepines were not inde

In a population where 8t icidality is high, it is important to be able to identify those that most
likely to move from ideation-to-action. The current study provided a novel approach to
determine the risk factors associated with ideation-to-action in a cohort of chronic pain

patients.
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The current findings support the general ideation-to-action findings by Klonsky [16].
Specifically, depression was not a predictor when examining factors that elevate the risk of
moving from suicidal ideation to an attempt. Critically, the IPT posits that one of the
mechanisms for acquiring the capability for suicide is exposure to trauma (direct or vicarious)
and physical pain. There were high rates of childhood abuse, in the current cohort, and these
were more elevated in those who engaged in suicidal behaviours. Previous literature has
found childhood abuse and neglect to be associated with chronic pain [52] and later

engagement in suicidal behaviours [53]. It was an independent risk factor only for li

suicidal ideation .

ideation-to-action were ‘pain-specific suicide risk more important, over and above general

suicide risk factors. It may be that in a sample of patients were chronic pain is entrenched and

the impact of quality of life has been considerable, there is less variability in these pain-
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specific factors . Overall, it is the presence of chronic pain and the associated factors that

places the person at high risk for suicidality.
Limitations

There were limitations of the current study that need to be considered. Firstly, the cross-
sectional nature of this study means that causality cannot be examined. We examined only
those that had experienced suicidality after the onset of their pain partially in order to
address this issue. Further, the current paper presents data on suicidal ideation, plans and
attempts, not completed suicides. As shown, these factors can differ between each of

behaviours. The current study still provides significant insight into risk factors

pain conditions and findings were similar to those in prev

participants were informed that their responses would

were carried out. Finally, there is the ote
for their

% respectively, in the POINT cohort). Of these customers,
63% were prescri oxycodone (vs. 62% in the POINT cohort), 16.5% prescribed
morphine (vs. 15% in the POINT cohort), 21% prescribed fentanyl patches (vs. 15% in the
POINT cohort) and 24% prescribed buprenorphine patches (vs. 21% in the POINT
cohort). Although we cannot be sure that all the opioid customers recorded by these
pharmacists had been taking these opioids for chronic pain, and for six weeks or more, the

striking similarity in these demographic and opioid prescription characteristics is
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reassuring. Further, there were 308 people that were eligible but did not complete the
baseline interview, 201 refused after eligibility was determined and 100 were unable to be
contacted after eligibility was determined. There was a median age of 58 (IQR 46-71) for
those that refused after eligibility, similar to the cohort, and they been prescribed opioids
for a median of 2 years (IQR 1-5 years) compared to the cohort median of 4 years. The
‘could not contact” group had a median age of 47.5 years (IQR 40-57) and had been
prescribed opioids a median of 2 years (IQR 1-5.8 years). These differences suggest that
the ‘could not contact’ was different to the cohort and the people that did not participate
overall had been prescribed opioids over a shorter time-frame compared with the cohort.

Without further information it is difficult to determine what these differences might mean.

From our previous paper on the characteristics of the cohort [1 8], it appears as t

the younger people that have the most complex presentations in terms Q

associations to be different.

Conclusion

problems, low incomes hysical functioning. Access and affordability of

multidisciplinary treatment essential in addressing the multitude of problems

experienced by thi
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Table 1: Lifetime and Past 12-month suicidal behaviours in the POINT cohort

