
This commentary explores the tragic case of Luigi Mangione, as detailed in Melanie Thernstrom’s Wall Street Journal article, to 
address the complex interplay between chronic pain, psychological distress, and systemic inadequacies in healthcare. Chronic pain, 
as a biopsychosocial phenomenon, profoundly impacts not only physical functionality but also identity, cognition, and behavior, 
often leading to psychological destabilization and despair. Neurobiological evidence illustrates how chronic pain alters neural 
structures and functions, amplifying emotional reactivity and impairing judgment. Mangione’s descent into violence exemplifies the 
detrimental cycle of pain, frustration, and alienation, exacerbated by systemic barriers such as inequitable healthcare access and 
insurance inadequacies. The discussion highlights the broader ethical implications for pain management, emphasizing the necessity 
of empathetic engagement, equitable care, and individualized therapeutic approaches. While advances in neurotechnology offer 
new diagnostic and interventional possibilities, their accessibility and integration into practice raise critical ethical concerns. 
Additionally, responsible opioid prescribing, informed by nuanced understanding of chronic pain, remains essential to addressing 
the dual challenges of effective pain relief and the opioid epidemic. This analysis calls for a comprehensive paradigm shift in pain 
care, integrating biopsychosocial methodologies, healthcare reforms, and ethical innovation. By addressing systemic inequities 
and prioritizing both high- and low-technology solutions, researchers, clinicians, and policymakers can better support patients 
and mitigate the far-reaching consequences of unaddressed chronic pain. Ultimately, this tragedy underscores the urgent need for 
actionable reform to prevent further individual and societal harm.
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A Tragedy Played-Out
In a recent article in the Wall Street Journal, author Melanie 

Thernstrom detailed accused gunman Luigi Mangione’s tragic descent 
into desperation and violence (1). Her essay is a stark reminder of the 
complex interplay between chronic pain, psychological distress, and 
systemic inadequacies in healthcare, and underscores critical issues in 
pain management, healthcare policy, and the moral considerations 
for addressing chronic pain as a biopsychosocial phenomenon. In this 
commentary, I will examine Thernstrom’s thesis through an ethical 
lens, exploring how chronic pain influences cognition, emotion, and 
behavior; the challenges posed by systemic failures in supporting and 
sustaining healthcare for pain patients, and the broader implications 
for researchers and clinicians dedicated to pain management.

Pain as a Neurological and Psychological Disruptor
As defined by the International Association for the Study of Pain 

(IASP) chronic pain is characterized by that which persists beyond the 
normal period of healing following some injury, insult or acute pain 
event (2); and in this way, is not merely a symptom but a disease state 
that profoundly affects the nervous system, and the well-being of 
the person-in-pain (3). Thernstrom poignantly highlights the psycho-
logical toll of chronic pain, asking, “Who would I be if I didn’t have 
pain?”(1). Indeed, this question reflects a fundamental identity shift 
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experienced by many who suffer chronic pain; in that 
such pain disrupts not only physical functionality but 
also one’s sense of self and agency (4,5).

Neuroimaging and electrophysiological studies 
reveal that chronic pain can alter the structure and func-
tion of both spinal and supraspinal neuraxes, and can 
modify node and network activity of anterior cingulate, 
sensory, motor and prefrontal cortices, as well as those of 
limbic loci within the amygdala and septo-hippocampal 
system (6,7). These changes can predispose individuals 
to heightened emotional reactivity, impaired judgment, 
and difficulty managing stress—phenomena evident in 
Mangione’s transition from a high-achieving individual 
to one engulfed by despair and anger. His story exempli-
fies the cyclicity of pain, frustration, despair, and antago-
nism, in which pain exacerbates psychological distress, 
and distress, in turn, amplifies pain perception through 
dysregulation of the hypothalamic-pituitary-adrenal axis 
and ongoing sensitization of cerebral networks involved 
in emotionality (8).

The Socioeconomic Context of Pain and 
Healthcare

The frustration and despair evident in Mangione’s 
story further elucidate how failures in the administra-
tive hierarchies of healthcare support can amplify the 
suffering of chronic pain patients. The inability to access 
necessary care due to insurance limitations underscore 
the inequities of the United States healthcare system. 
Such barriers disenable clinicians’ capabilities to render 
effective therapeutics, deny patients treatment, and 
in so doing exacerbate their feelings of helplessness, 
alienation, and mistrust of medicine as both practice 
and institution (9).

