
In this paper, we propose a constructive approach to an ethics of pain medicine that is ani-
mated by a core philosophy of medicine as specific and focal to the uniqueness of pain, the 
pain patient, and the pain clinician. This philosophy of pain medicine 1) defines the nature 
of pain, 2) recognizes the variability and subjectivity of its expression in the pain patient, 3) 
acknowledges and explicates the vulnerabilities rendered by pain, 4) describes the inher-
ent characteristics and asymmetries of the patient-clinician relationship, and 5) defines the 
ends of pain care. That these ends entail the provision of “good” care links the epistemic 
domains of pain medicine to its anthropologic focus and ethically sound conduct. 

We posit that an ethics of pain medicine should define the profession and sustain the prac-
tice. Facts establish (the need for) certain duties and rules of pain medicine. These empha-
size the duty to self and others, and an appreciation for relational asymmetries, and dic-
tates that those who enter the profession of pain medicine should be generally aligned 
with this set of core practical and ethical affirmations and duties.

To maintain contemporary relevance, rules, duties, and moral reasoning must adjust to 
changing conditions. Applied ethics shape the practice within the infrastructure of core 
rules and duties of the profession. An applied ethics of pain medicine must be pragmatic, 
and therefore, cannot rely upon, or be reduced to, a single principle or ethical system. A 
number of ethical systems (such as the use of principles, utilitarianism, casuistry, feminist/
care orientations) all have relative merit and potential limitations. We argue that the obli-
gation to recognize ethical issues, and utilize knowledge to best reflect appropriate moral 
values rests upon the clinician as a moral agent, and therefore advocate the relevance and 
importance of an agent-based virtue ethics, recognizing that virtue ethics cannot stand 
alone, but must be employed within a larger system of ethical intuition. Yet, if such a struc-
ture of normative and applied ethics is to be realized, moral consideration must guide eval-
uation of the current system of pain care, and provide direction for the development and 
implementation of therapeutically and ethically integrative pain medicine for the future.
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offering a social/public good (8,9). While it cannot be 
denied that some elements of the clinical relationship 
may be supported by social contract (10), complete 
contractual influence is not possible given the non-
discretionary nature of pain, and relative inequalities 
(of knowledge, skill, and ultimately, decisional power) 
that exist between clinician and patient. The primacy 
of the patient’s best interest is non-negotiable and es-
tablishes the foundation of the clinical relationship, 
and ultimately the individual and public trust in (pain) 
medicine, at large (11). Thus, it becomes evident that 
such anthropologic dimensions of pain care inform 
and compel the ethics of pain medicine. 

An Ethics of Pain Medicine

We posit that an ethics of pain medicine should 
define the profession and sustain the practice. While 
explication of a putative meta-ethics of pain medicine 
is beyond the scope of this paper, it is important to 
note that such a meta-ethics is needed to describe 
the nature and meaning(s) of moral terms and con-
structs, and the obligations these entail. This meta-
ethics requires a balanced cognitivist and subjectivist 
foundation. Cognitivist aspects reflect that particular 
practical and moral truths inherent to pain medicine 
as a profession are both valid and viable. However, in-
corporating these truths into the moral decisions of 
practice involves subjective valuation, reflection, and 
responses of individual clinicians as moral agents (12). 

In other words, while facts (of pain, therapeutics, 
nature of clinical practice, etc.) may be objectively 
known, how this knowledge is to be used in moral de-
cision-making and definitions of “good” (and “bad”) 
are less objective. In light of this, any attempt to con-
struct an ethics of pain medicine must clearly delineate 
what facts are essential to the objective framework 
of the profession so as to establish foundational re-
sponsibilities and duties that must be upheld in order 
to ensure its authenticity. These facts are based upon 
the most current knowledge (of pain, burdens, risks, 
and benefits of treatment, etc.), and provide practical 
truths to direct the moral affirmations of pain medi-
cine as a profession, and obligations of individual cli-
nicians in practice. 

Primary Structure: Deontic Normative 
Ethics

As Baggini and Fosl note, “…meta-ethics colors 
normative ethics” (13). Moreover, we agree with Shelly 
Kagan (14), that the distinction between normative 

Describing the nature of problems inherent to 
chronic pain care most certainly represents 
an important step toward defining what 

limitations and ethical issues confront the profession 
of pain medicine (1). The interaction of circumstances, 
agents, moral subjects, and (social, economic, and 
legal) forces in the medical environment generate 
these problems, and such forces must also be 
considered when proposing potential resolutions. If 
an ethics of chronic pain care is to be viable, it must be 
based upon fact(s), but it must be equally committed 
to core values of medicine that establish the moral 
premises upon which pain care is built (2). In this 
way, the philosophical constructs of pain care become 
consistent with, and sustained by, the goals and ends 
of medicine as both an individual and public good 
(3). 

