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Introduction and an Appeal 
Pain is common, easily recognized, and largely treatable, and, despite this, pain is 
often inadequately assessed and managed in clinical practice [1-5]. Inadequately 
managed pain is a worldwide problem that leads to significant suffering, dysfunction 
and disability, loss in job productivity, and an increasing health care burden [1-3]. 
Adequate pain management is now recognized as a patient/human right [6]. 
 
An essential cause of suboptimal pain recognition, assessment, and treatment is 
inadequate education of health care practitioners. This is of particular concern 
because patients with pain are most likely to visit their primary care or general 
physicians first. In other words, we are failing to teach a large percentage of doctors 
who are the first line of patient care. The failure to do so during residency training 
has particularly notable consequences. 
 
This failure should not be attributed to the lack of guidelines or clinical and research 
studies. In fact, there are numerous guidelines and a robust body of literature on how 
pain management should be taught and implemented. For example, a detailed “core 
professional curriculum” for teaching about all aspects of pain, developed by the 
International Association for the Study of Pain (IASP), has been available for the 
past 25 years [7], with the latest (third) version published in 2005 [8]. Guidelines to 
ensure that hospital staff are adequately trained to manage acute pain were issued by 
the Joint Commission on Accreditation on Healthcare Organizations (now the Joint 
Commission) more than a decade ago [9]. Thus, inadequate pain management is 
rooted not in a lack of guidance but in the deficiencies in our current methods of pain 
education [10]. 
 

We addressed this issue in a recent publication on acute pain education and 
management [11]. In that piece, we argued that improved medical education is the 
key to solving the problem of inadequate acute pain management. Residency is the 
seminal period during which attitudes toward pain are conceived and nurtured. 
Instilling an early understanding of and empathy for pain during residency will 
greatly enhance the chances that future practitioners will be more willing and able to 
treat pain. This understanding, coupled with the knowledge and skills required for 
assessment and management of acute pain, will round out all three domains of 
medical education: cognitive, psychomotor, and affective. 
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In this article we seek to expand upon the early discussions of acute and chronic pain 
and focus on the broader area of pain education. We make the appeal that such 
education should start early into the career of the undergraduate medical student, 
whose mind is more receptive and impressionable [11]. We also believe that such 
education should be integrated in the general medical curriculum from the first 
through the final years to ensure the broadest reach possible at both the national and 
the international levels. 
 
We contrast our approach with those aimed at developing pain medicine as a 
dedicated specialty. While there is no doubt that such emphasis and approaches are 
required (and, indeed, being followed in some countries), our point is that a more 
broad-based and early introduction to pain education is likely to yield richer 
dividends. Utilizing this approach, common pain conditions can be effectively 
managed in primary or secondary health care settings, thus freeing up valuable time, 
limited manpower, and even more limited resources to manage the complex pain 
conditions at the tertiary care level. 
 
Pain Education: A Bird’s-Eye View of the Global Situation 
Recently we examined pain education from a global perspective by reviewing the 
varying degrees of information available from several developed and developing 
countries: the U.S., Canada, the United Kingdom, Finland, Australia, New Zealand, 
and India [11]. Our results showed that, despite marked variations across countries, 
the overall picture was one of inadequacy and dissatisfaction on the part of 
practitioners. For example, until recently only 3 percent of medical schools in the 
United States had any part of their curricula specifically dedicated to pain education 
[12]. In a 2009-2010 survey of 117 medical schools in the U.S. and Canada, the 
situation appeared much better: 80 percent of U.S. medical schools and 92 percent of 
Canadian medical schools required at least one pain session in their curricula. The 
actual content, style, and format of the education, however, were found to be 
“limited, variable, and often fragmentary” [13]. On closer scrutiny it was discerned 
that many topics of the IASP core curriculum were not even addressed [13]. Findings 
with similar results have been reported from Finland, Australia, and New Zealand, 
and the United Kingdom [14-17]. 
 