Males Females Total
% (n=672) % (n=842) %(n=1,514)
Suicidal thoughts
Ever seriously thought suicide 45.1(300) 46.5 (386) 45.9 (686)
Median age first thought (Igr) 36 (24-49) 30 (19-42) 33 (20-45)
Thought suicide past 12 months 20.0 (134) 20.0 (168) 20.0 (302)
Suicidal thoughts after onset pain 37.2 (250) 35.9(302) 36.5(552)
Planned suicide
Ever made a plan for suicide 19.2 (129) 22.8 (192) 21.2 (321)
| Age first plan 38 (25-48) 30 (19-41) 33 (21-45)
Age last plan 45 (35-55) 39 (30-50) 42.5 (30-54)
Made a plan in past 12 months 6.1(41) 6.8 (57) 6.5 (98)
Planned method**
Non-poisoning means 65.8 (25) 37.1(13) 50.6 (37)
Poisoning
Any 21.0(8) 60.0 (21) 39
Take non-opioid pills 10.5 (4) 37.1(13) (17)
Overdose on opioids 10.5 (4) 22.9(8) 12)
Overdose on heroin 52(2) 0 y 2!
Other 7.9 (3) 2.8(1) 4
Attempt suicide y
Ever attempt suicide 17.3 (116) 22.7 4720.3 (3
Number of lifetime attempts 2 (1-3) 2 2
| Age first attempt 30 (20-42) 38) -40)
Age last attempt 37 (29-51) $) (27-48)
Suicide attempt after onset of pain 13.7 (92) 21851 16.4 (248)
Attempted suicide past 12 months 2.2 (15) .7 (23) 2.5(38)
Method of suicide attempt
Non-poisoning means 6.3 (31) 27.6 (20)
Poisoning
Any 72.0 (85) 65.1(125)
Take non-opioid pills 60.2 (71) 50.0 (96)
Overdose on opioids 11.9 (14) 15.1(29)
Overdose on heroin 0 1.0 (2)
Other 1.7(2) 3.1(6)
Suicide statements
Serious attempt 474 (91) 50.2 (152)
Tried to kill myself, knew it wasn’t fool= 17.2 (33) 19.8 (60)
proof 354 (68) 30.0 (91)
Cry for help
** of those that planned/attempted
Non-poisoning includes: Fire a ) ide, Cut wrists/stab, Jump from height, Jump in front of train/bus,

Strangulation/hanging, Suffocation, Dri
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Table 2: Correlates and predictors of lifetime suicidal ideation in people that
experienced ideation after the onset of their pain

Lifetime ideation

No yes OR (95%CI) Adj OR (99%CI) Adjusted
N=962 N=552 Hedges G (95%CI) N=978" P value

General suicide risk
factors
Demographics
Median age (IQR)" 61 (51-70) 53 (45-61) 0.57 (0.46-0.67)** 0.99 (0.97-1.01) 0.063
Male (%) 43.9 453 0.94 (0.76-1.17) 0.82 (0.52-1.30) 0.266
% married or de facto 56.2 49.1 0.75 (0.61-0.93)** 0.89 (0.59-1.35) 0.471
% Unemployed 39.8 64.1 2.70 (2.18-3.35)*** 1.48 (0.95-2.30) 0.024
% income below 54.4 533 0.96 (0.76-1.18)
AUD400
Mental health
% Lifetime depression 52.5 87.5 6.33 (4.78-8.40)*** 3.87 (2.26-6.63)
% Lifetime PTSD 10.4 283 3.40 (2.57-4.48)*** 1.56 (0.93-2.63)
% Lifetime anxiety 26.1 56.7 3.71 (2.97-4.63)%** 1.49 (0.96-2.31)
% Borderline personality 8.04 36.8 6.66 (4.64-9.55)%** 3.05 (1.80-5.15) “ |
disorder
% experiencing 36.9 614 2.72 (2.19-3.38)***
childhood abuse
Lifetime substance use

AUD use disorder 26.2 386 1.77 (1.41-2.21)***

Substance use 27.8 377 1.57 (1.25-1.97)***
disorder
Paia-specific factors 4
Median months living | 120 (48-240) 144 (60-276) -0.07 (-0.18-0.03) ~
with pain” (IQR) p
% Lifetime Back or neck 78.1 823
problems
% lifetime 379 56.9 1.29 (0.79-2.10) 0.181
Frequent/severe
headaches
% Lifetime Fibromyalgia 7:2 13.10 0.99 (0.48-2.07) 0.984
Median no. pain 3(2-3) 3(2-4) 1.13(0.91-1.39) 0.151
conditions lifetime”
(range)

“Hedges’ g effect size (95%CI)
“Out of 1,514 978 had completed the Borderline Scree
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Table 3: Correlates and predictors of past 12 month suicidal ideation in people with
chronic pain