To be sure, there are aspects of pain medicine 
that require specificity of the principal philosophic do-
mains and tasks (i.e. epistemology, anthropology, and 
ethics). In this paper, we propose a constructive ap-
proach to an ethics of pain medicine that is animated 
by a core philosophy of medicine as specific and focal 
to the uniqueness of pain, the pain patient, and the 
pain clinician. 

Importance of a Philosophy of Pain 
Medicine

A philosophy of pain medicine 1) defines the na-
ture of pain, 2) recognizes the variability and subjec-
tivity of its expression in the pain patient, 3) acknowl-
edges and explicates the vulnerabilities rendered by 
pain, 4) describes the inherent characteristics and 
asymmetries of the patient-clinician relationship, and 
5) defines the ends of pain care, both specifically, and 
as relevant to medicine, writ large (1,3,4). That these 
ends entail the provision of “good” care links the epis-
temic domains of pain medicine to its anthropologic 
focus and ethically sound conduct. 

The anthropologic basis of pain medicine is real-
ized through the provision of care — as a humanitar-
ian act — within the clinical encounter that occurs 
between clinican and patient, existing de communitas 
(in community) (5,6). At the most proximate level, this 
involves sharing common moral values of the healing 
interaction, namely that the patient seeks the clinician 
based upon the clinician’s professed knowledge, skills, 
and ability (7). More broadly, this act of profession pro-
vides an open invitation to any and all pain patients, 
and in this way, can be seen as both covenantal and 



1.	 �Entering the practice of pain medicine is discretionary and 
must reflect personal acknowledgement and adherence to 
a philosophy of pain medicine. 

2.	 �A core ethic of pain care reflects the belief that pain is 
“real.”

3.	 �This core ethic is based upon unselfishness: the 
experiences of the moral patient are always of greater 
moral importance than the motives of the moral agent.

4.	 Pain and suffering are profound harms.

5.	 �There is a moral objective and obligation to reduce the 
pain of patients: This moral standard applies equally to all 
painient individuals.

6.	 �Whatever benefits, it is wrong to deliberately produce or 
allow pain that is prolonged or severe.

7.	 �As a general rule, we should adopt the precautionary 
principle that whenever the potential for pain is uncertain 
in a living being, it should be assumed.

8.	 �There is a duty upon those caring for pain patients to 
acknowledge the facts and realities of pain as physiological 
and psychological event (and recognize co-morbid 
syndromes and conditions).

9.	 �There is a duty for those caring for pain patients to 
acknowledge the subjectivity of pain. 

10.	 �There is a duty for those who profess to be pain clinicians 
to accept the difficulties, burdens, and responsibilities of 
caring for those in pain.
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and applied ethics can be somewhat arbitrary and is 
really more of a continuum of concept and action. The 
nature of a “profession” dictates 1) the acquisition of 
specialized training, knowledge and skill(s), and 2) the 
development and use of specific constructs and rules 
(i.e. a deontic foundation) that enable self-gover-
nance and policing. This acknowledges that facts es-
tablish (the need for) certain duties and rules of pain 
medicine, and those who enter the profession of pain 
medicine must be committed to its realities, tasks, ef-
forts and duties (15,16). Table 1 lists what we feel are 
representative duties and rules, based in part upon 
the work of Richard Ryder (17), Thomas Nagel (18), 
Richard Zaner (19), and Edmund Pellegrino (20). 

The deontic nature of this approach is decidedly 
Kantian, and emphasizes the duty to self and others, 
and an appreciation for relational asymmetries (21). 
In defining the profession, such duties and rules are, 
in fact, imperative. However, to avoid being procrus-
tean they must also allow for individual embeded-
ness in history, traditions, and culture, and acknowl-
edge (a non-relativistic) pluralism (22). To be sure, to 
maintain any contemporary relevance, rules and du-
ties (and moral reasoning) must adjust to changing 
conditions (23).

Secondary Structure: Applied Ethics

 Applied ethics that shape the practice work with-
in the infrastructure of core rules and duties of the 
profession. An applied ethics of pain medicine must 
be pragmatic, and therefore, cannot rely upon, or be 
reduced to a single principle (or ethical system). Inten-
tions, actions, and consequences (in the clinical en-
vironment) are all ethically relevant (24). Hence, the 
practical agency of the pain clinician (i.e.- literally her 
agency as engaged in the provision of “good” [25]) is 
necessarily therapeutic and moral. Personal and cul-
tural values and beliefs contribute to each clinician’s 
moral compass, and therefore are instrumental in de-
termining what and why various ethical systems have 
appeal and utility in guiding the moral decisions of 
clinical practice. So while coarse-grained alignment of 
clinicians’ values and beliefs with the deontic frame-
work of pain medicine is important, the applied ethics 
of practice involves other ethical systems that are reso-
nant with individual clinicians’ moral reasoning on a 
more fine-grained level. Obviously, a number of ethi-
cal systems have relative merit in this regard (a review 
of ethical systems as relevant to pain management is 
provided by Chessa [26]). 

