
Virtual Mentor  
American Medical Association Journal of Ethics 
May 2013, Volume 15, Number 5: 430-433. 
 
JOURNAL DISCUSSION 
Physicians’ Responsibility to Understand Patients’ Pain 
Robert Learch, DO, and Jeremy Cumberledge, MD 
 
Crowley-Matoka M, Saha S, Dobscha SK, et al. Problems of quality and equity 
in pain management. Pain Med. 2009;10(7):1312-1324. 
 
Pain has risen to epidemic levels in the United States, and how we as physicians 
manage it best has become a widely debated issue. More than 100 million American 
adults suffer from chronic pain [1], the financial implications of which are 
astounding. It is estimated that the direct cost of pain treatment is around $300 
billion dollars annually. That is more than treatment for cancer and diabetes 
combined [2]. Joint pain alone is responsible for 12.5 million emergency department 
and clinic visits annually [1]. While pain management has become an issue that 
physicians deal with on a daily basis, there is not yet consensus on how best to 
address it. In “Problems of Quality and Equity in Pain Management,” Crowley-
Matoka et al. identify three elements of biomedical culture that contribute to the 
current problems in managing pain: (1) mind-body dualism; (2) a distinction between 
disease and illness; and (3) bias toward cure rather than care [3]. 
 
The principle of mind-body dualismviewing body and mind as being separate [4, 
5]as well as the  favoring of objective over subjective data are certainly pervasive 
and cause damaging inequities in our current medical culture. The situation stems, in 
large part, from an unclear understanding of the pathophysiology of pain and how 
social, cultural, and psychological factors affect it. The authors note that mind-body 
dualism may be at least partly responsible for the fundamental structure of modern 
medical knowledgediseases of the mind and body are taught separately in the 
classroom and treated individually in the clinical setting. The current biomedical 
model inclines physicians to label the easily measurable findings related to pain as 
“real” and to treat them more proactively. Alternatively, in the absence of objective 
findings, physicians are more likely to doubt the authenticity of reported pain and the 
potential for lack of proper treatment increases. The nature of pain involves both 
mind and body. 
 
There are some signs that point to change from the classic biomedical model of 
medicine to a biopsychosocial model with increased use of psychotropic 
medications, specifically antidepressants and atypical antipsychotics [6, 7]. It is not 
outside the realm of possibility that improvements such as these could correlate with 
advances in the awareness and treatment of chronic pain as we learn more about how 
pain uniquely affects both the mind and body together, and not at all separately. 
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The contrast between disease and illness implies a separation of the two, as though 
they reside at opposite ends of a continuum. Crowley-Matoka and colleagues note 
that it is easy for physicians to identify diseases, represented by a collection of exam 
findings, lab results, and other tangible objective information. Patients, however, 
experience “illness,” which is not limited to objective findings but encompasses 
psychosocial effects of being unwell in the setting of a patient’s culture. It is the 
summation of these factors that ultimately affects their lives, manifested as pain or 
any number of physical or mental ills. The disease model of medicine is insufficient 
because it places an inappropriately high value on classic presentations of particular 
diseases. When the patient fits the criteria for diagnosis, they are enthusiastically 
treated, and physicians are satisfied by a job well done. Conversely, patients who do 
not precisely fit a discrete syndrome may be inadequately treated or disregarded 
completely. Correcting the “disease-vs.-illness” approach involves understanding 
patients as a whole, and not just diagnosing and treating their disease or pain. This 
understanding comes at a cost, however, since physicians must overcome the 
tendency to view patients in pain or with atypical presentation of illness as 
frustrating or difficult [8, 9]. Instead they must commit themselves to considering 
and understanding the often unpleasant social situations of their patients. 
 
The bias toward cure and away from care can also be viewed as a continuum, the 
pendulum having swung far toward cure with rapid advances in biotechnology and in 
the availability of novel treatments for a number of ailments [10, 11]. Pain 
management lags behind other treatable ailments in this sense. Opioids have become 
a mainstay in the treatment of chronic pain, though the data is severely lacking to 
guide our management [12]. We tend to focus on “curing” and yet we know little 
about how to diagnose pain and have comparatively few tools to manage it. Before 
there were treatments for many diseases, a culture of caring for patients prevailed 
because there frankly was no way to cure them. With the advent of these curative 
measures, physicians are now pushed to be efficient in “curing” and often are not 
able to spend the time required to understand their patients’ situations and diagnoses 
[13]. We assert that if chronic pain cannot be cured, we must at least seek to care for 
patients in the same way we did before so many “cures” came along. 
 
Crowley-Matoka et al. report that the characteristics of modern biomedicine manifest 
themselves in inadequacies in three phases of clinical pain management. First, the 
communication of pain between patients and physicians may suffer because of the 
current model. The fact that complex illnesses like chronic pain syndromes cannot be 
easily measured or classified may result in physician reluctance to address them. 
When social or cultural differences are present, the communication breaks down 
further. Physicians can view pain management as frustrating or difficult, which may 
limit their commitment of time and effort to communicating with these patients [3]. 
 
Assessment and management of pain are flawed under the current biomedical model, 
and this error has significant social and cultural ramifications. Physicians and 
patients commonly identify with very different culture groups. Though some group 
overlap may exist, membership related to socioeconomic status, education, and 
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ethnicity often does not. Our inability or potential unwillingness to recognize that a 
patient’s illness occurs within social context can lead to mislabeling difficulties in 
treatment as misunderstandings with the patients themselves [3]. The harsh reality is 
that mislabeling these problems can affect the quality of medical care. Recognizing 
this should call us to reflect and introspect about how we as individual physicians 
approach patients from different cultures, ethnicities, and socioeconomic 
backgrounds. 
 
We agree with Crowley-Matoka et al. that there is a weakness in the current 
biomedical culture and there are a number of factors that contribute to our problems. 
These factors may include, but are not limited to, our patients’ personal or cultural 
views toward illness, the business of health care under which we all operate, and our 
own personal opinions about the ideal of health and wellness. As the leaders in the 
health care arena and the “healers” of our day, physicians must take the reins to 
ensure equity for our patients’ sake. If we can begin to analyze our actions and 
motives and honestly assess how we approach these patients, perhaps we will drive 
the transformation of our biomedical culture. Individuals can navigate between 
cultures and cultures themselves can change over time [14]. It is past time for a shift 
towards a biopsychosocial orientation to pain, and we are the physicians who are 
called to see that through. 
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