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Reflection, Analysis and Change: The Decade of
Pain Control and Research and its Lessons for
the Future of Pain Management
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‘The physician must be able to tell the antecedents, know the present, and foretell the future- must

mediate these things, and have two special objects in view ... namely, to do good, or to do no harm’

Hippocrates (1)

InTRODUCTION: THE ANTECEDENTS

As noted in this journal over the past year, pain
medicine faces a crisis — literally a point of potential
change (2-4) - brought to the fore, at least in part,
by the efforts and outcomes of the Decade of Pain
Control and Research (2000 — 2010). To be sure, this
is more than a mere crisis in confidence, as a conver-
gence of factors threatens the existence of pain man-
agement as a profession, and its authenticity as a prac-
tice. The complexity of pain- as symptom, disease and
illness — may be one factor in the crisis. Despite our
sophisticated research institutions, questions remain
about the nature of pain, its effect upon — and the
effects of — the brain, mind, consciousness and self
of the pain patient, and what these contexts portend
for the development and translation of diagnostic and
therapeutic techniques, technologies and approaches
(5). In short, we may need to re-examine “meanings”
and “values” inherent to the experience and expres-
sion of pain, and equally examine such values in rela-
tion to the definition, and conduct of evidence-based
pain medicine (6).

Indeed, technology provides invaluable tools for
diagnoses and treatments. But, technology alone does
not provide the diagnosis, heal the patient, or sustain
the profession and practice of pain medicine (7-9). This
remains within the humanitarian domain of “care,” in
the literal sense, here construed as concern, worry and
regard. In this way, we argue that any regard for the
pain patient — as the subject of the clinicians’ moral

responsibility — must address the nature of pain as
physical and phenomenal experience, its meanings,
the needs and vulnerabilities it incurs in each indi-
vidual, and from this determine what and how ex-
isting and new technologies and techniques may be
employed to serve the patient’s best interests (10). In
other words, the good of science in pain medicine is
inextricably woven into its prudent use for the good
of the pain patient.
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THE TeEcHnoLoGic TREND

It is not so much that the practice of pain medi-
cine has become overly dependent upon technology,
but rather that other, extra-medical forces may sway
(i.e. “pull”) the use, if not misuse of technology away
from the core imperative to use such devices and ap-
proaches as wholly for the patients’ best medical
interest(s). Inarguably, one of these “pulling forces”
has been misaligned economic incentives that have
commodifed translational applications of science and
technology, and instantiated conditions of “medicine-
for-profit”; more simply put, the misappropriation
of scientific and technologic resources in accordance
with a business or market ethos, rather than one of
patient-centered beneficence (11,12).

As a result, technology is increasingly viewed as
an end, rather than a means by which to enable or
enact the ends of what Pellegrino refers to as a “right
and good healing” (13). Perhaps a bit of clarification
is required here; first, it is important to note that good
entails right. The good of pain care mandates that
technology be used in ways that are methodologi-
cally “right” (i.e. appropriate and maximally effective)
based upon the knowledge (regarding mechanism, ac-
tion and effect) at hand. However, technical rectitude
alone does not constitute “good”; to sustain benefi-
cent use any and all techniques and technologies must
be applied in those ways that maximize benefit(s) to
the patient. To do otherwise would be to bastardize
or refute the knowledge and capability conferred by
science and technology in ways that are inconsistent
with the core philosophical premises of medicine.

A number of factors make the specialty of pain
medicine unique. Although relief of suffering appears
as a central tenet of medicine, in practice it receives
little attention, and the suffering of pain — particular-
ly chronic pain, remains enigmatic (14,15). Suffering
is not readily quantified, and thus measurement re-
mains problematic. Based upon this objective vagary,
the treatment of pain remains equally difficult to ac-
complish, even given the most advanced technologic
means. While Stanley Reiser has lauded the invention
of the stethoscope as a turning point in the tech-
nologization of medicine (16), we should not forget
that there is no “stethoscope with which to auscul-
tate pain.” Instead, the ‘sounds of pain’ are conferred
through the subjective reports of the patient. Pain by
its nature occupies the realm of first-person experi-
ence, and while certainly a symptom, is often “felt”
and “known” more as illness than as disease. It is this

subjective dimension that has rendered pain so diffi-
cult to both assess, and to treat.

