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Essay

Pain as an object of research, 
treatment, and decision-making

Lise Kirstine Gormsen

Danish Pain Research Center, Aarhus University Hospital
lise.gormsen@ki.au.dk

Gormsen, L.K. (2010). Pain as an object of research, treatment, and decision-ma-
king. Tidsskrift for Forskning i Sygdom og Samfund, nr. 13, 25-32.

This essay is a reflection on my professional norms when I do pain research, treat 
pain patients, and communicate with the social system. Being both a medical doc-
tor and a clinical researcher, I daily have to combine what I see as arbitrary ratio-
nalities in my approach to pain. The reason is that pain research is often condu-
cted within a theoretical framework that mainly understands pain as a physical or 
biomedical phenomenon even though a broader and more precise perspective on 
pain exists - and is often used when physicians treat patients. It is of interest to see 
how easily doctors use different concepts of pain when they conduct biomedical 
research with advanced equipment and standardized tools with one hand, and 
with the other hand talk to patients, trying to focus on their needs and helping 
them cope with their pain using a very broad perceptive of pain. This dilemma of 
acting both as a researcher and a clinical doctor is not often discussed or reflected 
upon by doctors. An explanation could be the focus on productivity and efficiency 
that rules the everyday life of most doctors as opposed to a focus on reflection, 
concepts, and values in pain medicine. The focus of this essay is therefore to de-
scribe, reflect, and elaborate on the differences of pain as an object of research, 
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treatment, and decision-making. In other words, to reflect upon the ambiguous 
practice doctors engage in when doing pain research and treating chronic pain 
patients. Furthermore, this essay may contribute to our understanding of why 
decisions on eligibility in the social system are made without adequate documen-
tation of patients’ chronic pain conditions.

When a person is unable to work because of chronic pain, the social system is 
contacted for economic and social support. The entitlement decision is divided 
between different fields of expertise with different views on the condition. The 
social worker, who acts as a gatekeeper, gathers information from experts in or-
der to determine the entitlement and make the final decision. In general, the idea 
behind this practice is a very broad perspective on chronic pain including social, 
psychological, and biomedical elements. Doctors and pain experts share the same 
view to some extent; however, the social worker often requests strong biomedi-
cal evidence of a condition from the experts because their documentation tools 
favor objective measures. In other words, the broad perspective does not have the 
same legitimacy as the traditional biomedical view of pain among social work-
ers administering public services (Østergaard 2005, 2009; Mik-Meyer, 2003). The 
basic problem is that this evidence is obtained through biomedical methods, and 
these objective methods can in many cases not adequately describe and explain 
the painful condition. Certain pain types, e.g., musculoskeletal pain, as seen in 
fibromyalgia, are not easily captured by standardized biomedical methods. Pa-
tients with fibromyalgia are undoubtedly suffering from pain, but there are no 
clear objective measures, and therefore the disorder is often described by health 
care professionals and social workers from a broad perspective including psycho-
logical and sociological as well as biological parameters. Nevertheless, the prob-
lem with approaching chronic - often also contested - pain from a broad perspec-
tive that is not rooted in biomedicine is that it is difficult to operationalize when 
studying pain and deciding the eligibility to social support, treatments, and other 
health care benefits for the pain patient. The weakness of this approach is that it 
does not lead to clear answers, and, in the case of chronic pain patients, they may 
therefore be seen as malingering. In other words, their conditions are described in 
terms that may not fully reflect the type of pain they suffer from. 

To exemplify my point I will shortly outline my different practices. �������� As a re-
searcher I have conducted a project that measured pain, anxiety, and depression 
in patients with fibromyalgia (Gormsen, 2009, 2010). The pain was assessed by 
measuring pain thresholds to pressure and cold (Ahles et al., 1991; Gormsen, 2004; 
Arnold et al., 2008). The pain thresholds were measured on the skin with a small 
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pressure device. The patients had to identify when they felt pain and when they 
could not tolerate more pain. The patients were also asked to put their hand into a 
cold water bath until they reached their tolerance limit. Our hypothesis was that 
patients with fibromyalgia have higher depression and anxiety scores and lower 
pain thresholds than healthy volunteers because pain, anxiety, and depression af-
fect the same neurotransmitter systems; pain may thus cause depression and anxi-
ety, and depression may cause pain and low pain thresholds. Fig. 1 (McMahon & 
Koltzenburg, 2006) illustrates the complexity and interactions that shape the pain 
experience. 

