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Commentary

Changing the Practice of Pain Medicine Writ Large and Small Through 
Identifying Problems and Establishing Goals

Recently, medical ethicist and ed-
ucator Laurence McCullough has stat-
ed that the professional responsibili-
ties of the physician define the nature 
and experience of what it is to be a pa-
tient (1). According to Professor Mc-
Cullough, the reality of patienthood is 
a function of whether and/or how these 
foundational responsibilities are main-
tained by the physician. Citing the late 
eighteenth century work of John Greg-
ory and Thomas Percival, McCullough 
describes the core obligations and re-
sponsibilities of the physician to be 1) a 
commitment to becoming and remain-
ing competent through the acquisition 
of knowledge and skill, 2) the consis-
tent, primary focus upon patients’ best 
health-related interests, and 3) the pres-
ervation and advancement of medicine 
as a public trust. 

Although these obligations and 
commitments seem just as viable to-
day as they were in Percival’s day, it is 
a matter of fact that the industrial mar-
ket model and its correlates (e.g.- tech-
nocentricism, consumerism, entrepre-
neurism, time- and resource restriction, 
cost-escalation, and economic self-in-
terest) have fostered a mercantile, con-
tractual, and legally-dictated contem-
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sive consumerist mindset, fortified by a 
misconceived rubric of patient autono-
my that establishes the pain patient as 
“client” and the physician as “provid-
er” can foster “acquiescent practice” in 
which the patient’s “autonomy” trumps 
or supersedes the professional autono-
my and clinical judgment of the physi-
cian, and ultimately de-professionalizes 
the practice of pain medicine. 

While such acquiescent practice 
can incur severe legal retribution and 
professional sanctions, so too can the 
actions of well-intended physicians who 
attempt to manage the chronic pain pa-
tients through the use of progressively 
increasing doses of narcotics within a 
medical system that constrains the pos-
sibilities for effective clinical continuity, 
and patient monitoring. The increasing 
frequency of legal ramifications have led 
many pain physicians to become reluc-
tant to prescribe narcotics or treat com-
plex cases of co-morbid pain and ad-
diction, adopting a stance of “defensive 
practice”, in which pain is under-treat-
ed and the patient is distanced from the 
medical care required.

Clearly this too is practically and 
ethically inappropriate on numerous 
grounds. First, it denies the pain physi-
cian’s act of profession – if one declares 
that they possess the knowledge and 
skills to treat pain, then it is contradic-
tory, if not anathema not to do so with-
in the full scope of practice, as defined. 
Second, such ‘partial’ treatment is tanta-
mount to abandonment in that it denies 
and prevents the patient from receiv-
ing the care that he/she requires. Third, 
it disavows the intellectual and moral 

James Giordano, PhD

porary medical culture, and have gen-
erated increasing tension(s) both in the 
relationships between physician and pa-
tient, and between medicine and soci-
ety (2). 

In this issue of Pain Physician, 
Laxmaiah Manchikanti’s testimony to 
the Congressional Subcommittee on 
Criminal Justice, Drug Policy and Hu-
man Resources synopsizes how these 
tensions have become manifest in con-
temporary pain medicine, addressing 
the problem of a system-wide ineffectu-
ality of pain care that has led to an in-
creased prevalence of pain, escalation 
in analgesic drug mis-use and abuse, 
and the potential effects and harms that 
these factors exert upon healthcare and 
society (3, 4). Manchikanti quotes Sch-
weitzer and Voltaire, whose conflicting 
perspectives summarize the polar ori-
entations that drive many of the ethical 
issues that arise in modern pain med-
icine. Schweitzer’s imperative to treat 
pain is grounded in reverence and be-
neficence and is sustained by our in-
creasing knowledge of mechanisms of 
pain, and the availability of new analge-
sic drugs, and therapeutic technologies. 
However, we must use this knowledge 
prudently. For given 1) the often enig-
matic nature of pain and the pain pa-
tient, and 2) systematized impositions 
of time and resource limitations, pain 
physicians could easily commit the “can 
implies ought” fallacy, and improper-
ly prescribe excessive doses of drugs, 
and/or interventional techniques in an 
attempt to maximize outcomes with-
in an increasingly restrictive window 
of opportunity. Moreover, the perva-
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virtue(s) required of the pain physician 
(5), for while pain is complex and pre- 
or co-morbid substance-related disor-
ders are not uncommon in chronic pain 
patients (6), our knowledge of neuro-
science should compel this to be con-
sidered and treated as part of a larger 
clinical picture of pain as a neurologi-
cal spectrum disorder that involves ge-
notypic and environmental interactions 
(7), and not be grounds for dis-enfran-
chising patients from medical care. 