Of these, the use of mid-level principles (benefi-
cence, non-maleficence, respect for autonomy, justice) 
is undoubtedly one of the most familiar and widely 
used in medicine (27). Using principles within a rule-
based framework allows for some situational interpre-
tation of what principle (or order of principles) best 
meet core professional responsibilities, while accom-
modating the interpersonal relationships and issues of 
a particular case (27). However, one of the problems 
frequently encountered when using the principlist ap-
proach is the limitations of face-value reliability of the 
principles themselves (28). Often, a given principle, 
or a particular ordering of principles, can only be em-
ployed if specific constraints on situations, relations, 
and/or consequences are considered (i.e. consider-
ations ceteris paribus — all other things being equal 

Table 1. Representative duties and rules of  a normative eth-
ics of  pain medicine
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[29]). The problem is that such specifications and con-
straints are rarely possible given the diversity of situ-
ations that arise in the practice of pain medicine. This 
would seem to necessitate a moral particularism and/
or situation ethics, which while allowing more finer-
grained evaluation, might also be viewed as contra-
dictory to principlism, on the whole (30,31). 

To accommodate the specifics of individual cases 
and still frame ethical decision-making within some 
grounding framework or set of precedents, the casuis-
tic method is often employed. Casuistry — the process 
of ethical analysis in which a particular case is com-
pared to prior paradigmatic cases of similar circum-
stance — is derived from English legal practice, and 
thus, may have certain value in bridging practical eth-
ics to law (32). In this latter regard, the casuistic meth-
od is frequently used when ethics committees engage 
healthcare administrations and/or legal departments 
to resolve ethical issues or formulate policy (33). Yet, 
despite the apparent similarity of certain cases, im-
portant details very often differ, and evaluating and 
weighing these differences is critical and rarely with-
out some implicit or explicit bias. 

Casuistic decisions tend to be oriented toward 
maximizing good outcomes, and therefore, could 
be (and sometimes are) coupled with utilitarian ap-
proaches. John Baron has advocated a form of utilitar-
ianism that examines the capacity of rules and actions 
to maximize patient-centered care (34). The provision 
of such care could entail rules and acts that produce 
the greatest overall good (viz. total utilitarianism), 

or that afford good level of care averaged across the 
greatest number of patients (viz. average or welfarist 
utilitarianism). The value of this approach is that it ap-
peals to moral intuitionism, and may accommodate 
some level of commutative and distributive justice (35).
The attractiveness of these types of utilitarian models 
is that they place considerable value on human well-
being as a primary good. Still, the utilitarian approach 
is consequentialist, while consequences (particularly 
those that are good) are important, any practical, eth-
ical reasoning must also regard circumstance, agents, 
intentions, and acts/means. Toward this end, greater 
methodologic rigor may be required in the analysis, 
and process of ethical decision-making itself. 

Carol Gilligan (36) and Annette Baier (37) have 
claimed that true moral consideration and decision-
making require a deeper understanding of relational 
asymmetries and the marginalizing effects of illness 
and vulnerability. These concepts form the basis of 
feminist and care ethics, and such approaches have 
been increasingly advocated as forms of ethics that 
reflect the circumstances and contingencies of “heal-
ing-oriented” healthcare fields (38), including chronic 
pain management (39). Yet, as Julia Pedroni notes, 
while feminist and care ethics may offer sensitive, 
“other-centered” methodologies and practices, their 
utility may require definition of therapeutic boundar-
ies and the type(s) and levels of good that are appro-
priate in the clinical relationship (39) intellectual and 
moral activities that Baier states comport with, and 
require virtue (37).

Table 2. Ethical approaches addressed in text: Basic focus, scope and limitations

Some Representative Ethical Systems

•  Priniciplism: Focus upon mid-level, prima facie principles of beneficence, non-maleficence, respect for autonomy, justice

•  Utilitarianism: Seeks to provide overall or average “good”; “welfarist” orientation

•  Feminist/Care Ethics: Consideration of inequalities of position and relationship, marginalization, focus upon care

•  Casuistry: Analysis of paradigmatic prior cases as relevant

•  Communitarianism: Intentions and actions to support common values, ideals of good

Potential Limitations of  These Ethical Approaches

•  Principlist Approach: Collision/conflict between principles; how might principles be “ordered”?

