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Letters to the editor

Multidisciplinary Collaboration Between Pain Physicians and 
Psychologists: Ageless Wisdom for the New Millennium 

To the Editor:
“The good physician will treat the 
disease, but the great physician will 
treat the whole patient.”

This declaration is attributed to Sir 
William Osler, an eminent nineteenth-
century physician.  In his career Sir Wil-
liam was associated with McGill, Johns 
Hopkins, and Oxford Universities, and 
during that time he prepared and re-
vised his monumental work:  The Princi-
ples and Practice of Medicine.  His words 
convey compassion and respect for the 
wholeness and integrity of the patient, 
and they reveal that for more than a cen-
tury many physicians have recognized the 
value of identifying and treating the non-
medical factors that can play a role in the 
course of disease and treatment outcome 
for medically-ill patients.

Mind and body are intricately and 
inextricably woven in the fabric of all hu-
man experiences, but nowhere is this nex-
us more evident than in the suffering of 
those in pain, especially when the pain is 
chronic.  In the field of pain management, 
the formulation of the Gate Control The-
ory in the 1960’s (1,2) led to a paradigm 
shift from the traditional biomedical 
model’s focus on disease and cure to the 
more integrated and holistic bio-psycho-
social model of illness and management 
(3).  Over the past forty years an abundant 
body of literature has been produced to 
document the significant role of psycho-
social factors in the severity, exacerbation, 
and maintenance of pain, as well as the 
occurrence of mental disorder in chronic 
pain populations (4,5).

Pain is often the result of injury, dis-
ease, or specific tissue damage, but in 
many cases it is experienced in the ab-
sence of objective physical findings.  Typ-
ically, when non-malignant pain per-
sists beyond the expected period of heal-
ing (arbitrarily determined to be three 
months or six months) and is intractable, 
it is said to be chronic.  There are an esti-
mated 34 million Americans who experi-
ence chronic pain of varying duration and 

severity (6).  Although pain is one of the 
most common problems motivating peo-
ple to pursue medical attention, it has 
been one of the most difficult and mysti-
fying to study, assess, and treat.  

The experience of chronic pain is 
frequently puzzling for individual suf-
ferers as well as perplexing for pain phy-
sicians and other healthcare providers.  
Yet we know that when it is prolonged 
and uncontrolled, pain can become a cri-
sis that destabilizes a person’s equilibri-
um on multiple levels, often resulting in 
impaired physical, psychological, social, 
and occupational functioning.  More-
over, these disturbing changes are likely 
to increase with the chronicity of illness, 
especially if pain assessment is not com-
prehensive and if subsequent treatment is 
not thorough and complete.  

As many distinguished veterans in 
the field of pain management have ob-
served, the manifestation of chronic pain 
is uniquely personal for each individual 
seeking medical treatment (2, 7-10).  Myr-
iad factors from the sensory-physical, cog-
nitive, behavioral, affective, and contextu-
al dimensions of human experience can 
influence and often obfuscate a patient’s 
complaint of chronic pain.  A conundrum 
of conflicting and uncertain information 
is frequently the challenge faced by all 
who attempt to assess and effectively treat 
chronic pain, irrespective of professional 
training or experience.  Complicated clin-
ical presentations are pervasive in the field 
of pain medicine, leading some to wonder 
if a true genius is necessary to decipher 
the complexities of chronic pain (11).

While exceptional intellectual power 
may not be required to sort out all of the 
questions associated with complex pain 
complaints, true genius may be demon-
strated through the spirit of a collabor-
ative multidisciplinary approach to pain 
assessment and treatment.  When inter-
ventional pain physicians and psychol-
ogists working together share the view 
of pain as a multidimensional phenom-
enon, they can address the labyrinthine 

nature of many chronic pain complaints 
with a broader spectrum of assessment 
and treatment methods.  Thus, through 
collaboration and cooperation clinicians 
offer patients a greater degree of control 
over their discomfort and their health in 
general.

Carron (12) summarized the chal-
lenge faced by healthcare practitioners, 
noting that “minimal pathology with 
maximum dysfunction remains the enig-
ma of chronic pain.”  Importantly, the 
compounding variables that may influ-
ence a person’s experience of pain must 
first be delineated if medical and/or psy-
chological treatment procedures are to be 
conducted in an efficient and cost-effec-
tive manner, and if treatment outcomes 
are to be optimal.

Most physicians, trained with a sen-
sory-neurophysiological model of pain, 
will assess the physical contribution to 
the chronic pain complaint by obtaining 
a patient’s history, conducting a physi-
cal examination, and/or relying on ad-
vanced laboratory tests, radiological in-
vestigations, and other diagnostic pro-
cedures.  While these methods provide 
much useful information, they frequent-
ly fail to completely account for report-
ed physical symptoms.  Indeed, the typi-
cal patient’s complex presentation of pain 
is often loosely related or unrelated to tis-
sue damage.