Past 12 month ideation
No Yes OR (95%CI) Adj OR (99%CI) Adj p
N=1211 N=302 Hedges G (95%CI)* value
General suicide risk factors
Demographics
Median age (range)” 60 (49-69) 52 (43-59) 0.60 (0.47-0.73)** 0.99 (0.96-1.01) 0.172
Male (%) 55.6 55.6 1.01 (0.79-1.30) 0.95 (0.49-1.87) 0.854
% married or de facto 55.2 474 0.72 (0.57-0.94)* 0.85 (0.44-1.66) 0.536
% unemployed 44.1 66.9 2.55(1.96-3.33)%** 1.34 (0.64-2.78) 0.304
% income below AUD400 per 55.0 50.0 0.82 (0.64-1.06)
week
Mental health
% 12m depression 30.9 79.1 8.47 (6.25-11.46)*** 4.07 (1.88-8.78) <0.001
% 12m anxiety 19.4 50.0 4.16 (3.18-5.43)%** 1.17 (0.56-2.46) 0.578
% 12m PTSD 7.3 235 3.87 (2.75-5.46)*** 1.35(0.57-3.17) 0.371
% Borderline 11.5 46.2 6.63 (4.56-9.62)*** 1.72 (0.83-3.55) g
% reporting a history of 413 64.2 2.57 (1.96-3.32)%** 1.16 (0.59-2.78) 0.570
childhood abuse
Lifetime suicide attempt 12.5 513 7.35(5.54-9.75)%** 4.82 (2.43-9.56) " | . <0.001
MOS social support” 34(25-4.1) | 2.8(1.8-3.6) | 0.53(0.39-0.67)** =1.37) 22
Past 12m substance use
% Alcohol... 60.5 60.6 1.00 (0.78-1.30)
% substance use... 2.6 4.1 1.5 (0.76-2.95)
Pain-related factors
Median months living with 120 (54- 126 (60- 0.04 (-0.08-0.17) 4|
pain” (range) 240) 264) y .
Back or neck problems 75.8 79.5
Frequent/severe headaches 63.0 56.0 5-2.73) 0.525
Fibromyalgia 3:3 8.3 -1.38) 0.063
Median no. pain conditions 2(1-3) 3(2-3) -1.60) 0.434
12m” (range)
Current pain
BPI pain score (BPI)” &§D) 5.0(1.8) 5.5(1.6) 0.87 (0.68-1.11) 0.133
Pain Interference (BPI)™ (SD) 54(22) 7.0 (2.0) 1.20 (0.96-1.50) 0.033
Pain  Coping and  Self | 30.8 (13.5) 23.2(12: 1.00 (0.96-1.03) 0.823
Efficacy” (SD)
Physical health
Sleep problems (mean) 444 (20.1) -1.04)%** 1.01 (1.00-1.04) 0.027
SF12 physical health* 26 (22-31) -0.14(-0.28-0.00)
Medications
-0.18 (-0.33 - - 0.04)* 1.00 (1.00-1.00) 0.776
OME"
Current benzodiazepines 2.25 (1.74-2.91)*** 0.91 (0.46-1.80) 0.717

Copyright © 2015 Wolters Kluwer Health, Inc. Unauthorized reproduction of the article is prohibited.



Table 4: Ideation-to-action in people that experienced a lifetime attempt after the onset

of their pain

Lifetime ideation-to-action
No Yes OR (95%CI) Adj OR (99%CI) Adjp

N=304 N=248 Hedges G (95%CI) n=356 value
General  suicide risk
factors
Demographics
Median age (IQR)" 53.5(46- | 53 (43- 0.18 (0.010-0.24)* 1.00 (0.97-1.03) 0.989

61) 59.5)