After the experiment I informed the patients about the results. Patients with 
fibromyalgia often have low pain thresholds, although still within the normal 
range, and high scores on depression and anxiety, without having a diagnosis of 
depression or anxiety. Afterwards, I focused on how the patients live and cope 
with their pain. One patient explained that it hurt continuously and she wished it 
would go away. She had, however, adjusted her life in such a way that she could 
function with her part-time job and family. The pain intensity was unchanged, 
but she had managed to integrate it into her life and she felt much better than 
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before. She often felt, however, that she could not fulfil her ambitions as a mother 
and wife. For example, she could not pick her children up when they were crying 
because of the pain, and she was often too tired to engage in sexual activity with 
her husband. Furthermore, her main hobby was dancing, but the pain had taken 
that away from her. She had lost this part of her identity and social life. We then 
discussed the possible treatments of her pain. Medical treatment is a possibility, 
but that had not worked for her before, so non-pharmacological treatments includ-
ing moderate excise, deep relaxation, and self-hypnosis were suggested. The latter 
are still seen as alternative treatments by the medical profession; however, more 
studies on these treatments are ongoing. As for her identity and social isolation, I 
explained to her that being active physically, sexually, and socially, for example by 
dancing, may ease the pain. She agreed to think about my suggestions.

The following morning I got a telephone call from the patient’s social worker 
who had the patient in her office. The patient claimed that I had measured and 
verified her pain. I confirmed that the patient had participated in the study and re-
peated the results. The social worker asked if I were saying that she had a normal 
test. I tried to explain the theoretical framework. The social worker was friendly 
and said that she understood what I meant, but it would be very helpful if I had 
some test results that could place our client outside the normal range or some-
thing else that could verify her pain. I replied that no such test exists, but what 
I could do was a write a letter stating the test results and describing the theory 
about fibromyalgia, which supported that the patient had fibromyalgia, not a men-
tal disorder, and that she was in fact in pain. 

The basic problem is that multifaceted pain concepts are in play in the pain 
field. When I am doing research, it is based on a biomedical idea of pain with a 
positivistic approach to pain where objective natural science methods are used for 
human beings. This perspective includes broad perspectives on pain, also taking 
into account helplessness, frustration, anxiety, depression, etc. in the patient (Fig. 
1), but it is converted into a simple experimental setting of measuring pain thresh-
olds. In this way, the research project holds two biomedical ideas of pain. First, the 
broad biomedical idea illustrated in Fig. 1 including the psychological elements 
anxiety and depression, and then the simple biomedical or physical idea where 
Fig. 1 is operationalized into pain thresholds. Furthermore, when I am working 
as a pain doctor, the doctor-patient consultation represents a very broad idea of 
pain that focuses not only on the physical elements, but also embraces concepts of 
identity, social relations, and isolation. I focus on how the patients cope and live 
with the pain to find a way for the patients to gain control of their life and pain. I 
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also suggest different self-help treatments as a supplement to the traditional treat-
ments, e.g., self-hypnosis or learning to strengthen the perception of their identity 
and breaking their social isolation, for example by resuming previous physical ac-
tivities. This indicates that pain is not only a physical object, but also a mental and 
a social object influenced by biological, psychological, and social factors. Finally, 
in the communication between doctors and social workers, the physical idea of 
pain is often represented by pain thresholds even though both parties know and 
accept that there is more to pain than the physical part such as psychological and 
sociological parameters. 

This essay’s argument is that the demand for objective measurements by the 
scientific societies and the social system gives rise to negative views on and treat-
ment options for chronic pain patients with contested diagnoses. In consequence, 
we may end up meeting suffering people with mistrust and disrespect. Therefore, 
the study of pain should not be reduced to a biomedical measure if it should be 
used in a clinical setting as a basis for treatment, and, further along this line, as a 
basis for social workers’ decision on whether or not a person is disabled enough 
to receive a public service. Any successful pain treatment relies on a dialogue be-
tween the doctor, the social system, and the patient, and any intervention should 
therefore include an understanding of the patient’s self-perception of his or her 
pain. 

