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A number of variables have contributed to the current crisis in chronic pain care and are affected by, and affect, the philosophies and politics that influence the socio-economic climate
of the American healthcare system. Thus, we posit that managing the crisis in chronic pain
care in the United States is contingent upon the development of a multi-focal healthcare
paradigm that more thoroughly enables and fortifies research, its translation (in education
and practice), and the implementation of, and support for, both the curative and healing approaches in medicine in general, and pain care specifically. These steps necessitate re-examination, if not revision of the health care system and its economics.
The ethical imperative to consider and prudently employ cutting-edge diagnostic and therapeutic technologies in pain medicine is obligatory. However, “supply side prudence” is of little value if “demand side accessibility” is lacking. Revisions to health insurance plans advocated by the in-coming administration seek to create uniformity in basic health care services
based upon re-assessment of the clinical effectiveness (versus merely cost) of treatments, including those that are “high tech.” These plans attempt to allow every patient a more complete ability to deliberatively work with physicians to access those services and resources that
maximize health functioning and goals. But even given these revisions, authentic pain care
must take into account the interactive contexts of the painient individual. The biopsychosocial
model of chronic pain management may have significant practical and ethical worth in this
regard. A system of pain treatment operating from a biopsychosocial perspective necessitates
integrative multi-disciplinarity. We propose a tiered, multi-disciplinary paradigm based upon
the differing needs of each specific patient. But establishing such a system does not guarantee access, and distribution of these services and resources requires economic support to ensure that capabilities are more broadly available (i.e., supplied), and afforded as needed and
wanted (i.e., demanded).
Toward this end, we posit the need to focus upon, and more fully integrate 1) education, 2)
multi-disciplinary care (including re-vivification of MPCs), 3) policies that allow financial subsidies that afford patients the latitude to access and utilize such expanded resources appropriately to meet identified medical needs, and 4) medico-legal initiatives and statutes that protect and enable patients and physicians. The proposed changes comport with a number of
ethical systems in that they support the basic deontic structure of the profession and allow
for a richer, more finely grained articulation of clinical and ethical responsibilities within the
scope of particular general, specialty, and sub-specialty practices.
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Introduction: Problems
Lessons

as

Object

As discussed in the first 2 papers in this series
(1,2), a number of variables have contributed to the
current crisis in chronic pain care. If we are to effect
ethically and practically meaningful outcomes from
this Decade of Pain Control and Research, it is vital to
not merely identify the variables that have instigated
this crisis, but to analyze how problems have occurred
and might be corrected — on both a paradigmatic
scale as relates to pain medicine as a profession, and
on a more immediate level that translates into the distinct realms of its constituent general, specialty, and
sub-specialty practices.
Of those factors that play a role in shaping the
current inadequacies of pain care, first and foremost is the complexity of chronic pain itself. We
must abandon those orientations that treat pain as
an object independently of the being that it affects.
Any construct of pain medicine must be built upon
an evolving understanding of pain (as physiological
and psychological event) and its manifestations in
a painient subject. This mandates 1) a continuous
investment in research to further elucidate mechanisms, effects, and the viability of various therapeutics; 2) ongoing revision of clinical methods to
reflect the most current knowledge, and 3) progressive subsidy to allow state-of-the-science techniques
and technologies to be broadly available to pain
patients.
These points speak to the second major factor,

namely that pain occurs in individuals that are embedded within the fabric of environment, society, and
culture (3), and as such are directly affected by the philosophies and politics that influence and dictate the
socio-economic climate of the healthcare system. On
the whole, the current state of pain care in the United
States has been profoundly affected by discrepancies
in resource and service access, polyglot public values,
market-based restrictions in the provision and insurance support of clinical services (4), and the litigious
nature of pain practice (Table 1).
But while a call for change is evident, the more
difficult, yet absolutely essential task at hand is to
weigh the benefits and burdens of any proposed revisions relative to proximate and more distal consequences within the healthcare system and to society
at large, and implement those changes that evoke the
most saliently beneficial (viz., most therapeutically
and morally sound) effect(s). In the main, managing
the crisis in chronic pain care in the United States is
contingent upon the development of a multi-focal
healthcare paradigm that more thoroughly enables
and fortifies research, its translation (in education and
practice), and the implementation of, and support for
both the curative and healing approaches in medicine
in general, and pain care more specifically. However,
these steps necessitate re-examination (if not revision)
of the healthcare system and its economics, and our
hope is that the problems of the past several years
serve as object lesson(s) to conduce positive change
in the future.

