Journal of Pain Research Dovepress
Taylor & Francis Group

COMMENTARY

“Do Doctors and Patients Have Different
Understandings of Pain?” — A Pilot Study of
Different Perspectives and Understandings of Pain
in Clinical Pain Research

Lise Kirstine Gormsen @ '?

IDepartment of Functional Disorders, Aarhus University Hospital, Aarhus, Denmark; 2Department of Clinical Medicine, Faculty of Health, Aarhus
University, Aarhus, Denmark

Correspondence: Lise Kirstine Gormsen, Department of Functional Disorders, Aarhus University Hospital and Department of Clinical Medicine,
Faculty of Health, Aarhus University, Palle Juul-Jensens Boulevard |1, Aarhus, 8200, Denmark, Email lise.gormsen@clin.au.dk

Background and Objective: Ambiguous results on pain thresholds often occur from biomedical pain research. Although results and
methods are frequently discussed, only few studies have investigated participants’ understanding and perspectives of pain in research
settings. The aim of this qualitative pilot study was to explore different understandings of pain in a clinical pain research setting.
Methods: We briefly interviewed 25 subjects, including Danish pain doctors and psychiatrists as well as pain patients, depressed
patients, and healthy controls (five in each group) about their understanding of pain.

Results: Laymen seem less inclined to verbalize pain than professionals. In addition, they may embrace a concept of suffering that
goes beyond the traditional body—mind dichotomy. Since suffering may be part of the pain experience, this difference in the
understanding of pain may be at the core of the often ambiguous results when doctors and other health professionals study pain.
Conclusion: The results emphasize the need for supporting the ongoing process of integrating broad perspectives on pain in clinical
pain research, including the concept of suffering. More research and resources are needed in this particular area of pain medicine.
Keywords: pain, suffering, concepts of pain, clinical pain research, pain thresholds

Introduction
Over the years, a number of studies have shown ambiguous results regarding pain complaints and pain thresholds in
patients with depression and/or chronic pain. While depressed patients often complain of pain,'” studies examining pain
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811 unchanged,'*'* or lower'*!>

thresholds in depressed patients show either higher (mechanical and thermal stimuli),
thresholds to mechanical stimuli during depression, and women seem to tolerate less pain than men when pain thresholds
are tested.*'>'® Using the cold pressor test in depressed patients, pain tolerance thresholds were found to be either
higher,'” unchanged,'® or lower'® when compared with controls. In general, chronic pain patients with, for example,
fibromyalgia have lower pain thresholds compared with healthy controls;'**? however, unchanged thresholds have been
found in a population-based study.*

Results and methods are often discussed in the scientific literature. However, few studies have investigated partici-
pants’ understanding and perspectives of pain in clinical pain research settings. An exception is a study from 2018** in
which chronic pain patients and healthy volunteers expressed difficulties and variability in rating experimental pain.
However, to the author’s knowledge, no study has so far investigated the differences in doctors’ and patients’ under-
standing of pain in a biomedical clinical pain research setting, including also depressed patients.

In connection with the author’s clinical research project on pain and depression, published in the European Journal of
Pain in 2004,"? the author became interested in understanding different perspectives of pain in clinical pain research settings.
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In the study,'? the author and colleagues examined pain thresholds to pressure and ice water in depressed patients and age-
and gender-matched healthy participants during and after treatment for depression. The main findings showed that while
treatment significantly improved depression, there was no significant change in pain thresholds during and after depression.
As previously mentioned, this result is in contrast to clinical findings in depressed patients who complain more of pain when
they are depressed. This generated a variety of questions concerning not only the bias and confounders but also more
essential questions like “What do we mean when we talk about pain?” Is it possible that understandings of pain differ —
especially between doctors and patients in research practice, and could this explain why the pain thresholds did not
objectively change during major depression, which was in contrast to the subjective changes reported.

This question is important not only in the specific study on pain and depression'* but also in general when pain is
studied in clinical pain research setting, because there might be a risk that we not fully capture the phenomena that we set
out to study, which may lead to the wrong conclusions. An example could be that complaints of pain in depressed
patients may deliberately be overheard because research results show no change in pain thresholds.

The aim of this pilot project was therefore to explore and develop an analytical model for the understanding of pain in
biomedical clinical pain research.