•  Utilitarian Approach: Decision of what constitutes the “best fit” good, or maximal achievement of good

•  Feminist Approach: Problematic issues with therapeutic boundaries and limits within nature/scope of care

•  Casuist Approach: “Which cases, what factors?”, potential for selection and judgment bias

•  Communitarian Approach: Decision and negotiation of common value(s), ideals, and rules may subordinate individual(s) to group(s)
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The Clinician as Moral Agent

Every ethical system has potential merit and limi-
tations (see Table 2), and thorough analysis of circum-
stance, action, and consequences — taken together 
with critical self-reflection upon one’s individual 
moral compass — are vital to determine which ethi-
cal approach (or combination of approaches) may be 
most useful and meaningful. The obligation to ap-
prehend circumstance, recognize ethical issues, and 
utilize knowledge to best reflect appropriate moral 
value(s), in the end, rests upon the clinician as a moral 
agent who is insightful and responsive to the relative 
needs of pain patients and to the inter-dependence 
of knowledge, intentions, acts, and consequences. 
Even if an analytic or statistical approach is used to 
resolve clinical equipoise and ethical questions, it is 
incumbent upon the clinician to utilize the right in-
tellectual capacities, the right knowledge, and moral 
values when implementing medical decisions to effect 
the provision of good care (4). 

 It is for these reasons that we advocate the rel-
evance and importance of an agent-based ethics. Such 
agency obligates technical and intellectual compe-
tence, as well as self-understanding (of emotions, val-
ues, capabilities, and limits). It has been claimed that 
there is a strong, if not direct, relationship between 
agentic integrity and good action, such that 1) intel-
lectual skill and emotional maturity are necessary to 
comprehend and enact standards of morality (40), and 
2) different types of knowledge inform and uphold 
particular traits of character so as to accept moral re-
sponsibility and resist moral lassitude (41). These in-
grained dynamics of character – i.e. virtues — establish 
the ability for intellectual and moral discernment and 
practical sensibility, and we believe that certain intel-
lectual and moral virtues (e.g. prudence, reverence, 
benevolence, compassion, veracity, fortitude) are not 
only vital traits of the pain clinician, but are equally 
important ethical cornerstones for the sound practice 
of pain care (2,3,15). Table 3 provides a summary of 
agent-based virtue ethics, its relative advantages, and 
purported limitations.

As with any other ethical system, virtue ethics is 
not without limitation(s) or criticism(s), and we rec-
ognize that the virtues cannot (nor perhaps should 
not) be considered in isolation (Table 3) (15,42-44). 
But we reject the contention that a virtue ethics of 
pain medicine is not possible given the environment 
of contemporary society. Our premises in support of 
agent-based virtue ethics are relatively straightfor-

ward: pain is complex, the treatment of pain patients 
can be demanding, and the right and good articula-
tion of pain medicine in the current economic, legal 
and social environment can be difficult. The person 
entering the field cannot underestimate these fac-
tors, take them for granted, nor trivialize the impor-
tance of the responsibilities that these variables foster. 
Simply, we argue that certain intellectual and moral 
virtues are required of the pain clinician, to both en-
able the knowledge and skill required for therapeutic 
capacity, and to embrace core values and appropriate-
ly utilize other ethical approaches to execute moral 
agency. A more complete discussion of a virtue-based 
ethics of pain medicine, and of particular virtues that 
are important to the therapeutic and moral agency 
of the pain clinician is addressed in previous work 
(2-4,15,42-44). 

An Ethics of  Virtue
•	 Focuses upon moral character of the agent
•	� Emphasizes reliance upon intellectual and moral traits of 

character (virtues) that predispose the agent toward “good” 
(“…ways of knowing, ways of reason, ways of acting”)

•	� Intellectual virtues: theoretical knowledge, experiential 
knowledge, contextual knowledge, practical wisdom

•	� Moral virtues: reverence, benevolence, veracity, fidelity, 
intellectual honesty, courage, relative effacement of self-
interest, practical wisdom 

Advantages
•	 Recaptures ancient tradition of ethics
•	 Encourages and cultivates excellences of human character
•	 Focus upon rationality
•	� Reflects and comports Hippocratic and Oslerian ideals of  

“core traits” of the clinician
•	� Enables more modernist emphasis upon empirically-based 

articulation of knowledge and skill(s) 
•	 Compatible with other ethical systems (see text)

Limitations
•	 Non-consensus of virtues or values
•	� Requires notion of “common good” or “common moral 

framework”
•	� Potential conflict of virtue(s) with particular institutional 

system(s) of ethics, policy and/or law
•	 Problem of teaching and assessing virtue
•	� Questions of “frank necessity” of virtue(s) in principle- or 

rule-based systems

Refer to references 3, 4, 15 and 42 for a disputation of 
advantages and limitations.

Table 3. Agent-based, virtue ethics: Foundations, advan-
tages, and limitations
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