Having a medical science that disregards supplementary information about the 
carriers of the phenomenon and its setting may mean that researchers and doctors 
lose sight of the phenomenon they are trying to study and treat. Biomedical sci-
ence is certainly essential for developing new drugs and methods for treatment, 
but if it shall continue to play a dominant role in treating pain, the discipline 
would benefit from paying more attention to what constitutes and generates pain 
by including a broader - and more precise - perspective on pain. This point has 
consequences for the treatment of these patients. If we only have a physical per-
spective on pain, we may forget that not only medical treatment is essential for 
chronic pain patients. 

The broad perspective is, however, difficult to operationalize and document, 
although it would lead to a better understanding of chronic pain patients in the 
social system. This is an old and debated problem: How the humanities legitimate 
themselves compared to natural science. From my perspective, the debate is not 
useful because no contradiction exists (Kvale, 2004). All methods of describing the 
world have pros and cons and therefore both perspectives should be represented. 
The reason is that using only the physical idea of pain for decision-making in the 
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social system may result in wrong decisions. First, it may give rise to inequality 
compared with other patient groups, e.g., patients with multiple sclerosis (Øster-
gaard, 2009), and second, a whole patient group could mistakenly be dismissed as 
malingering, which may lead to a worsening of the patient’s psychological and so-
ciological situation. We therefore need to have a broad perspective on pain as well 
as the biomedical approach, but the biomedical understanding of pain should be 
restrained because we deal with physical and mental processes of human beings 
that are imbedded in a complex environment. 

Pain ��������������������������������������������������������������������������������reflects the body’s ability to tolerate irritation, which also includes the psy-
chological and social mechanisms controlling the sensitivity to irritation. Pain is 
thus a matter of both pure physiology, represented by the biomedical view, as 
well as pure psychology, i.e., a system of cognitive and emotional relations and 
social identity regulated by differences and similarities in identity, social class, 
perceptions of legitimacy, and material bases of living. Pain is also a sociocultural 
phenomenon that is bound to local contexts and different cultures even though 
it is a universally known experience (Kleinman et al., 1992). On this basis it has 
been discussed by Kleinman (1992) and Jackson (1994) and others that a person is 
embodied with affective, emotional, and social responses, which means that pain 
is not only a physical sensation but also an emotion in a social context. 

Methods that can grasp a broader, and thus more precise, perspective would 
be a phenomenological approach where the person’s perceptions are central (e.g., 
Honkasalo, 2000) or a hermeneutic approach that focuses on an interactive level. 
However, these approaches cannot stand alone. They have to be integrated in bio-
medicine, e.g., by method triangulation or by integrating different views on pain 
in the discussion and perspective sections of biomedical research. This is in this 
perspective necessary even though difficult since both biomedicine and the hu-
manities often are reluctant to compromise with their research methods for the 
purpose of integrating different views of pain in pain research. 

Conclusion
Pain is a context-dependent physical, social, and mental phenomenon. Biomedi-
cal researchers often see pain as a physical object, and as such investigate it with 
biomedical methods. This perception is inaccurate as regards the essence of pain, 
and the misconception leads to a clinical pain medicine that does not capture 
the phenomenon it is studying and treating. This is the reason why doctors in 
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contrast to researchers use a broader perspective on pain when treating chronic 
pain patients. By recognizing this, pain medicine is in a position to develop a re-
search tradition that integrates different views and methods in pain medicine that 
will benefit the patient treatment and views of chronic pain patients in the social 
system and general public. Pain as an object of research, treatment, and decision-
making reminds us that medicine and the problems it deals with have a special 
character. The philosopher Pellegrino described this special character of the field 
very precisely when he wrote that medicine is: ‘The most human of sciences and 
the most scientific of humanities’ (Pellegrino, 1979).
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