Central Understandings of Pain in Pain Research

The concept of pain has developed from a simple physical phenomenon to a complex idea that combines theories within
neurobiology, psychology, and sociology in understanding pain. Imbedded in this development is the change from understanding
pain as a symptom to understanding pain as a disease in itself.>> This change has been initiated and promoted by the International
Association for the Study of Pain (IASP) and has resulted in the development of multidisciplinary pain medicine as regards both
the treatment and study of pain.’®*’ To get a sense of the historical and organisational setting of clinical pain research, some core
understandings of pain in pain research are shortly outlined. For a more comprehensive description, please see.”* !

According to the rope model developed by the French philosopher Descartes in 1664, pain is triggered when pulling
a rope simultaneously activates a bell, thus illustrating the immediate connection between sensation and response.'

The Gate Control Theory of Pain developed by the psychologist Ronald Melzack and the anatomist Patrick Wall in
19652 views pain as regulated by a “gate” in the spinal cord, influenced by the brain and subjective factors like attention.
Since then, our knowledge of the neurophysiology of pain has grown continuously. The latest edition of Wall and
Melzack’s Textbook of Pain shows that the complex experience of pain is processed through multistringed systems.

The TASP definition of pain. In 1967, psychiatrist Harold Merskey defined pain as an “unpleasant sensory and
emotional experience associated with actual or potential tissue damage, or described in terms of such damage”, which
became widely used in pain research. The definition has since been updated and is today: “An unpleasant sensory and

emotional experience associated with, or resembling that associated with, actual or potential tissue damage”.*’

The biopsychosocial view of pain expands the IASP pain definition by adding a social dimension,***’

acknowledging
that pain is influenced by psychological, social, and biological factors. This model, introduced by Engel in 1977, allows
doctors to interpret patients’ pain through multiple lenses—psychological, social, and physical.’” This approach has been
widely adopted and debated since the 1960s and 1970s. The cultural aspect of pain is often included in this model in
relation to social aspects.

Although the understandings of pain presented here are chronological and separate, they are in some respects
intertangled. For example, the Gate Control Theory has similarities with the rope model, although it is far more complex,
and the biopsychosocial model has to some extent replaced the dichotomy of the body and mind of the IASP definition.

Furthermore, today, the understanding of pain embeds many complex models.*®

Materials and Methods

Methodological Considerations

In this pilot project, short interviews with patients and doctors were analyzed with qualitative techniques to get behind
“the scene” with the aim of developing a model for analyzing different understandings of pain in clinical pain research.
This provided a view into the participants’ understanding of pain and may inspire future research projects.
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Setting

The interviews were made in a clinical pain research setting at the Danish Pain Research Center, Department of Clinical
Medicine, Aarhus University. The Center has both laboratory and clinical research facilities and collaborates closely with
Aarhus University Hospital in conducting research on chronic pain, pain treatment, and pain physiology. The aim is to
understand the underlying mechanisms of chronic pain, in particular neuropathic pain, in order to improve treatment and
to bridge the gap between pain physiology, experimental and clinical pain research.

Study Population

Twenty-five pain doctors, psychiatrists, pain patients, depressed patients, and healthy persons (five persons in each group)
were interviewed on their view of pain. The patients were recruited for this study when they were enrolled in clinical pain
research studies on pain and depression.'*'*** The professionals were enrolled among the collaborators of the studies.
Depressed patients aged 18-90 years admitted to the Psychiatric Hospital Risskov, Central Region Denmark, due to
severe depression (according to ICD-10) and requiring ECT were invited to participate in the study provided that their
score on the Hamilton Depression Scale (HDS-17) was >18. Only patients who did not take antidepressants the last week
before ECT treatment or had relatively constant medication before, during, and after the study were included. Depressed
patients with stroke, Alzheimer’s disease, polyneuropathy, Raynaud’s phenomenon, ischemic leg pain, serious danger of
suicide, severe agitation, imminent delirium, or alcohol or drug dependence (ICD-10) were excluded before study start.