The recently published results of a comprehensive survey conducted by the Special 
Interest Group on Pain Education of the British Pain Society are eye-opening [18]. In 
this survey of 19 higher education institutions affiliated with 11 universities offering 
108 undergraduate programs in a wide range of medical and related disciplines 
across the U.K., it was found that pain education comprised less than 1 percent of the 
university-based teaching for health care professionals. The average pain-related 
content comprised only 12 hours. Of note, more coverage of pain-related topics was 
provided in physiotherapy and veterinary science programs than in medical science. 
Only 11 programs (less than 15 percent) offered a specific pain teaching module. 
The original report finally concluded that “the amount of pain education in the 
curricula of healthcare professionals is woefully inadequate given the burden of pain 
in the general population in the UK” [17]. 
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The emphasis on integrating pain education into the medical school curriculum has 
been studied significantly less in developing countries than in the developed world. 
In a recent preliminary, impression-based survey of medical centers, one each from 7 
developing countries (India, China, Indonesia, Philippines, Thailand, Nigeria, and 
Guatemala), it was felt by all respondents but those in Thailand that there was “no” 
or “some” availability of education in acute pain management in medical, nursing, or 
pharmacy schools [19]. Pain was felt to be adequately managed in only 30 to 50 
percent of patients. Indeed, all respondents agreed that “pain control is not given 
priority.” Of note, “concerns about addiction (even for Acute Pain)” was mentioned 
as a barrier to opioid use in severe acute pain management [19]. Additionally, the 
IASP conducted a survey in its chapters in the developing countries in 2005 [20]. 
More than 90 percent of the respondents agreed that pain recognition and 
management was a significant issue in their populations. Furthermore, results from 
the survey revealed that, although up to 50 percent of respondents had, as 
undergraduates, attended formal courses relating to pain, more than 90 percent stated 
that the level of education they received was not sufficient to cover their needs at the 
time they entered clinical practice. 
 
Ways Forward: Learning Lessons from Existing and Innovative Programs 
The most desirable way to advance pain education is to encourage its integration in 
the regular medical school curriculum. Some institutions have begun to do this, 
although in most situations there is a lack of coordination between the preclinical and 
clinical curricula [21, 22]. Pain as a topic is often relegated to brief lectures or 
seminars at most institutions. There are several reasons for this, including attitudes of 
the program administrators but also the real constraint on time in an ever-expanding 
medical curriculum that forces prioritization of themes and topics to be covered 
during medical school. 
 
Despite these limitations, it is encouraging that even brief study can still produce 
positive effects. Even a 6-hour course for first-year medical students that combined 
written materials on behavioral, social, and biological aspects of pain with clinical 
observations of an acute and chronic pain treatment team produced a greater 
recognition of pain as a real and complex entity and a stronger belief that working 
with pain patients is rewarding [23]. 
 
When even less time is available, the role of bedside instruction assumes particular 
significance. For example, fourth-year medical students randomly assigned to a 1-
hour lecture on regional anesthesia plus a 1-hour bedside teaching session scored 
significantly better on an objective structured clinical examination than those 
assigned to a 2-hour classroom-based structured course alone [24]. A recent report 
from the Johns Hopkins University School of Medicine demonstrated the utility and 
feasibility of a short (18 hours over 4 consecutive days) pain education program for 
first-year medical students. This program combined core curriculum knowledge on 
pain with affective and attitudinal development in an innovative way [25]. The 
program consisted of 4 didactic lectures, 3 learning “labs,” 3 team-based learning 
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exercises, and 3 small-group teaching sessions. Overall, the students gave positive 
feedback on their training and expressed enhanced interest in pain medicine. 
 
In Canada, the University of Toronto Centre for the Study of Pain has offered an 
interfaculty, interprofessional pain curriculum (IPC) since 2002 [26, 27]. In this 5-
day offering, a 20-hour integrated pain course was provided by six health science 
departments—dentistry, medicine, nursing, pharmacy, physical therapy, and 
occupational therapy—to some of their second- or third-year students. Evaluation of 
the program revealed that it not only produced significant improvements in pain 
knowledge and beliefs, but also generated a high degree of student satisfaction with 
both the process and content of teaching [26]. Recently, the same group published on 
an interactive multimedia pain education program focusing on cognitive (knowledge-
based) as well as reflective (affective, experiential, and attitudinal) aspects of pain 
evaluation and management [28]. 
 
The Developing Countries Working Group of the IASP has been supporting several 
educational initiatives specifically for developing countries for a decade now by 
giving grants for educational programs (74 grants to members from 34 countries) and 
establishing clinical training centers [29]. 
 
Conclusion 
A recent editorial by John D. Loeser, MD, former president and founding member of 
the IASP, identified “inadequate education of primary care providers about pain and 
how to treat it” as one of five major crises in pain management today [30]. To 
effectively address this problem, basic pain education should be made a mandatory 
and integral part of medical school curricula in developed and developing countries 
alike. A small but growing number of such educational efforts are taking place, 
mostly in developed countries, as briefly reviewed above. Now is the time to 
rigorously evaluate these programs to probe their effectiveness [31] and expand upon 
their evidence base so it can be effectively used in political and advocacy campaigns 
to further expand pain education offerings worldwide. As a recent editorial put it 
[32], “education…education…education” in the area of pain should be our motto 
now. 
 