Male (%) 52.0 37.1 1.84 (1.30-2.58)** 1.55 (0.82-2.94) 0.077
% married or de facto 54.9 419 0.59 (0.42-0.83)** 0.66 (0.36-1.22) 0.085
% Unemployed 60.5 68.6 1.42 (1.00-2.02)
% income below AUD 400 48.0 59.7 1.60 (1.14-2.25)** 2.21 (1.19-4.12) 0.001
Mental health :
Ever diagnosed with. ..
Depression 82.8 94.3 3.46 (.87-6.41)%** 1.61(0.52-4.9
PTSD 254 345 1.54 (1.06-2.24)* 1.12 (0.57-220)
Anxiety 46.0 70.5 2.79 (1.96-3.99)*x** 1.93 (1.00-3.72)
Borderline Personality 26.1 50.3 2.86 (1.84-4.47)*** 2.75 -5.22
disorders 4
% experiencing childhood 55.6 68.6 1.74 (1.22-2.47)** ) 93
abuse
Lifetime substance use
AUD use disorder 35.5 423 1.33(0.94-1.88) °
Substance use disorder 36.5 39.1 1.11(0.79-1,58
Pain-specific factors '
Median months living with | 132 (60- | 144 (66- -0.11 (-
pain’ (IQR) 264) 276)
% Lifetime back or neck 78.3 87.1 1.47 (0.63-3.38) 0.239
problems
% lifetime frequent/severe 53.3
headaches
% lifetime Fibromyalgia 10.5
Median no. pain conditions 3(2-4) 1.05 (0.82-1.35) 0.619
lifetime" (range)

‘Hedges’ g effect size (95%CI)
"Out of 552, 356 had completed the Borderling
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Table 5: Past 12 month ideation-to-action in pe with chronic pain

Past 12m ideation-to-action

* Oral morphine equivalents ¢
"Hedges’ g effect size (95%
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No Yes OR (95%CI) Adj OR (99%CI) | AdjP
N=268 N=38 Hedges G value
(95%CI)

General suicide risk factors
Demographics
Median age (range)’ 52 (43-59.5) 50.5 (42-57) 0.20 (-0.14-0.54) 0.99 (0.94-1.04) 0.615
Male (%) 448 39.5 1.24 (0.62-2.49) 1.10 (0.32-3.74) 0.838
% married or de facto 48.9 39.5 0.68 (0.34-1.36)
% unemployed 64.9 79.0 2.03 (0.89-4.60)
% income below AUD400 per 489 60.5 1.60 (0.80-3.21)
week
Mental health
% 12m depression 77.6 842 1.53 (0.61-3.85)
% 12m anxiety 16.3 71.1 2.85(1.35-5.98)** | 2.85(0.72-11.20) | 0.049
% 12m PTSD 213 36.8 2.16 (1.05-4.44)* 2.27(0.70-7.41) 0.074
% Borderline Personality 462 54.6 1.39 (0.57-3.40) y
Disorder
% reporting a history of 63.8 632 0.97 (0.48-1.97)
childhood abuse
Lifetime suicide attempt 452 100
MOS social support Mean (SD) 2.91(1.8-3.6) | 2.6(1.6-3.4) 0.25 (-0.12-0.63)
Past 12m substance use
% Alcohol. .. 61.9 526 0.68 (0.34-1.35)
% substance use... 4.1 2.6 0.63 (0.08-5.03) 41~
Pain-specific factors Y
Pain factors
Median months living with pain | 138 (60-264) 96 (36-234) 0.17 (-0.17-
(range)’
12m Back or neck problems (%) 78.4 86.8 1. :
12m Frequent/severe headaches 57.1 474 (0.34-1.33)
(%)
12m Fibromyalgia (%) 9.0 26 0. .09)
Median no. pain conditions 12m’ 3(2-3) 3(1-3) 0.11 3-0.44)
(range) 3
BPI pain score (BP1)* (SD) 55(1.7) 5, 11 (0.90-1.38)
Pain Interference (BPI)™ (SD) 2.9(2.0) 7:3 1.16 -1.42)
Pain Coping and Self Efficacy 23.9(11.8) 12. 0.9 3-0.99)* 0.94 (0.88-0.98) | 0.006*
(SD)
Physical health
Sleep problems Mean (SD) 59.3(19.3 57.3 (22. 0.00 (0.02-0.01)
SF12  physical health Median 26.9 (24.2- 24.7 (22. 0.44 (0.06-0.82)** 0.98 (0.88-1.10) 0.633
(IQR)" 29.0,
Medications

0 (45-163.9) 90.9 (30- 0.05 (-0.34-0.44)
OME™ 217.5)
Current benzodiazepines 47.8 63.2 1.88 (0.93-3.78)
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