Furthermore, chronic neuropathic pain (NP) patients aged 18—75 years attending the Neuropathic Pain Clinic at Aarhus
University Hospital, Aarhus, Denmark, and meeting the diagnostic criteria of peripheral NP*° or probable peripheral NP
according to the grading system for NP*! were invited to participate in the study. Only patients with a mean weekly pain
score >4 on an 11-point Likert scale and daily pain present >6 months were included. Furthermore, treatment with
antidepressants (TCAs, SSRIs, SNRIs, MAOIs, or others), antiepileptics (gabapentin, pregabalin, carbamazepine, or
others), and other analgesics had to be stopped at least 2 weeks before study participation. Paracetamol (4 g per day) and
aspirin (75 mg per day) were, however, permitted. Patients with stroke, Alzheimer’s disease, ischemic pain, Raynaud’s
phenomenon, a previous diagnosis of mania, bipolar disorder, psychosis, severe agitation, imminent deliria, current suicide
risk, or alcohol or drug dependence (ICD-10) were excluded before study start.

A group of healthy (no medical or psychiatric diagnosis) pain-free age- and gender-matched males and females
served as healthy controls. They were not apparently clinically depressed or suffered from anxiety (Hamilton depression
score < 6). No analgesic, monoaminergic, or antiepileptic intake was permitted in the control group.

The groups were representative of a typical clinical pain research setting at the Danish Pain Research Center as

exemplified in the studies'>'*°

as concerns education, age, and gender distribution (Table 1). The educational level was
the highest among the professionals who were all doctors, whereas it was mixed in the non-professional group (Table 1).
Four of the pain doctors had a background in neurology and were 1-2 years into their speciality training, one was
a consultant in anesthesiology, and all were at the time of the interview undertaking a PhD in pain medicine. The

psychiatrists were all doctors and consultants in psychiatry working clinically in the psychiatric hospital setting.

Table 1 Demographic Characteristics of Participants

Participant/Variables Age | Gender | Education Degree of Depression in
the Hamilton Depression Scale
Healthy controls 43 Female Housewife <6
91 Female Dentist <6
60 Female Hairdresser <6
6l Female Teacher <6
60 Female Nurse <6

(Continued)
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Table 1 (Continued).

Participant/Variables Age | Gender | Education Degree of Depression in
the Hamilton Depression Scale
Chronic neuropathic pain patients | 65 Male Retired carpenter 10
35 Male Sick leave workman <6
44 Male Sailor working reduced hours due to pain <6
66 Male Retired crane driver <6
37 Male Not know - working reduced hours due to pain | 14
Depressed patients 63 Female Not known 24
35 Female Student 24
73 Female Housewife 19
63 Female Not known 18
50 Male Teacher 26
Pain doctors 35 Female Doctor and PhD student <6
29 Female Doctor and PhD student <6
33 Male Doctor and PhD student <6
39 Female Doctor and PhD student <6
39 Female Doctor and Consultant <6
Psychiatrists 40 Female Doctor and Consultant <6
42 Female Doctor and Consultant <6
47 Female Doctor and Consultant <6
36 Female Doctor and Consultant <6
50 Male Doctor and Consultant <6

Data Collection

Personal audiotaped interviews were conducted with the participants in their respective settings: doctors in their offices
and patients in an experimental setup. It was an open and explorative interview. The aim of the interview was to get the
participants to speak as openly as possible about their pain experience to clarify their understanding of pain. The opening
and main question of the interview in all groups was: “What is pain? How would you describe pain to a person who does
not know pain?” You are allowed to use words or a sentence. Furthermore, clarifying and encouraging questions were
asked, for example, “you said that pain is....?” (repeating what the participant just said) or “are there more you want to
say?” The interviews of about 20-50 minutes each were carried out by the author. The interviews were conducted,
transcribed in Danish, and then translated into English by the author. QRS NVivo 7 was used for data processing.