Studies have consistently shown that socioeconomic 
factors, including income and insurance status, signifi-
cantly impact pain outcomes (10). Patients with limited fi-
nancial resources are less likely to access multimodal pain 
management strategies, which often combine pharmaco-
logical, physical, and psychological therapies. Mangione 
was not of a lower socio-economic status; nevertheless, 
the inadequacy of insurance coverage for the apt care 
of his chronic pain underscores the psychological toll of 
this inequity, as revealed in the narrative and enaction of 
his anger toward an individual who he felt personified 
a healthcare system that prioritizes profit over patient 
care. Indubitably, it would be understatement to say that 
Mangione’s actions were extreme. But a resort to hostility 
is not atypical, as many chronic pain patients may act-out, 
and exercise behavior(s)- inclusive of self-harm -in an at-

tempt to solicit recognition and acknowledgement of the 
gravitas of their predicament (11). And, Mangione’s turn 
to violence, while certainly not condoned, highlights the 
consequences in extremis that neglecting the multifocal 
needs of chronic pain patients may evoke. 

Ethical Considerations in Pain Management
Mangione’s case raises important questions about 

the ethical obligations owed to chronic pain patients. 
Pain is inherently subjective, and this is ever more so the 
issue with chronic pain-making it difficult to quantify 
and validate (12). This can lead to skepticism from clini-
cians, employers, and even loved ones, leaving patients 
feeling isolated and stigmatized (13). As researchers 
and clinicians, it is important to prioritize empathic 
engagement with patients, recognizing the profound 
impact of pain on every aspect of their lives. This also 
underscores the need for responsible opioid prescrib-
ing. While opioids remain a critical tool for managing 
certain types of chronic pain, their misprescription, 
misuse, under-treatment of pain, and the infiltration of 
illegal opiates have contributed to the opioid epidemic, 
further complicating effective pain care. Such care re-
quires a nuanced, individualized approach informed by 
ongoing research and clinical best practices (14,15).

Advances in neurotechnology offer new pos-
sibilities for understanding and treating chronic pain. 
Assessment techniques such as functional magnetic 
resonance imaging (fMRI), magnetic tractography, and 
biomarker analyses have shown promise in identifying 
patterns of neural mechanisms and loci underlying 
pain; and current and emerging neuromodulatory 
tools (e.g., spinal cord stimulation; transcranial or va-
gal electrical and/or magnetic stimulation; deep brain 
stimulation) have proven to be valid and of value in 
treating types of chronic pain (16,17). However, these 
technologies raise further ethical questions about 
accessibility, affordability, and provision of such state-
of-the-science approaches (18), and the potential for 
overreliance on such technological intervention may 
only exacerbate extant inadequacies and inequities in 
healthcare coverage (19). Thus, effective and efficient 
integration of such neurotechnological innovations 
into a viable system of chronic pain care will require 
informed policy re-evaluation and reform (20,21). 

Toward a Comprehensive Pain Management 
Paradigm

The Luigi Mangione story is surely a tragedy, 
and one that is revealed and was enacted on many 



www.painphysicianjournal.com 	 E217

Editorial

levels. It is surely a tragedy of a life broken, and of 
one taken; and it is also reflects a human tragedy of 
a larger scale, in which pecuniary cupidity is superim-
posed upon- and suppresses -the moral responsibili-
ties of humanitarian medical care. Perhaps therein lies 
the object lesson. What is needed is a more compre-
hensive paradigmatic approach to pain management; 
which entails and obtains [1] biopsychosocial assess-
ment and treatment – inclusive of both high-tech and 
low-tech approaches as necessary to effectively assess 
and treat the person-in-pain; [2] healthcare system 
reforms that  address systemic barriers to care, includ-
ing high costs, insurance limitations, and disparities in 
access to pain management services; and [3] ethical 
research and innovation, not only in diagnoses and 
interventions, but in education and training so as to 
ensure prioritization of relevant findings (viz., what 
we have referred to as “medically-based evidence” 
(21)). Taken together, such a paradigm would enable 
clinicians to gain deeper insight to the realities of 

chronic pain, and to the current palette of evaluative 
and therapeutic methods available in practice; and to 
empower patients to access and receive the care they 
require and deserve.  

Over a decade ago, Michael Schatman and I de-
fined and described what we referred to as a “crisis in 
pain care” (22,23). With no hubris intended, I think we 
were at least observant, if not prescient in many ways 
to what was yet to come. As we noted, a crisis is liter-
ally a time of change, and the negative impact of many 
such changes have been realized and felt, by individual 
patients, the field of pain medicine, and society writ-
large. We can grieve for the tragedy that has unfolded, 
or, as John Shook have opined (43) we can heed pain’s 
prescription, and rally action toward improvement.  
The reforms discussed may constitute something of a 
sea-change, yet, I believe that continued engagement 
with policy-makers, and sustained virtue in practice 
may well prove be more than mere drops in the bucket 
to initiate a much needed turning tide.