A CaLL FoR COMPLEMENTARITY

For many reasons, the concept of pain as disease
falls flat, and as such the disease-based, curative mod-
els of medicine can be ineffectual - if not at times
wholly unsuitable — to address and “care” for the
chronic pain patient (2). To be sure, pain is a bio-psy-
chosocial event, experience, and expression. We posit
that in light of this, pain medicine- as a specialty —- must
be equally bio-psychosocial in its orientation and ap-
proach. A uni-dimensional model will not work; rath-
er, an approach that is foundationally complementary
in its curative and healing capacity appears to be best
aligned with current concepts of pain, and the pre-
dicament of pain patients (17). This "Asclepian-Hygie-
ian” model would be built upon a maxim of “...cure
when possible, heal as capable, and care always”, and
would axiomatically be inclusive, multi- (if not trans-)
disciplinary, and integrative (18). This is not to imply
that technology cannot nor should not be used in such
a complementary approach. Quite the opposite; it
may well be that technology offers assets that can be
employed to better define the substrates and effects
of pain as illness, and may be instrumental in enhanc-
ing the delivery of care. But if this is to be the case, it
is not sufficient that this technology exists. Instead, it
must be made available to the clinician as an imple-
ment of practice when and where appropriate (to the
needs of a given patient), and must be accessible and
affordable to those patients who require its benefits
(7-9). On one hand this establishes the requirement(s)
for health care reforms that empower physicians to
utilize state-of-the-art diagnostics and therapeutics as
necessary (re-iteratively, to fulfill the best interests of
the patient). We have described how certain economic
systems of resources allocation and distribution might
best accommodate these goals (19).

On the other hand, the use of any technique or
technology (regardless of whether new or old) re-
quires that the pain physician act as steward of knowl-
edge both to inform and guide patient insight, and
shepherd the nature and direction of care. We argue
that these constructs must act as a complementarity,
else any system of technological advancement and
infrastructural health care reform will likely remain
unsuccessful. Admittedly, the stewardship and use of
techniques and technologies in pain care in ways that
are both right and good often becomes problematic.
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The admonition to do no harm to a patient who mani-
fests a disorder that is difficult (if not impossible) to
objectively measure poses profound challenges for the
pain physician (14,15).

This is particularly true for the physician who re-
lies only upon technology, and has no grounding in
the philosophy and ethics of medicine, or interest in
pain medicine as a social good. This challenge is com-
pounded by a lack of medical school education about
pain, and training in pain management. The current
norm is that instruction in pain care consists of little
more than a postscript to the basic sciences. So while
mechanisms of pain and analgesia are taught during
basic neuroscience courses, there is no direct link to
how the complexities of these systems are relevant to
the challenges of clinical pain management.

KnowinG THE PRESENT

So, where are we now? We may be beyond the
halcyon days of pain management, the 1980s and
1990s. In many ways, pain care represented a frontier
specialty, and like the “old west,” certain claims were
made upon territories and practices. Indeed, some of
the apparent advances were developed with a cow-
boy mentality. Most assuredly, the treatments were
well intended and seemed like good ideas: spinal
cord stimulators and intrathecal drug infusions were
deemed major advances; epidural steroid injections
and vertebroplasty became popular, despite minimal
evidence for effectiveness, other than short-term pain
relief (20); seemingly limitless protocols for opioid use
in chronic nonmalignant pain became the norm (21).
Today, however, newfound knowledge compels us to
retreat from naive élan, as the potential harm of such
treatments becomes apparent (22).

What can the pain physician now offer the pa-
tient? Most state-of-the-art technical treatments for
pain are still somewhat contentious (if not unproven),
and long-term effects of many of the more innova-
tive technological approaches remain as yet unknown.
Some argue that injections provide unclear benefit
and a defined risk of injury (23). This leaves the physi-
cian with a limited armamentarium of valid treatment
options. Pharmaceuticals can be effective, but have
proven problematic (24). NSAIDs may cause adverse
gastrointestinal, cardiovascular, and CNS effects [25],
and opioids can lead to tolerance and dependence,
if not frank addiction (26). Moreover, the prolonged
and/or escalative use of opioids is wrought with liti-
gious issues, and the clinical relationship can become

frankly adversarial under such circumstances (27).
Giordano and Schatman have identified 3 primary

ethical problems that arise from these issues:

1) under-treatment of pain,

2) over-utilization of pharmacologic treatments and
technologies, and

3) conflict between physician and patient (and phy-
sician and regulatory and payment authorities)
(2-4).