As Manchikanti notes, both over, 
and under-treatment of pain can lead 
to 1) patient frustration, non-compli-
ance, attempts at self-medication, dose-
escalation and drug dependence and 
abuse, and 2) dis-enablement of the 
physician through role distortion and/
or over-systematization by (actual or 
fear of) medico-legal retribution. Quot-
ing Voltaire, Manchikanti (3) alludes to 
the fact that part of the problem may 
lie in a “trickle down” effect of knowl-
edge; namely, that while new informa-
tion about mechanisms of pain and an-
algesia, and the actions of various phar-
macologic and technical therapies is be-
ing acquired at an almost exponential 
rate, this is not uniformly incorporat-
ed into the educational resources avail-
able to many practicing pain physicians, 
and is not routinely taught in medical 
school curricula. Thus, this knowledge 
remains somewhat isolated, only “trick-
ling” to specialized audiences, and does 
ordinarily not “flood” down to the lev-
el of the community pain practitioner at 
a pace or extent that is commensurate 
with the progress of meaningful devel-
opments in the field. As a result, there 
often tends to be an informational gap 
between newly available knowledge and 
the actual knowledge that is applied and 
utilized in the clinical encounter. 

Manchikanti is correct in stating 
that “…despite numerous scientific ad-
vances in medicine…we have to look 
at…the by-product of compassion cou-
pled with lack of understanding of the 
complex puzzle of pain and its manage-
ment” (3, 4). For while it is true that sci-
entific advances may address the lack 
of knowledge that Voltaire laments, we 

must recall that science, technology and 
pain medicine are all human enterpris-
es, and while understanding the body 
is critical, the context of medicine does 
not morally relate to a generic body, but 
to the embodied person who is the pa-
tient within a larger societal context (8). 
This sustains the responsibility of both 
pain medicine, as a practice, and the in-
dividual pain physician. 

The philosopher Hans Lenk notes 
that any such responsibility is enacted 
within a compound relationship of per-
sons, circumstances, actions and con-
sequences (9). Thus, the pain physician 
is responsible 1) for the right and good 
treatment of pain, 2) to the patients in 
his/her care, 3) in the face of the pow-
er invested upon him/her through edu-
cation, training and evaluation, 4) with 
regard to the inherent affirmations and 
obligations of the practice, and 5) with-
in the framework of any/all relevant ac-
tions engendered by that practice. 

Lenk holds that intellectual and 
technical capability cannot be divorced 
from the moral responsibility of being a 
professional. Likewise, Manchikanti re-
minds us that such moral responsibility 
is part of the benefit and burden inher-
ent to the profession and practice of pain 
medicine, and calls for a “closer partner-
ship between the general medical com-
munity…pain and addiction special-
ists” (3, 4). I agree, but add that a closer 
partnership between physician and pain 
patient is also necessary, for while poli-
cy is certainly vital to enable pain med-
icine as a practice, that practice is an 
exchange of good between a physician 
and a patient (10), and thus profession-
al responsibility is individually borne by 
the physician. But to recognize what is 
“good” for a particular patient requires 
an appreciation not only of the techni-
cal aspects of pain medicine (i.e.- the 
biomedical good), but what treatments 
should be provided so as to accommo-
date a specific patient’s values, choices 
and goals as a human being. 

These issues are addressed else-
where in this issue by Waters and Sier-
pina, who recognize the complexity of 
pain – as symptom, disease and illness- 

and the distinctly different impact that 
pain incurs upon the life of each per-
son (11). These differences cannot be 
ascertained solely by objective means, 
and Waters and Sierpina speak to the 
need for the physician to gain subjec-
tive insight so as to address the thera-
peutically and morally prudential ques-
tion of “what should be done to help this 
patient?” (12, 13). Waters and Sierpina 
acknowledge that the current culture 
of medical care and extant paradigm of 
practice in many ways has only exacer-
bated inappropriate expectations, frus-
trations, and led to therapeutic failure. 
Waters and Sierpina echo Manchikan-
ti’s observation that “…balanced, multi-
faceted pain treatment is often difficult 
to achieve…and [therefore] ends up ag-
gravating rather than ameliorating pre-
scription pain medication abuse…” (3), 
and describe a method, Goal-Direct-
ed Health Care (G-DHC), that seeks to 
1) define the physician as a steward of 
knowledge, but equally 2) enjoin the pa-
tient to the therapeutic effort, by 3) en-
gendering a sharing of responsibilities 
toward 4) developing and working to 
achieve realistic goals that the patient 
has identified and formalized. 

This re-establishes the profession-
al role and responsibility of the physi-
cian, committing him/her to act in and 
with the patient’s interests to achieve a 
right and good healing (14, 15). But it 
also commits the patient to being a re-
sponsible participant in the medical re-
lationship. Further, by re-identifying 
values and goals, and defining responsi-
bilities for actions, G-DHC seeks to in-
ternalize locus of control, decrease vul-
nerability and enhance patient agen-
cy. Fulford has addressed the need for a 
values-based medicine, in which physi-
cian and patient can agree to disagree, 
but work toward the dialectic process of 
addressing and realizing common val-
ues (16). Waters and Sierpina are cog-
nizant that such values motivate the di-
rection of, and actions toward objective 
life goals, and G-DHC builds upon a 
consideration of underlying values, re-
alizing that these values and goals have 
been affected by pain. 
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