Table 1. Socio-economic and legal factors contributing to the current crisis in pain care in the US.
Social Factors
1.
2.
3.
4.
5.

Discrepancies in access to pain care
Demographic distribution of pain specialists and sub-specialists
Hegemony within pain medicine
Omnipresence and omnipotence of market forces
Differences in individual, and community values, and ethics

Economic Factors

1.	Relative/perceived cost(s) of high tech vs. low tech diagnostics
and therapeutics
2.	Rationing of diagnostic and treatment options by third party
carriers
3.	Market model restrictions in pain care services that promote
demand escalation
4. Inequality and inquities in insurance provision and support
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Administrative and Legal Issues

1.	Restrictions in third party claims’ allowances
2.	Discrepancies regarding “reality” and verifiability of pain and its
causes
3.	Litigious nature of pain-related cases (e.g., compensation claims,
etc.)
4.	Professional liabilities related to practice of pain medicine (e.g.,
opioid prescribing, malpractice, etc.)

For a complete discussion of these issues and problems in pain
medicine, see also: Giordano J, Schatman ME [1].
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The Value of “Low-“
Approaches

and

“High-Tech”

Edwards (5) has advocated “…the duty to do all
that can be done within the limits of current medical
knowledge and available resources to relieve…pain.”
We most assuredly agree; yet the question remains
how best to achieve these ends. For sure, the development of new biomedical techniques and technologies
is conceptually oriented toward enhancing the capabilities of medical care (6-8). Often the advances that
are most readily considered for, and/or utilized in clinical therapeutics are actually a combination of existing
and new technologies (8,9). The price of such technologies is dictated, at least partly, by the extent and costs
of time and effort(s) required for development, testing, and evaluation that are then superimposed upon
the costs of the technical elements themselves. Thus,
the categorization of particular approach as “low-” or
“high- tech” frequently reflects costs of development,
production, and cost-redemptive use, rather than the
actual sophistication of the technique(s) or technologies, per se (10). Given Edwards’ (5) invocation for
maximum effort, the ethical imperative to employ cutting-edge diagnostic and therapeutic technologies in
pain medicine almost becomes axiomatic. Yet, it must
be remembered that the underlying moral imperative
that dictates this use is the fundamental good that
is achieved and afforded through the relief of pain.
Thus, any and all such tools should not be used simply because they are new while excluding other, older,
yet still clinically viable techniques. Rather, to uphold
instrumental value toward achieving the overall good
of pain medicine, we have urged careful consideration
and prudence in determining how, why, and when any
technique or technology can and should be used in
practice (11,12).
However, such “supply side prudence” is of little
value if “demand side accessibility” is lacking once
these “high tech” tools and practices are deemed reasonable, and are in place and ready to use. The availability and use of high-technologies is often the province of specialists and sub-specialists, and even within
the scope of these practices, third party payers may
disallow pre-certification, or refuse reimbursement
of advanced diagnostic and therapeutic technologies
(13). The proposed revisions to healthcare insurance
plans advocated by Senator Obama would seek to
create uniformity in basic level of healthcare services
that is based upon re-assessment of the clinical effec-
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tiveness (versus merely cost) of treatments, including
those that are new, innovative, and have higher fixedor variable costs of adoption or use, respectively (14).
The universality of care offered by these plans does
not infer that every service will be provided to every
patient, but rather that every patient has the ability
to access those services and resources that maximize
health functioning and goals, as realistically determined through deliberative guidance provided by
his/her physician (15). This would instill a higher value
for patient agency (and autonomy, not as proactive
choice, but as the negative right to refuse particular
treatment(s) based upon relative values and goals),
and fortify the importance of active informed consent as means to address benefits, burdens, and risks
of treatments as relevant to patients bio-psychosocial
situations (16,17). These situations obviously differ
along a number of lines, and often reflect the variable demographics and circumstances of healthcare in
rural and/or urban settings.
A recent study has demonstrated that the United States faces a serious shortage of pain specialists,
which is most pronounced in rural areas (18). Accordingly, chronic pain in rural areas is treated almost exclusively by primary care physicians. Although these
providers may be aware of the empirical value of advanced technologies and novel techniques, they may
not have access to such approaches and/or their patients may not have health insurance that reimburses
these services (or any health insurance at all!). Similarly, there are large numbers of un-insured, underinsured, and indigent patients in urban areas. As a
result, many physicians, in both rural and urban areas, may feel that they have limited clinical options,
and this may force acquiescence to a “one nail, one
hammer” approach that contributes to the over-use
of some treatments (e.g., long-term and improper use
of opioids, polypharmacy, certain interventional techniques and/or technologies) and under-use of others
(i.e., both high- and low-tech) that are more clinically
appropriate (19,20).
Reinforcing this, Rollin Gallagher (21) has emphasized that “…the cognitive skills of pain medicine must
be emphasized, not the procedural skills…” urging
the need for “...careful evaluation of the patient’s full
scope of problems or the cost-effectiveness of treatment.” It may be that a combination of low- and hightech approaches is more clinically (as well as time- and
cost-) effective in ameliorating pain, and restoring
functional agency to the patient, and thereby more
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ethically sound (in terms of meeting the telic rightness
and goodness of medicine) than the use of either approach alone (10,22).