References

1.	 Thernstrom M. Chronic pain can cause 
a kind of madness. I know this person-
ally. Wall Street J. Jan 3, 2025; (available 
at: www.wsj.cvom; accessed 4. Jan. 2025)

2.	 International Association for the Study 
of Pain (IASP). Available at: www.iasp-
pain.org/publications/iasp-news/iasp-
announces-revised-definition-of-pain/; 
accessed: 4. Jan. 2025.

3.	 Trede R, Rief W, Barke A, et al. Chron-
ic pain as a symptom or a disease: The 
IASP classification of chronic pain for 
the International Classification of Dis-
eases (ICD-11). Pain 2019; 60:19-27. 

4.	 Giordano J. Pain and suffering: Körper 
and Leib, and the telos of pain care. 
Philosophy, Psychiatry, Psychol 2013; 
19:279-283.

5.	 Scarry E. The body in pain. The making 
and unmaking of the world. Oxford: Ox-
ford University Press, 1987.

6.	 Giordano J, Boswell MV. Neurobiology 
of nociception and anti-nociception. In: 
Manchikanti M. (ed) Handbook of Chron-
ic Spinal Pain Management. ASIPP Press, 
Paducah, KY 2007. {pp. ??-??}

7.	 Baliki MN, Apkarian AV. Nociception, 
pain, negative moods, and behavior se-
lection. Neuron 2015; 87:474-491.

8.	 McEwen B. Neurobiological and sys-

temic effects of chronic stress. Chronic 
Stress 2017; 1:247.

9.	 Giordano J. Pain, the patient and the 
physician: Philosophy and virtue eth-
ics in pain medicine. In: Schatman ME. 
(ed.) Ethical Issues in Chronic Pain Man-
agement. NY, Taylor-Francis 2007.{pp. 
??-??}

10.	 Giordano J, Schatman M, Höver G. Eth-
ical insights to rapprochement in pain 
care: Bringing stakeholders together in 
the best interest(s) of the patient. Pain 
Physician 2009; 12:265-275.

11.	 Themelis K, Gillett JL, Karadag P, et al. 
Mental defeat and suicidality in chronic 
pain: A prospective analysis. J Pain 2023; 
24:207902092.  

12.	 Giordano J, Abramson KD, Boswell MV. 
Pain assessment: Subjectivity, objectiv-
ity and the use of neurotechnology. Pain 
Physician 2010; 13:305-315.

13.	 Bean DJ, Dryland A, Rashid U, Tuck NL. 
The determinants and effects of chronic 
pain stigma: A mixed methods study 
and the development of a model. J Pain 
2022; 23:1749-1764.

14.	 Volkow ND, Koob GF, McLellan AT. 
Neurobiologic advances from the brain 
disease model of addiction. New-Engl 
Med Rev J 2016; 374:363-371.

15.	 Matthews AM, Fellers JC (eds.) Treating 
comorbid opioid use disorder in chronic 
pain. NY: Springer 2016.

16.	 Fisher LE, Lemka SF. Neurotechnology 
for pain. Ann Rev Biomed Engineer 2023; 
25:387-412.

17.	 Giordano J. Technology in pain medi-
cine: Research, practice, and the influ-
ence of the market. Prac Pain Manage-
ment 2008; 8;56-59.

18.	 Giordano J, Benedikter R, Boswell MV. 
Pain medicine, biotechnology and mar-
ket effects: Tools, tekne and moral re-
sponsibility. J Ethics Biol Engineer Med 
2010; 1:135-142.

19.	 Desai P, Shook JR, Giordano J. Address-
ing and managing systemic benefit, 
burden, and risk of emerging neuro-
technology. AJOB-Neurosci 2021; 12:8-11.

20.	 Odling-Smee L. Chronic pain: The 
long road to discovery. Nature 2023; 
615:782-786.

21.	 Boswell MV, Giordano J. Evidence-based 
or evidence-biased: On the need to con-
sider stakeholder values in research as-
sessment. Pain Physician 2009; 12:9-12.

22.	 Giordano J, Schatman ME. A crisis in 
chronic pain care- An ethical analysis. 
Part one: Facts, issues, and problems. 
Pain Physician 2008; 11:54-62.



Pain Physician: March/April 2025; 28:E215-E218

E218 	 www.painphysicianjournal.com

23.	 Giordano J, Schatman ME. A crisis in 
chronic pain care – An ethical analysis: 
Part three: Toward an integrative, multi-

disciplinary pain medicine built around 
the needs of the patient. Pain Physician 
2008; 11:64-73.

24.	 Giordano J, Shook JR. Heeding pain’s 
prescription. Pain Physician 2024; 27: 
49-354.