Data Analysis

The interviews were analyzed according to the three techniques: condensation (i.e., the interview text is shortened so
only the meaning is put forward); categorization (i.e., the text is analyzed in order to find out if a particular phenomenon
is present) and interpretation (i.e., the text is critically analyzed and interpreted to find meaning)** (see Figure 1). In the
analyzing process, aspects and understandings of pain were looked for as described above but categories and concepts
were also identified from the data analysis. For example, suffering as described by the doctor and philosopher Eric

2654 s Journal of Pain Research 2025:18



Gormsen

Pain patient 1: Anders

Interview text

Method of analyse

Analyse result

"That's a tough question, you
know that. The pain is
annoying - and makes you
feel down - when you're
active, because it reduces
your desire to be active since
the pain gets worse when
you're moving. The numbness
doesn't change with activity,

on its own, but it doesn't
hurt."

it's always there. It's annoying

Condensation

It’s annoying - and makes you
feel down - it reduces your
desire to be active - numbness
doesn't change with activity,
it's always there.

Categorising

Physic aspects | +

Psychological |+
aspects

Social and
cultural
aspects

Suffering +

Interpretation

Pain is described as a physical
sensation (numbness) but also
as psychological (feel down) a
state of suffering because
Anders used to define himself
as an active person and had to
realize that he had lost that .

Figure | An example of the analysis of the interviews.*

Cassell*® was not included in the first reading of the interviews; however, it was included later on as it seems present in

the data. Furthermore, the linguistic characteristics were analyzed (e.g., scattered words or short sentences).

Ethics

The study was exempt from ethical approval according to Danish legislation. However, the study complies with the

Declaration of Helsinki. Written and oral informed consents were obtained from all participants including Demographic

Characteristics. Furthermore, all participants were given fictitious names for the purpose of anonymity.

Results

An overview of the different models or concepts of pain among the participants in the study is given in Table 2.

Table 2 The Concept of Pain Among Patients and Doctors in a Clinical Research Setting

Definitions of Pain

Participants

Healthy Control Chronic Pain Depressed Pain Psychiatrists
Persons Patients Patients doctors

The physical definition 2

The body-mind definition 4 2

The body-mind definition including the concept of | 3 2 5 2

suffering

The bio-psycho-social definition. |

The bio-psycho-social definition including the 3 |

concept of suffering
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Healthy Controls and Pain
The understanding of pain was described in two different ways in the group. Firstly, pain is described as a purely physical

condition: Healthy control Anna said:
Pain is sticking, striking, burning, stinging, and pressing.
And the healthy control Ella said:
Pain feels like pressure, stinging, tension, something burning, pulling.

They tried to grasp the experience of pain as a physical sensation. This description of pain may be traced back to René
Descartes’ rope model where pain is represented as a sensory area of the brain. Also, the pulling of a rope in the model
was hinted at when Ella used the word pulling. However, words like burning, stinging, and pressing may also represent
the sensory component of pain as framed by the McGill Pain Questionnaire, which was used in the research setting in this
study. The McGill Pain Questionnaire is often used in clinical pain research settings and may reflect the Gate Control
Theory of pain rather than the rope model.

Secondly, other healthy participants included a psychological aspect of pain. The psychological aspect is illustrated by
the healthy control Berta’s answer:

Pain is a discomfort that is unbearable, e.g. drilling or sticking.
or the healthy control Emilia who said:
It hurts, it is a torment, it presses, it is sore, and it is simply awful.

It is the words unbearable and simply awful that go beyond the physical dimension.
Another element of pain is represented by the healthy control Camilla who said:

Pain is an undermining experience where one is not able to think logically. It can result in nausea and discomfort and it hurts.

This first aspect could be described as a psychological aspect of pain or even a concept that goes beyond the framework
of dualism. Pain destroys Camilla’s ability to think logically, and aspects of her personality are thus damaged or lost. The
American medical doctor and philosopher Eric Cassell described this as the concept of suffering (p. 43).%*

The concept of suffering as described by Eric Cassell was one of the most interesting results that rose from the
analysis. The author had not been aware of this concept, although suffering is often discussed in relation to pain. Cassell
developed the concept of suffering in his book “The nature of suffering and the goals of medicine”,** which was an
attempt to go beyond the traditional way of thinking of body and mind in pain medicine. Cassell places suffering outside
the framework of dualism by stating that suffering is present when aspects of the personality are damaged or lost (p. 43),
which means that suffering can be caused by pain, but it is not a necessary condition. One could therefore suffer without
having pain (p. 32). This is in contrast to his contemporary colleagues, and Cassell has over a number of years agitated
for the importance of understanding suffering in medicine.