Considerable research has demon-
strated that there is no direct association 
between physical pathology and pain (8).  
For example, sophisticated imaging pro-
cedures may reveal objective abnormali-
ties in asymptomatic individuals, while 
many pain sufferers report significant 
degrees of pain with no objective phys-
ical findings.  Moreover, reported levels 
of pain severity are often disproportion-
ate even when physical pathology is iden-
tified (13).  

The results of sensory-physical as-
sessments alone have been disappointing 
to healthcare professionals wanting to un-
derstand and treat pain, thereby under-
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scoring the importance of assessing the 
non-medical elements influencing the ex-
perience of pain and pain behavior.

It is not enough to know what sort 
of pain a person has; we must also under-
stand what sort of person has the pain.  To 
be sure, psychosocial and behavioral fac-
tors such as emotional states, personali-
ty, expectancies, the meaning of pain, re-
inforcement contingencies, resourceful-
ness, substance abuse, issues of second-
ary gain, and so on cannot be objectively 
and reliably assessed by the “clinical im-
pressions” of the general physicians, neu-
rologists, surgeons, physical medicine/re-
hab physicians,  anesthesiologists, or in-
terventional pain physicians who treat 
pain.  In the process of ethical medical 
decision-making, pain specialists must 
safeguard against substituting biases and 
hunches for evidence-based criteria.  Psy-
chological evaluation by a trained profes-
sional is often an essential component of 
a well-thought-out and comprehensive 
pain assessment (14), providing critical 
data about the non-medical factors influ-
encing the patient’s complex chronic pain 
complaint.

The usefulness of a psychologi-
cal evaluation in pain management rests 
primarily on its ability to answer specif-
ic questions about an individual’s experi-
ence of pain and pain behavior as well as 
its ability to inform decision-making re-
garding treatment emphasis and alterna-
tives.  Pain physicians frequently want to 
know if their patient’s pain perception, 
pain behavior, and/or response to medi-
cal treatment is influenced by emotional 
distress, personality, behavioral, or other 
psychosocial factors.  When emotional or 
psychological overlay is identified, physi-
cians may welcome psychological and/or 
behavioral approaches to modify these ef-
fects.  At other times, pain physicians are 
concerned about the level of risk associ-
ated with a patient’s use of opioid medi-
cation.  In such instances, a psychological 
evaluation can clarify issues of drug-seek-
ing, addictive disease, and pseudo-addic-
tion (15, 16) and can thus lead to specific 
treatment recommendations.  For inter-
ventional physicians who are considering 
patients for implantable therapies, evalu-
ating psychological criteria has long been 
viewed as an important step in determin-
ing potential risk factors (17-21).  Some 
have suggested that instead of excluding 
individuals based on screening, psycho-
logical information could be used to tar-

get areas of intervention, with the goal of 
improving overall functioning and there-
by the patient’s candidacy for all treat-
ment (22). 

In these and numerous other in-
stances, the collaboration between pain 
physicians and psychologists produces 
outcomes for patients that would be dif-
ficult if not impossible to achieve with 
a disengaged, dichotomous, segregated, 
or single-minded approach to the man-
agement of pain.  Indeed, some studies 
have demonstrated therapeutic changes 
in chronic pain patients treated in multi-
disciplinary or interdisciplinary pain pro-
grams (23), while others have reported 
comparable or higher levels of improve-
ment for pain patients receiving multidis-
ciplinary treatment compared with med-
ical treatment alone or other single-mo-
dality programs (24-26).  In these studies 
the criteria for treatment success included 
pain reduction, elimination or reduction 
of opioid medication, increase in activity 
level, and return to work.  

Despite their clinical effectiveness, 
many of the multidisciplinary and inter-
disciplinary in-patient pain programs are 
disappearing due to changes in insurance 
reimbursement patterns.  Today, more 
and more patients are turning to a grow-
ing number of minimally invasive inter-
ventional pain management procedures, 
including various pain blocks (27), spinal 
endoscopy (28), radiofrequency  denerva-
tion (29, 30), intradiscal electrothermal 
annuloplasty (31), and implantable tech-
nologies (32).  The latter includes surgi-
cal procedures such as spinal cord stim-
ulation (33-35) and drug administra-
tion systems (36-38).  The application of 
these and other interventional procedures 
is best conceptualized and carried out 
within a multidisciplinary model, where 
comprehensive assessment of complex 
pain problems leads to appropriate mul-
tidimensional treatment plans and where 
patient selection for invasive procedures 
continues to be an issue of highest im-
portance.   Indeed, the American Society 
of Interventional Pain Physicians (ASIPP) 
lists the provision of total pain care as one 
of its goals (39).   Meaningful collabora-
tion between pain physicians and psychol-
ogists can enhance the clinical and cost ef-
fectiveness of interventional treatments 
and contribute to greater overall levels 
of improvement for pain patients.  Yet, 
from one clinical setting to another, there 
is considerable variation in the level of at-

tention given to the multidimensional as-
pects of the primary pain complaint, and 
there is a substantial difference in the de-
gree of collaboration between pain physi-
cians and psychologists.

