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Pain is a global epidemic and in America is considered the fifth
vital sign. It causes significant suffering and disability, and pain
contributes to massively increased healthcare costs. Effective pain
management is an important outcome and quality measure.
Based on the duration and likely etiology of pain, we subdivided
it into acute pain, which included acute post-operative pain, chronic
pain, and cancer related pain. The exact mechanisms for pain and the
risk of chronicity are still under investigation.
We as Anesthesiologists are the first-line experts to treat postoperative pain in the hospital and ambulatory setting, but virtually all
healthcare professionals encounter patients with pain. Of note, these
clinicians’ education in pain medicine varies considerably.
Additionally, healthcare providers have different preferences and
proclivities towards patients with pain. The diagnosis and treatment

of pain is a key component in the education of every Anesthesiologist.
We suspected that there were differences in the types of pain
Anesthesiologists are more comfortable with and prefer to treat.
To explore this question, we conducted a survey to determine
the similarities and differences between faculty and resident
Anesthesiologists in regard to treating acute, chronic, or cancerrelated pain patients.
After obtaining consent, we surveyed Anesthesiology faculty
(38) and residents (64) in the Department of Anesthesiology at
The University of Texas Medical Branch in Galveston. The survey
consisted of 15 questions (Table 1) that could only be answered with
one of the following answer choices. The answer choices were defined
in the survey and included:
A) Post-operative Pain (pain after surgery <3 months)

Table 1: Survey consisted of 15 questions.
Question
1

Which type of pain are you best educated about?

2

Which type of pain do you treat most often?

3

Which pain can you control best?

4

Which pain do you prefer to treat?

5

Which pain is easiest to treat?

6

Which type of pain is most difficult to treat?

7

Which pain has the highest priority to get treated?

8

Which patient’s pain complaint is most reliable?

9

Which pain do you rely most on the numerical pain scale/subjective information given by the patient?

10

For which type of pain do you prefer objective signs of pain such as vital signs and patient activity level?

11

Which pain type would you allow a nurse to administer opioids before evaluation by a physician?

12

Which pain type would you prefer a referral to a pain medicine specialist?

13

Which patients have the most difficult physician-patient interactions?

14

Which type of pain is best controlled in your department?

15

Which type of pain patients do you prefer to review prior records or to contact prior medical providers?
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B) Acute Pain (non-surgical pain <3 months)
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Given the fact that Anesthesiologists mostly attend to
perioperative patients, the preference and comfort level in treating
acute post-operative pain is not surprising.
Our survey data are also in concordance with data of other medical
specialties such as Emergency Medicine in the fact that chronic pain
patients are some of the most challenging patients to treat [1-3]. We
as Anesthesiologists sometimes share the perception with many other
specialties that acute pain is more of a recognized and manageable
condition when compared to chronic pain. In addition, acute pain
leading to chronic pain can be even more difficult and costly to treat
[4,5]. This perception is further supported by our data in that the
comfort level of Anesthesiologists to treat acute pain is significantly
higher than chronic pain despite the broader ACGME requirements
in Anesthesiology [6]. This suggests a significant ongoing barrier to
care for patients with chronic pain.
Although our survey was brief and limited to a single academic
Anesthesiology department, it reminds us that there is an opportunity
and a need to improve chronic pain management education for
many clinicians, including Anesthesiologists. Given the similarities
of perceptions between Anesthesiology faculty and residents, this
barrier will not disappear by just advancing through residency.
Instead, both attendings and in-training physicians can continue to
improve their knowledge and medical-decision making with regard
to chronic pain patients. Our curricula should evolve to enable us to
approach chronic and cancer pain with the same comfort level and
expertise as we do post-operative pain.
Simulation-based education in medicine (SBEM) is one technique
to improve knowledge and comfort level in the evaluation and
treatment of patients with chronic pain. We as Anesthesiologists are
leaders in SBEM with the current focus on acute crisis management,
especially in the operating room. Using our experience in SBEM, we
ultimately can expand this approach to enhance our skills in chronic
pain scenarios, including the interaction with the “difficult patient.”
Actively expanding our interest and expertise in the management
and prevention of chronic pain and active management of these
patients will likely improve outcomes and satisfaction in a similar
way as we have achieved in the treatment of post-operative pain.
Additionally, a significant dedication in treating patients with
chronic pain will support the standing and reputation of our specialty
in the rapidly changing healthcare environment. This may also be of
particular importance with the implementation of the Surgical Home
coordinated care concept and Accountable Care Organizations [7,8].
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