Indeed, pain remains undertreated. When new
treatment options are made available, they often
are largely technological and expensive. Moreover,
economic factors frequently restrain, if not preclude
the direct provision of clinical care to the individual
patient.

Technological interventions may obviate the
need for dangerous, addictive drugs, and the relative
popularity of new technological innovations to some
extent reflects a growing consensus that pharmaceu-
ticals are largely ineffective. That is not to say that
technology denies or refutes the benefit of drugs. In
fact, cutting-edge bioscience (e.g. geno- and nano-
technologies) offers great potential to produce more
target-specific, selective, non-abusable and hence in-
creasingly effective pharmacological agents (28). But
the number of patients that must be treated to obtain
a “successful” outcome of 30% pain reduction com-
pared to placebo often exceeds 4, at a cost of hun-
dreds of dollars per month, per drug. Likewise, con-
trolled release preparations of opioids are priced at
similarly exorbitant rates. The average patient cannot
afford such treatments.

New technologies and techniques may be free
of the adverse effects of older pharmacologic ther-
apies, but are not without risk themselves — in part
because of their relative novelty, and the contingent
nature of our understanding of the brain-mind, and
the capacity of pain to affect the CNS. Moreover, as
we have noted, even the best technique or technol-
ogy is of little benefit if it is not accessible and af-
fordable to those who need it. So, as it stands, the
primary care physician — as well as the pain specialist
—must generally rely upon those therapeutics that are
subsidized by insurance plans, and that are not exor-
bitantly priced. These are largely pharmacologic, and
incur the aforementioned risks for the physician and
patient alike. The perceived high risks of legal sanc-
tions and malpractice suits inherent to pain care are
particularly threatening to primary care physicians,
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given that practice scenarios frequently preclude the
time and effort necessary to diligently monitor pain
patients. Thus, primary care physicians become reluc-
tant to treat pain, and may refrain from treating pain
patients in general. This has resulted in an increasing
tendency to refer pain patients to pain specialists for
management.

But herein lies another problem, as the profession
of “pain management” is not specific to a particular
discipline, and in this way, may be inchoate. The ‘pain
specialist’ may be an anesthesiologist, neurologist,
physiatrist, psychiatrist, allied health provider or even
complementary/alternative medicine practitioner (e.g.
chiropractor, acupuncturist). The cynic may opine that
pain management is, in some respects, a faux special-
ty. It lacks homogeneity, and in this heterogeneous
composition, may dispossess the uniform scientific rig-
or to justify its independent existence, relative to the
breadth and/or depth of knowledge required of other
specialties. In many respects, the “cobbling together”
of pain medicine from parts of other disciplines may
obviate its capacity to achieve independent clinical
autonomy or life (and therefore a detractor might
be tempted to label the specialty after Mary Shelley’s
Prometheus).

FORETELLING — OR AT LEAST PROPOSING
— THE FUTURE

Given the deficiencies of the specialty of pain
medicine, what in fact, does pain relief require? We
have recently addressed this issue, claiming that:

“...what [pain] relief involves — for both an indi-
vidual patient and to the overall paradigm of pain care
- is somewhat more complicated, and reveals a larger,
more multidimensional obligation. Each and all of
the inherent domains of knowledge that are essential
to medical practice (regardless of discipline) are en-
gaged so as to allow a theoretical, applied, experien-
tial and contextual understanding of pain (as object),
and its expression and effects in the pain patient as
the subject of moral responsibility. Often, the obvious
goal of relieving pain may, in fact, not be wholly pos-
sible. Intractable pain is a reality of several conditions.
However, the intractability of pain need not imply the
impossibility of ongoing commitment to the best care
possible (29).”

The question then is how to provide appropriate
care for patients in pain? The current paradigm does

not appear to be working. And, in any case, given the
present means of funding medical care, physicians
may experience drastic cuts that will threaten the
way pain currently is treated in this country. However
, this may not be an altogether bad thing. The crisis
in pain care may lead to new treatment approaches.
Given the strong growth of consumerism affecting the
practice of medicine today, it appears unlikely that the
specialty of pain medicine will disappear entirely.

Pain medicine may ultimately achieve indepen-
dent specialty status, but the end result will appear
different than what we see now. Competent pain
management requires time and commitment to the
patient, and a solid physician-patient relationship.
Pain management may be considered a form of pri-
mary care medicine, in its best iteration. But this is not
the current paradigm for pain management. The in-
centive model of reimbursement has forced physicians
to work piecemeal; each pain patient becomes a bill-
able procedure.