The healthy participants seemed one way or the other to have an experienced understanding of pain, a concept that
had risen through their everyday life with pain. Furthermore, the participants hinted to elements of pain that involve what
pain is doing to them as persons, and therefore suffering is integral in their understanding of pain. All participants in this
group seem to be trying to verbalize their own experience of pain. However, the healthy control Ella is a trained nurse,
and she might reproduce a professional, not personal, concept of pain, but her answers are still similar to those of other
healthy controls. The healthy controls thus seem to have a concept of pain, which is achieved through their everyday life

with pain and is therefore not a diagnostic or theoretical concept.

Pain Patients and Pain
The majority of the pain patients have a very broad understanding on pain. They describe pain as a physical,
psychological, sociological, or suffering experience. The pain patient Danny illustrated this by saying:
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Yes, but I will just say that it hurts and it burns. uhm. Like there is not enough space in the bone. Like it could burst. That is it. It
is uncomfortable but one keeps quiet because it is no use in misery. It is not going to get better because of that. People cannot
see that you are in pain. They do not understand. One keeps quiet.

The physical aspect is represented when he says: “... it hurts and it burns...” The psychological aspect or even suffering is
verbalized when he talks about misery and the social when he talks about the interaction with others: “They do not
understand.” Furthermore, his suffering consists of keeping quiet, which is an alteration of his personality. He would
speak up if others would understand him. The pain patient Anders also illustrates suffering when he said that:

It is a difficult question - you know. The pain is annoying - and it makes you sad - when it is not possible to be active because it
reduces your wish to be active because the pain increases when you are active.

Anders used to define himself as an active person and had to realise that he had lost that (Figure 1). On this basis, it
seems that all the pain patients are not very verbalized about their pain, and furthermore that they all include a concept of
suffering as described by Eric Cassell in his understanding of pain.

Depressed Patients and Pain
The depressed patients described pain with scattered words like the depressed patient Berit:

Pain is continuous, thumping, unbearable, and penetrating.

This means that the patients are not very articulate about their pain. Just as the healthy participants, they are trying to
grasp the experience of pain. The depressed patients described a physical and psychological view of pain. Exemplified by
the depressed patient Agnete who said:

Pain cuts, presses, it’s tense. It is a feeling of miserableness or of something tight, e.g. around the head. It can also be drilling.

Words as cuts, presses, and tense represent physical aspects of pain, and words as a feeling of miserableness represent
a psychological aspect or even point to suffering. Other examples of suffering are Berit as quoted before and Eric:

Pain is something that hurts, something uncomfortable, something ugly.

The words unbearable, penetrating, and ugly indicate that the pain disturbs fundamental traits of the person. All the
depressed patients seem in this way to imply suffering as a feature of pain. This analysis could be seen as an
overinterpretation of the psychological and physical inhibition, which is seen in severely depressed patients. But from
these simple sentences and from meeting the persons, a burden of suffering is sensed. Therefore, it seems that all the
depressed patients hint to suffering as an element of pain.

Pain Doctors and Pain

All the pain doctors seemed to circle around IASP’s definition of pain “An unpleasant sensory and emotional experience
associated with actual or potential tissue damage, or defined in terms of such damage”. This definition that includes
physical and psychological aspects could be described as a body-mind definition of pain. However, none of the doctors
got the definition word by word. The pain doctor Bente said:

Pain is a subjective and objective feeling that is caused by possible or potential destruction of certain structures in the body
where the pain originates from influenced by the subjective experience.

and pain doctor David said that:

Pain is an uncomfortable feeling that rises or that one feels rise because of something that can damage one’s tissue. An
experience within the brain of the person in pain.

Only one of the pain doctors, Amalie, extended the definition with a sociological perspective and hereby employing
a bio-psycho-social model of pain by saying:

.. a feeling that influences the person's everyday life.

Journal of Pain Research 2025:18 hetps: 2657
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None of the pain doctors included or hinted to a concept of suffering in their definition of pain. They have a professional
or theoretical view of pain exemplified with IASP's definition of pain and the neurobiological theory of pain that do not
involve personal views on pain.