 Certainly, as Loeser (40) has point-
ed out, there pain patients with arthritis, 
cancer, CRPS, neuropathic pain, myofas-
cial syndromes, and other chronic pain 
complaints whose discomfort is not sig-
nificantly influenced by emotional or en-
vironmental factors but instead results 
from persistent dysfunction of the noci-
ceptive system (tissue damage, nervous 
system dysfunction, or both).  Many of 
these patients are effectively managed by 
rheumatologists, anesthesiologists, neuro-
surgeons, interventional pain physicians, 
and other health professionals and may 
not require a multidisciplinary treatment 
plan.  However, for a multitude of chron-
ic pain patients the disease aspect of their 
pain complaint is accompanied by issues 
of distress, disuse, and disability, all re-
quiring clinical attention.  Neglect of one 
of these components can result in treat-
ment failure even in the presence of excel-
lent care for the other components.  

Unfortunately, the field of pain man-
agement is too often hampered by a com-
petitive tension and distrust between be-
havioralists and interventionists.  On one 
side, behaviorally-oriented specialists are 
concerned that interventionists are over-
ly aggressive in their treatment of pain 
and use of invasive procedures while ig-
noring the psychosocial components of 
treatment and, thus, reinforcing pain be-
havior.  Conversely, some in intervention-
al pain medicine are concerned that the 
“bio” component of the “bio-psychosocial 
approach” to pain management has been 
devalued in favor of predominantly “psy-
chosocial approaches” (41), leading to un-
derutilization of medical therapies. 

It is indisputable that the psycholo-
gy of pain, with roots in behavioral and 
cognitive science, is based on fundamen-
tal assumptions that differ significant-
ly from those of pain physicians, regard-
less of professional training, because these 
and other medical disciplines build on the 
field of neurophysiology and Cartesian 
dualism.  Such conceptual differences can 
be divisive, but the spirit of sincere collab-
oration between biological and behavior-
al scientists and between pain physicians 
and psychologists can function as a unify-
ing bond that holds the complete bio-psy-
chosocial model together.  
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Many pain investigators have ac-
knowledged the value of conceptualizing 
pain across multiple dimensions (2, 42-
44), while others have attempted to devel-
op a unifying theory of pain (45).   How-
ever, achieving full integration of pain 
medicine and pain psychology will re-
quire reconsideration of fundamental as-
sumptions on both sides and intensive di-
alogue.  High quality collaboration may 
well include processes of argumentation 
in addition to cooperation as we contin-
ue to attempt to construct and maintain 
a shared conception of the problems of 
chronic pain. 

As emphasized in the physicians’ 
professional oath, the health of the pa-
tient should be the first consideration, 
overcoming barriers such as party poli-
tics or professional standing. The term 
“health” derives from the Anglo-Saxon 
word “haelth” which means wholeness; 
a condition in which all functions of the 
body and mind are normally active. More-
over, the World Health Organization de-
fines health as a state of complete physical, 
mental, or social well-being and not mere-
ly the absence of disease or infirmity (46).

On a more practical level, a clear, 
conscientious, and compassionate under-
standing of chronic pain sufferers reveals 
that their anguish is not merely physical 
but involves declines in cognitive, emo-
tional, social, and spiritual functioning.  
Accordingly, the ethical, competent care 
of people in pain necessitates that all par-
ties in the health care delivery system face 
and embrace the actuality of the Mind-
Body unity in a manner that is reflected in 
their principles, policies, and practices.

As the field of pain medicine grows 
and advances into the new millennium, 
it is appropriate, indeed imperative,  that 
pain management specialists from all pro-
fessional backgrounds  re-envision and 
reaffirm their principles and priorities for 
treating people with pain.  The wisdom of 
Sir William Osler is as relevant in the 21st 
century as it was in the past.  His standard 
of treating the whole patient must not be-
come expendable and non-essential, espe-
cially in the management of chronic pain.  
Pain physicians and psychologists work-
ing collaboratively demonstrate the com-
mitment to uphold high principles, poli-
cies, and practices by providing total pain 
care.  Moreover, the professional organi-
zations representing pain physicians can 
display exemplary leadership by promot-
ing and supporting multidisciplinary as-

sessment and treatment of chronic pain 
patients.

  Hopefully, the future of chronic 
pain control will be largely represented by 
those physicians and psychologists who 
acknowledge and respect the wholeness of 
the pain patient,

and actively pursue collaborative 
professional arrangements to assess and 
treat the complex biopsychosocial phe-
nomenon of chronic pain.  In this way the 
good physician and the good psychologist 
can produce great patient care.
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