A unified approach to addressing the crisis in pain
medicine has been proposed that attempts to rein-
state the role and importance of the primary care phy-
sician (30). To some extent, this already is happening
in palliative care (as championed by the specialties of
family- and internal medicine), and we believe that it
can take place in pain medicine as well. Either the pain
management specialist must become a primary care
physician, or the pain specialist must conjoin the pri-
mary care physician to become a part of the solution,
rather than merely abdicating responsibility to the
specialist (who is ill-equipped to properly, effectively
and singularly treat the pain patient on a long-term
basis).

In many ways, this approach is a plea to return to
the basics of medical practice, “...consistent with, and
adherent to the epistemic, anthropologic, and ethical
domains of the core philosophy of medicine” (31). One
could add that pain management specialists must be
grounded in the fundamentals of primary care medi-
cine, or if not formally trained in primary care, must
ascribe to its tenets. Simply, we must learn to integrate
the bio-psychosocial model into the paradigm of pain
care.

Giordano and Schatman'’s proposed plan for re-
forming and integrating pain care:

“...supports the basic deontic structure of the
profession; allows for a more complete articulation of
clinical and ethical responsibilities within the scope of
particular general, specialty, and sub-specialty prac-
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tices, and upholds the value of pain care as an inter-
personal interaction that seeks to execute good acts
and ends as specifically defined by the needs of the
patient, and parameters of the clinical relationship
(2-4)."

Can or will the proposed paradigm be adopted?
The current crisis of confidence in medicine in general,
and pain medicine in particular, ensures that change
must occur. If nothing else, funding for pain care spe-
cialists will decline, or evaporate altogether. Of finan-
cial necessity, pain medicine may be subsumed back
into primary care. Perhaps, pain specialists are up to
the challenge. Currently, there is an ongoing tension
among the different disciplines classified under the
rubric of pain management about which group will
achieve superiority and assume the mantle of author-
ity. Unfortunately, the current argument is not primar-
ily about what is best for the patient, but more about
shareholder stakes in the medical market.

We hope that wiser members of the field will
prevail in the end. Some practitioners of pain medi-
cine recognize the error of conflict, and appreciate
the damage it will do to the cause and articulation of
pain care as a profession. Some recognize that pain
medicine, whether pharmacologically-based, or fo-
cused on interventional techniques, is actually a part
of a (larger, more inclusive) palliative care paradigm.
Palliative care differs from pain medicine in that it has
not jettisoned patient centeredness in exchange for
technology. Indeed, the patient remains the focus of
palliative care, and the primary goal is symptom relief,
irrespective of whether accomplished by high- or low-
tech means.

A key question that remains is if the philosophy
expounded here will survive and can inform and ulti-
mately become policy. Although pain medicine — pri-
ma facie — seems to serve a public good, pain control
(in and of itself) is not a central tenet of organized
medicine. Despite lobbying by proponents of pain
medicine to the contrary, patients do not have a right

to pain relief (32). If pain relief is not a right, then
funding for pain therapeutics will remain uncertain.
Unless such interventions and practices appear to be
affordable and economical, they may not be seen as
viable, and thus will not be provided by generalists or
specialists; pain relief must be “...a good deal.” Cer-
tainly, at present, pain care appears neither affordable
nor economical.

ConcrLusion: PracTicing THESE AcTs

We are fond of paraphrasing the contemporary
virtue ethicist Alasdair MaclIntyre’s definition of prac-
tice as an exchange of goods between, and relevant
to agents in a relationship (33). That said, we hold
that the primary “good” of the clinical relationship in
pain medicine is the “care” of pain, as this reflects its
essential raison d’étre. What course of action will be
required to instantiate competent pain care in prac-
tice? As stated in the Hippocratic corpus, clinicians
". .. must be able to tell the antecedents, know the
present, and foretell the future... (1)”. We posit that
pain physicians should return to their roots, with the
explicit goal of helping the patient (and, at the very
least, do no harm in both profession and practice). To
this end, we advocate that clinicians play a greater
role in guiding the course of medical practice. This
entails working together with scientists to advance
appropriate research and development of effective,
affordable treatments, participating in guideline de-
velopment, working to inform and formulate policy,
and in this latter regard, partner with lawmakers to
ensure continued patient access to proper pain care.
And as befitting a classical but nonetheless perdu-
rable definition of “care,” the primary goal must al-
ways be an unwavering regard for the good of the
patient.
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