Biopsychosocial Orientation
Integrative Focus

and

But while we advocate the use of new and novel
technologies, it is critical that each and all of these implements be utilized in ways that best accommodate
the patient. Toward this end, any authentic form of
pain care must take into account the interactive contexts and effects of the painient individual and his/
her environment(s) (3,23). Undeniably, chronic pain
is perpetuated by a combination of physical, psychological, and environmental (i.e- socio-cultural) factors
(3,23,24). The biopsychosocial model of chronic pain
management is most closely associated with these domains and as such may have significant practical and
ethical worth (25). In its “real” form (i.e., as devised
and advocated by George Engel (26), versus more
“new age” iterations), the ethical value is derived
from an intellectual appreciation of the interaction
of causes and effects, and the relation of these contingencies to the moral responsibility to 1) recognize
the patient as a person consisting of embodied and
interacting systems, and 2) develop and enact good
care that reflects and acknowledges this understanding (27). This is of paramount importance, as Halstead
(28) has illustrated that any progress in medicine will
be impeded as long as parochial distinctions continue
to be drawn between “scientific” (i.e., technologically based) healthcare that focuses upon curing disease
and enhancing physiologic function, and “humanistic” healthcare that focuses on healing the person.
We concur with Halstead, believe these distinctions
to be arbitrary at best, and specious at worst, and
therefore call for a new, more complementary paradigm for treating chronic pain that eschews such “either-or” distinctions, and instead seeks to utilize the
most current techniques and technologies together
with those (older and non-technical approaches) that
have proven, sustained utility to provide both curative and healing dimensions of pain care, as needed
(29-31). Such a system of pain treatment operating
from a biopsychosocial perspective would necessitate
an integrative multidisciplinarity, with clinical collaboration focused upon treating the person-in-pain,
rather than merely pain-as-object.
As matter of fact, multidisciplinary pain care was
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somewhat de rigueur in the United States until the late
1990s (32), at which time restricted insurance funding
resulted in the absorption of multidiscplinary pain
centers (MPCs) into other hospital-based programs
(e.g., general rehabilitation), or closure due to relative
lack of profit versus operational and overhead cost(s).
Thus, while there were once over 1,000 MPCs in the
United States, the number has dwindled to approximately 200 over the past decade (32). The decrease
in multidisciplinary pain management in the United
States has occurred despite multiple meta-analyses
and systematic reviews supporting the efficacy and
cost-efficiency of this approach (33-39).
Of course, we recognize that all MPCs were not
model programs — each had limitations and many
have failed. In certain cases, these failures were due to
excessive utilization and replication of tests and procedures, the use of a regimented, non-individualized
approach to pain care, and/or a clinician employing
allied health providers (or ancillary care providers such
as massage therapists), and claiming such an enterprise
to be a multidisciplinary treatment facility. Semantics
aside, the simple inclusion of more than one clinician
does not genuinely fulfill the professional obligation
of what a “multidisciplinary pain center” purports to
do or be, and these claims border on frank misrepresentation. Hence, the abundance of insurance claims
for such bastardized forms of “multidisciplinary pain
care” became difficult, if not impossible to substantiate, and in many ways this cupidity led to both the
progressive decrement in insurance re-imbursement
of any/all multidisciplinary pain care, and the implicit
zero-sum competition that arose between clinics and
single-provider forms of pain management.
This is not to infer that all MPCs were contributory
to this trend toward self-demise. Many MPCs provided
valid, sound integrative pain care, but the aforementioned financial strains that diminished reimbursement,
coupled to other socio-economic factors that escalated
medical costs, led to pain centers being absorbed into,
or overtaken by, larger health service corporations,
or disbanded altogether (40). While the number of
multidisciplinary chronic pain management programs
in the United States has decreased, other nations are
steadily increasing the availability of multidisciplinary
treatment (41,42). Although efforts are being made to
“revive” multidisciplinary chronic pain management in
the United States, such an undertaking is likely to be
an extremely slow process due to the current economic
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milieu, governmental, private insurance, and hospital
administrative incentives for cost-containment, and a
reluctance to re-incur past errors (43,44). But if we are
to learn from the past so as to effectively and ethically
navigate this crisis, it becomes important to revise the
infrastructure and social construct of pain medicine so
as to be responsive to the needs of patients, and still be
economically and administratively sustainable (45,46).
Although Gatchel and colleagues (47) have demonstrated that multidisciplinary chronic pain programs
are less effective when selected elements of the programs are “carved out” by insurance companies or the
programs themselves (due to non-reimbursement of