References 

1. Stewart WF, Ricci JA, Chee E, Morganstein D, Lipton R. Lost productive 
time and cost due to common pain conditions in the US workforce. JAMA. 
2003;290(18):2443-2454. 

2. Breivik H, Collett B, Ventafridda V, Cohen R, Gallacher D. Survey of 
chronic pain in Europe: prevalence, impact on daily life, and treatment. Eur J 
Pain. 2006;10(4):287-333. 

3. McDermott AM, Toelle TR, Rowbotham DJ, Schaefer CP, Dukes EM. The 
burdens of neuropathic pain: results from a cross-sectional survey. Eur J 
Pain. 2006;10(2):127-135. 

4. Blyth FM, March LM, Brnabic AJ, Jorm LR, Williamson M, Cousins MJ. 
Chronic pain in Australia: a prevalence study. Pain. 2001;89(2-3):127-134. 

 Virtual Mentor, May 2013—Vol 15 www.virtualmentor.org 424 



5. Apfelbaum JL, Chen C, Mehta SS, Gan TJ. Postoperative pain experience: 
results from a national survey suggest postoperative pain continues to be 
undermanaged. Anesth Analg. 2003;97(2):534-540. 

6. Brennan F, Carr DB, Cousins M. Pain management: a fundamental human 
right. Anesth Analg. 2007;105(1):205-221. 

7. Pilowsky I. An outline curriculum on pain for medical schools. Pain. 
1988;33(1):1-2. 

8. International Association for the Study of Pain (IASP). Core Curriculum for 
Professional Education in Pain. Charlton JE, ed. 3rd ed. Seattle, WA: IASP 
Press; 2005. http://www.iasp-
pain.org/AM/Template.cfm?Section=Core_Curriculum_Chapters&Template
=/CM/ContentDisplay.cfm&ContentFileID=49. Accessed April 19, 2013. 

9. Phillips DM. JCAHO pain management standards are unveiled. Joint 
Commission on Accreditation of Healthcare Organizations. JAMA. 
2000;284(4):428-429. 

10. Max MB. Improving outcomes of analgesic treatment: is education enough? 
Ann Intern Med. 1990;113(11):885-889. 

11. Vadivelu N, Mitra S, Hines R, Elia M, Rosenquist RW. Acute pain in 
undergraduate medical education: an unfinished chapter! Pain Pract. 
2012;12(8):663-671. 

12. Heavner JE. Teaching pain management to medical students. Pain Pract. 
2009;9(2):85. 

13. Mezei L, Murinson BB; Johns Hopkins Pain Curriculum Development Team. 
Pain education in North American medical schools. J Pain. 
2011;12(12):1199-1208. 

14. Poyhia R, Kalso E. Pain related undergraduate teaching in medical faculties 
in Finland. Pain. 1999;79(2-3):121-125. 

15. Macintyre PE, Scott DA, Schug SA, Visser EJ, Walker SM. Acute Pain 
Management: Scientific Evidence. 3rd ed. Melbourne: Australian and New 
Zealand College of Anaesthetists (ANZCA) and Faculty of Pain Medicine; 
2010. http://www.anzca.edu.au/resources/college-
publications/pdfs/Acute%20Pain%20Management/books-and-
publications/acutepain.pdf. Accessed April 19, 2013. 

16. Watt-Watson J, McGillion M, Hunter J, et al. A survey of prelicensure pain 
curricula in health science faculties in Canadian Universities. Pain Res 
Manage. 2009;14(6):439-444. 

17. Briggs E, Whittaker M, Carr E; Pain Education Special Interest Group of the 
British Pain Society. Survey of Undergraduate Pain Curricula for Healthcare 
Professionals in the United Kingdom. London: The British Pain Society; 
2009. 
http://www.britishpainsociety.org/members_sig_edu_short_report_survey.pdf
. Accessed April 19, 2013. 

18. Briggs EV, Carr EC, Whittaker MS. Survey of undergraduate pain curricula 
for healthcare professionals in the United Kingdom. Eur J Pain. 
2011;15(8):789-795. 

 www.virtualmentor.org Virtual Mentor, May 2013—Vol 15 425 

http://www.virtualmentor.org/


19. Vijayan R. Managing acute pain in the developing world. Pain Clinical 
Updates. 2011;19(3):1-7. http://www.iasp-
pain.org/AM/AMTemplate.cfm?Section=HOME&CONTENTID=15077&TE
MPLATE=/CM/ContentDisplay.cfm&SECTION=HOME. Accessed January 
17, 2013. 