group services), we opine that multidisciplinary treatment for pain can still be achieved outside the context
of a traditional comprehensive multidisciplinary program. Doing so, however, will be complicated as it involves a coordinated effort among general, specialty,
sub-specialty, and allied health practitioners, and may
require that insurance protocols be re-examined and
restructured so that healthcare professionals can provide prolonged collaborative services for which they
currently may not be reimbursed.
As attractive as such specialized, integrative, and
high-tech pain care may be, in reality the majority of
pain is addressed and managed in a primary care setting (despite the fact that limitations upon the scope
of primary care often restrict the comprehensive treatment required to manage the chronic pain) (48). This
does not reflect any distinct incapacity of primary care;
rather, we believe that the market forces that have
been imposed upon the regnant medical culture have
disenabled primary care practice, and threatened the
viability of truly integrative care of the patient with
intractable pain (49).
Frequently, it is the primary care physician who
first encounters the patient with durable and/or intractable chronic pain, and must therefore render
a diagnosis that (initially) will determine the type,
scope, and trajectory of subsequent care (whether it
be rendered within primary care setting or afforded
by specialists, sub-specialists, and/or MPCs) (50). Diagnosis and treatment of the chronic patient are difficult
even for the well-trained pain specialist, and, as Gallagher (51) has noted, “…we have only a few thousand
pain specialists…those often have fragmented training…and most primary pain care doctors have little
focused training in pain management… .”
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A Unified Approach: Steps Toward
Change
In light of this, we maintain that the problem of
chronic pain requires a more expansive paradigm of
care that conjoins the primary care physician to act
within a larger network of pain practitioners and
MPCs, and that policy must be established that recognizes the epidemiologic, social, and personal burden
of pain, and which facilitates a role for primary care in
an integrative context of specialty, sub-specialty, and
MPC-based pain medicine. Moreover, the economics
of third party reimbursement within the current system of medical care does not enable the primary care
physician to allocate the time or clinical efforts necessary to address chronic pain, nor do these economics
sustain viable resources (such as referrals to specialists,
sub-specialists, or MPCs) to provide the comprehensive
care that is required. Medico-legal and administrative
issues result from the escalating pressures to treat
such patients within a context of diminishing opportunities for the provision of, and/or referral to, more
appropriately expansive care (refer to Table 1). Thus,
for a strengthened, integrative pain medicine to be
developed, exist, and prosper, it must be empowered
by economic and administrative support.
Obviously, this calls for a sea change. Toward this
end, we propose system-wide revisions on (at least) 3
levels:
First, physicians must be more completely educated about pain. This must occur 1) during the didactic,
basic sciences component of the medical school years
as part of an expanded curriculum that incorporates
not only the scientific understanding of pain, but a
more humanistic appreciation of the nature and impact of suffering as a primary focus of medicine qua
medicine; 2) during the clinical clerkship phase of
medical education so as to expose medical students
to the realities of pain and the possibilities of pain
medicine; 3) during the residency experience of any/
all specialties that encounter pain patients within the
scope of their practice(s), and 4) throughout clinicians’
careers through the provision of ongoing continuing
education that allows integration of high-level knowledge to even the most “grass-roots” medical practice,
such that an understanding of the issues of pain, viabilities of low- and high-tech approaches to treating
pain patients, validity and limitations of particular
clinical practice(s), and networks for referral can be
established (52).
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Second, efforts must be taken to revivify MPCs,
and establish an infrastructure of pain medicine that
facilitates referral to, and maintenance of, these treatment centers (49). The general mission of this network
of pain medicine would be to provide continuity of
pain care, using an integrative, multidisciplinary approach that accommodates a broader base of medical resources to provide an enhanced capacity for
long-term treatment, management, and palliative
care, rather than the fragmentary, single practitionerbased system as is currently being utilized. In this way,
specialists, sub-specialists, and MPCs would provide
expert knowledge to, and/or implement, pain management beyond the limitations imposed upon the
primary care physician. Primary care physicians could
elect to collaborate with pain specialists, sub-specialists, and the MPC to co-manage each patient. Such
reciprocally informative and deliberative partnering
between various physicians, clinicians of the MPC, and
the patient would allow for the most erudite, patientfocused clinical equipoise, and would enable the provision of the best care. This multipartite relationship
would also reduce 1) potential compliance issues (e.g,
regarding pharmacologic use, dose escalation, and
misuse/abuse), and 2) adversarial interactions involving third-party carriers (e.g. non-substantiation of reimbursement for medical services needed) and regula-

tory agencies (e.g. legal sanctions) that have become
increasingly intimidating, and which have contributed
to under-treatment of pain via “defensive” medical
practice. In this latter regard, it is frequently issues surrounding longitudinal management of the pain patient that constitute the basis for a defensive stance.
Indeed, there are special challenges when treating the
patient who presents with co-morbidities such as depression, anxiety, psychotic and personality disorders,
substance abuse and/or addiction (53,54). But rather
than distancing such patients from the care they require, this networked model would afford resources
for information (e.g. knowledge about spectrum effects, awareness of drug interactions, tolerance, etc),
implement precautions (e.g. identification of potential liabilities, use of screening tools, etc.), provide
patient-attribute-specific treatment (e.g. employing
genomics and biomarkers to guide use of particular
pharmacologic agents, techniques, and technologies),
and monitoring/care by professional specialists (e.g.
psychiatry/psychology, addiction medicine, etc.) to focus upon the needs of each patient, as required. The
core objectives of this proposed system of comprehensive pain care are described in Table 2. The grounds
and basis for these referrals (e.g. to specialists, subspecialists, and MPCs) reflect the complexity of pain,
and the need for primary care to function coopera-

Table 2. Specific objectives of a comprehensive, integrative system of multidisciplinary pain care.
1.	Continuity and enhancement of patients’ pain care through
collaboration(s) between primary care, specialty, and subspecialty physicians
2.	Use of an integrative, multi-disciplinary approach with broadly
based medical resources with increased capacity for treatment(s)
3.	Provision of individualized pain care, based upon specific needs
of each patient
4.	Treatment that accommodates both curative and healing
paradigms
5.	Prudent use of, and access to both low- and high-tech diagnostic
and therapeutic approaches
6.	Provision, subsidy, and support of both outpatient and in-patient
pain care
7.	Outsourcing partnerships with mental health programs to
address psychiatric factors and accommodate psychological
dimensions of pain
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8.	Outreach social service and educational programs to
accommodate social and economic factors
9.	Establishment and subsidy of diagnostic and outcomes databases
at the local, state and national levels
10.	Facilitated cooperation with third party payers to support
prudent clinician-guided and patient values-based utilization of
techniques, technologies, and programs
Such a system of leveled, integrative multi-disciplinary pain care
is based upon the moral obligation to 1) acknowledge pain as a
complex, biopsychosocial spectrum disorder, and 2) recognize
and respond to the need for low- and high-tech diagnostics and
therapeutics that are focused upon both curative and healing
dimensions of personalized, patient-centered care. To articulate this
project requires legislation and policy that is directed at providing
federal and privatized economic support for research, education and
the constituent clinical practice(s) in order to maximize best use
of available knowledge, technologies, and resources. (See text for
detail.)
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tively with other medical specialties and disciplines to
provide comprehensive, effective, and ethical treatment for each person in pain.
We propose a multilevel scheme of pain care,
in which Level I management would and should be
administered within the primary care setting. Level II
care would be dedicated to those specific pain conditions that require specialty (i.e. pain physician) and/or
sub-specialty treatment(s) for ongoing management
(e.g. neurology, rheumatology, etc.), and Level III care
would be trans-disciplinary, focusing upon pain as illness, and would be the purview of the MPC.
Third, such programs must be supported, developed, and maintained in ways that reciprocally allow for 1) financial subsidies that afford patients
the latitude to appropriately access and utilize such
expanded resources to meet their identified medical
need(s), and 2) development of a system of medicolegal initiatives and statutes that protect and enable
patients and physicians within a re-established probity
of the physician-patient relationship; thereby assuaging patients’ fears of inaccessibility to care, and physicians’ fears that they will be unable to render such
care because of economic, administrative, and/or legal
restrictions. But here too, it is best to proceed with
caution, as policy that merely acknowledges the impact of pain, but does not generate economic support
for programs that are specifically designed and implemented for achieving positive therapeutic outcomes
might only serve to worsen social discord (Table 1).