20. Bond M, Acuna Mourin M, Barros N, et al. Education and training for pain 
management in developing countries: a report by the IASP Developing 
Countries Taskforce. Seattle: IASP Press; 2007. http://www.iasp-
pain.org/AM/Template.cfm?Section=Home%26Template=/CM/ContentDispl
ay.cfm%26ContentID=4982. Accessed April 19, 2013. 

21. Vadivelu N, Kombo N, Hines RL. The urgent need for pain management 
training. Acad Med. 2009;84(4):408. 

22. Sloan PA, Plymale M, LaFountain P, Johnson M, Snapp J, Sloan DA. 
Equipping medical students to manage cancer pain: a comparison of three 
educational methods. J Pain Symptom Manage. 2004;27(4):333-342. 

23. Wilson JF, Brockopp GW, Kryst S, Steger H, Witt WO. Medical students’ 
attitudes towards pain before and after a brief course on pain. Pain. 
1992;50(3);251-256. 

24. Hanna M, Donnelly MB, Montgomery CL, Sloan PA. Perioperative pain 
management education: A short structured regional anesthesia course 
compared with traditional teaching among medical students. Reg Anesth Pain 
Med. 2005;30(6):523-528. 

25. Murinson BB, Nenortas E, Mayer RS, et al. A new program in pain medicine 
for medical students: integrating core curriculum knowledge with emotional 
and reflective development. Pain Med. 2011;12(2):186-195. 

26. Watt-Watson J, Hunter J, Pennefather P, et al. An integrated undergraduate 
pain curriculum, based on IASP curricula, for six health science faculties. 
Pain. 2004;110(1-2):140-148. 

27. Hunter J, Watt-Watson J, McGillion M, et al. An interfaculty pain 
curriculum: lessons learned from six years experience. Pain. 2008;140(1):74-
86. 

28. Lax L, Watt-Watson J, Lui M, et al. Innovation and design of a web-based 
pain education interprofessional resource. Pain Res Manag. 2011;16(6):427-
432. 

29. Bond M. A decade of improvement in pain education and clinical practice in 
developing countries: IASP initiatives. Br J Pain. 2012;6(2):81-84. 

30. Loeser JD. Five crises in pain management. Pain Clinical Updates. 
2012;19(3):111-116. http://www.iasp-
pain.org/AM/AMTemplate.cfm?Section=Home,Home&CONTENTID=1569
8&TEMPLATE=/CM/ContentDisplay.cfm&SECTION=Home,Home. 
Accessed April 19, 2013. 

31. Briggs E. Evaluating the impact of pain education: how do we know we have 
made a difference? Br J Pain. 2012;6(2):85-91. 

32. Briggs E. “Education…education…education.” Br J Pain. 2012;6(2):52-53. 
 

 Virtual Mentor, May 2013—Vol 15 www.virtualmentor.org 426 



Nalini Vadivelu, MD, is an associate professor of anesthesiology in the Department 
of Anesthesiology at Yale University. She is certified by the American Board of 
Anesthesiology and has completed an accredited pain fellowship at Memorial Sloan 
Kettering Cancer Center in New York. Her educational and research interests are in 
pain management. She is the editor of five textbooks in the field of pain management 
and has patents in airway devices in several countries. 
 
Sukanya Mitra, MD, MAMS, is a professor of anesthesiology in the Department of 
Anaesthesia and Intensive Care at the Government Medical College and Hospital in 
Chandigarh, India. She has been the recipient of a pain research fellowship at Yale 
University, the Rukmani Pandit Award, Kop’s Award, and a scholarship from the 
Indian Society of Anaesthesiologists and the World Federation of Societies of 
Anaesthesiologists. Her chief interests are acute and chronic pain management, 
including labor analgesia and cancer pain management, and pain education. 
 
Roberta L. Hines, MD, is Nicholas M. Greene Professor of Anesthesiology and chair 
of the anesthesiology department at Yale University in New Haven, Connecticut. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The viewpoints expressed on this site are those of the authors and do not necessarily 
reflect the views and policies of the AMA. 
 
Copyright 2013 American Medical Association. All rights reserved. 

 www.virtualmentor.org Virtual Mentor, May 2013—Vol 15 427 

http://www.virtualmentor.org/