Integrative Pain Care: A Proposed
Articulation
In this series of papers, we have attempted to depict the complex nature of pain, ethical complications
and difficulties that arise in the treatment of the pain
patient, a putative ethical framework for pain medicine, and the need for a re-integration of primary, specialty, sub-specialty and multidisciplinary care within a
larger context of pain care. Toward this latter goal we
offer the following suggestions:
1. The primary care physician should provide, and be
qualified (by dedication, education, training, and
experience) to guide Level I management of the
pain patient.
2. Referrals to specialists, sub-specialists, and MPCs by
the primary care physician should reflect the prudent judgment that more advanced consultation,
if not treatment, is required.
3. Policy should be in place to insure that patients re-
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turn to the primary care physician (i.e. Level I care)
following Level II or III consultation or required
treatment, unless otherwise indicated.
4. The primary care physician can elect to participate
with specialists, sub-specialists, and clinicians of
the MPC in providing continuity of care to the extent that the primary care physician feels competent and/or amenable.
5. Level III MPC care can be provided in collaboration
with referring Level I and/or II clinicians, as needed and/or desired, and represents the appropriate type and extent of care required based upon
the type, severity, and/or co-morbidity of pain and
other conditions.
We feel that our proposal cannot be static, but
must reflect a cycle of understanding and progress. Collaboration should be developed between primary care
providers, specialists, sub-specialists, and MPCs that is
guided by patient and community needs, and fostered
by local cooperation. Referrals by primary care physicians, and the treatment options that are available and
provided by specialists, sub-specialists, and within the
MPC should be individualized. Multidisciplinary pain
centers should also contribute to research databanks
that seek to inform and guide clinical diagnostics and
therapeutic outcomes. As new information is gained
from these outcomes’ findings, and other areas of
research, it must be incorporated into education and
translated into clinical practice(s) (55-57). Systems and
policies for the furtherance of such research and the
delivery of progressively advanced care must be equally fluid, and must reflect not only utilization of healthcare resources in pain medicine in ways that are right,
but the sound dedication to treating pain in ways that
fulfill healthcare’s role as a public good.

Ethical Value
These steps uphold the moral obligation to effectively and efficiently treat pain, and comport with
a number of ethical systems that describe and direct
how such moral obligations might (and should) be
enacted. We have claimed that “…the profession (of
pain medicine) must be informed by scientific knowledge that is contemporary and progressive, but it must
also be sensitive to the subjectivity of suffering, …to
apply knowledge and skill … that ideally meets each
patient’s individual medical needs…this is the basis
of medicine as tekne… that combines…skill and…art
and which is integrative … in the ideal (30).” In this
way, pain care is consistent with, and adherent to
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the epistemic, anthropologic, and ethical domains of
a core philosophy of medicine. Given that historicity
and canon sustain any philosophy, the utility of philosophical content requires balancing the practical value
and application(s) of old(er) and new(er) concepts so
as to be most contemporarily relevant. This balance,
as an operational construct of a philosophy of medicine upon which integrative pain care is built, would
therefore compel obtaining, and prudently employing
“…distinct and interactive forms of knowledge… in
ways that …become…open to the importance of, and
requirements for distinct forms, types, and perspectives of therapeutic care” (30).
The proposed paradigm of integrative pain care 1)
supports the basic deontic structure of the profession,
2) allows for a more complete articulation of clinical
and ethical responsibilities within the scope of particular general, specialty, and sub-specialty practices, and
3) upholds the value of pain care as an interpersonal
interaction that seeks to execute good acts and ends
as specifically defined by the needs of the patient, and
parameters of the clinical relationship (2,58). The participatory rules define the general framework of pain
medicine as a profession, and reinforce the role of the
clinician as a moral agent. Such agency obligates 1)
the most current understanding of pain, 2) familiarity with new techniques and technologies of pain care
(59) and 3) the ability to intuit how, why, and when to
use certain techniques and technologies. It becomes
evident that the use of various diagnostic and therapeutic options is not only based upon technical knowledge, but also reflects clinicians’ moral compass, and
use of ethical frameworks and systems to sustain and
justify the decisions made in particular cases.
It may be that certain medical specialties tend
to operate in general accordance with a given ethical orientation as “befits” the focus and specifics of
the practice. As well, particular individuals might be
intellectually and/or emotionally drawn to certain specialties because of this ethical “flavoring” as aligned
with their own moral values. We do not discount these
possibilities, however, is more likely that a number of
ethical systems are viable (and operational) within
each specialty, and therefore an integrative, multidisciplinary approach would allow for a richer, discursively ethical approach to caring for pain patients, both
individually, and as a population.
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From Philosophy

to

Policy

In serving that population, pain medicine enacts a
public good; therefore it must be accessible to those
patients who require the benefit(s) it tenders. The
proposed professional infrastructure makes available
tiered, multidisciplinary care based upon the differing
needs of each specific patient. But availability does
not guarantee access, and the distribution of these
services and resources requires healthcare policies that
provide economic support to ensure that these capabilities are more broadly available (i.e., supplied), and
accessed as needed and wanted (i.e., demanded).
Both clinicians and patients contribute to this
demand, and there is incumbent responsibility upon
clinicians to weigh the merit of low- and high-tech approaches as relative to the type of condition(s), and
bio-psychosocial status of patient(s) treated so as to
justify the supply of these resources and services to
respective patient populations. Patient demand(s) for
various high-tech services may be dictated and constrained by a number of bio-socio-economic factors,
and even in a progressive economic scheme of healthcare benefits that is responsive to patient choice, the
clinician must 1) be aware of the interplay of constraining factors that affect each patient, and 2) deliberate
with individual patients to guide their demands for
acquiring various diagnostic and therapeutic options
— not as fiscal gatekeeper, but as a morally responsible steward of knowledge. On an individual level
this requires collaboration not only with patients, but
with other healthcare professionals, case managers,
insurance providers, and hospital administrators to
ensure that treatment guidelines exist and are maintained that allow access to, and use of, various lowand high-tech approaches. However, on a public level,
guidelines and practices (if not the profession of pain
medicine at-large) must be supported by policy.
The relationships between facts and realities,
goals and ends, rules of profession and the therapeutic
and ethical instantiations of those rules in the various
practices of pain medicine have been addressed in the
present series of papers, and elsewhere (1,2,12,52,60,
61). The structure and functions of all of these components are reciprocal: philosophy prompts science and
science informs philosophy. Old and new philosophical concepts must be weighed for merit and utility in
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light of durable and changing factors within the scientific and humanistic domains in which philosophy is
applied; old(er) and new(er) techniques and technologies must be balanced on worth, and both scientific
and humanitarian orientations must be entailed in
the articulation of medicine as a practice. Ultimately,
the profession and practice are directed by guidelines,
but both must be supported by policies and economics
that enable the core philosophy to be enacted, and in
so doing promote, advance, and sustain ethical good.
In light of this, we believe that clinicians must play a
strongly contributory role in guideline and policy formation, by working together with researchers, patient
groups, hospital and insurance administrators, and law
makers. As a new administration comes to the fore, let
us hope that it is sensitive to these efforts, heeds the
problems identified and resolutions proposed, and assumes a strong role in catalyzing positive change.
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