Psychiatrist and Pain

Psychiatrists have well-articulated definitions of pain that vary from the dualistic definition based on a body—mind
dichotomy through a definition that also includes suffering to a broad definition of pain that includes physical,
psychological, sociological, and cultural perspectives, as well as a component of suffering. The body—mind dichotomy
is represented in the following quote by psychiatrist Abalone:

It is a feeling of physical or psychological discomfort. If it is physical, it is located to certain areas of the body, and if it is
psychological, it is a more diffuse experience that can vary in intensity and have different characteristics.

The very complex notion of pain is represented by the psychiatrist Cecilie who also included a cultural aspect of pain by
saying:

The explanation should be adapted to the person’s cultural background because understanding is in the language process. ....
The metaphysical concept of pain, pain in a transferred sense, is used as a picture on mental states, and this concept again is
dependent on the cultural background. ...Some find it difficult to understand the phrases “life pain” or “wounds on the soul”,
and may react (e.g., by wanting to be alone). They have difficulty expressing their feelings....

Psychiatrist Cecilie hints at the suffering aspect when she talks about “life pain” and “wounds on the soul”. These phrases
are often used in Denmark to describe a dimension of pain that goes beyond the physical aspect. Eddy also hints to
suffering when he said:

...it is an unpleasant sensation that is scaring, frightening, and leads to inactivation of the person.

Another perspective on pain, which is represented by the psychiatrists Cecilie, Daniel, and Eddy, is the influence of
psychopathology on pain. An example is the psychiatrist Daniel who said:

...pain means a kind of discomfort. Now, I am already in doubt about the truth in what I just said because there are people who
inflict pain on themselves or feel lust by hurting others or by being inflicted pain upon.

As shown, the psychiatrists have a very complex understanding of pain that also hints at a concept of suffering as a result
of working with the complex field of psychiatry.

Professionals Versus Laymen

The analysis suggests that clinical doctors and researchers cannot assume that they have the same understanding of pain
as their patients. The pain doctors talked around the body-mind definition of pain, whereas pain patients, depressed
patients, and healthy participants talked from a body-mind definition that often hints to the concept of suffering. The
psychiatrists also hinted at the concept of suffering in their definition of pain.

Furthermore, an interesting observation is that the experts of pain, the pain patients, often talk about pain briefly by
only using a few sentences to describe their pain. They talk about a major handicap in their life in 3—5 transcribed lines,
although they have the opportunity to speak at length. Furthermore, they describe their pain in broken sentences, taking
a little break to gain time to express her-’himself more accurately, the pain patient Carl said:

Yes... it is many things. It is both the issue of... First of all it hurts right, but it can be many different types of pain ... forms of
pain.

This is also a characteristic of depressed patients and healthy participants.

This suggests that lay people are not very articulate about their pain and instead try to capture the experience of pain
with scattered words. A short form of talking about pain was to some extent shared by the pain doctors who all seemed to
circle around IASP's definition of pain, although none of them used the exact words of the definition. In contrast, the

2658 e Journal of Pain Research 2025:18



Gormsen

psychiatrists had more well-articulated definitions of pain. It is interesting, but not surprising, that lay people seem to
have an inside view of pain, while the professionals, especially pain doctors, have an external view of pain that circles
around a definition.

Discussion

The findings in this study suggest that different concepts of pain are used in clinical pain research settings. Clinical
doctors and researchers cannot assume that they have the same understanding of pain as their patients. The pain doctors
talked around the body-mind definition of pain, whereas pain patients, depressed patients, and healthy participants talked
from a body-mind definition that often hints to the concept of suffering. The psychiatrists also hinted at the concept of
suffering in their definition of pain. This seems to be very appropriate as all depressed patients seem to imply this
concept. However, some of the pain doctors and the psychiatrists may thus have difficulty discussing pain, especially
with depressed patients and pain patients, but also with some of the healthy participants. It is well known that patients
have different concepts of pain and are trying to come to terms with it.**** Furthermore, there are also studies that focus
on the experiences of healthcare professionals who work with chronic pain patients.*® However, the focus of this study is
the research setting and this perspective is to the author's knowledge new. An explanation of the observed diversity in this
study is that laymen form their understanding of pain in a context that is different from that of medical professionals.
Doctors and researchers focus on developing and sophisticating their understanding of pain for use in their biomedical
clinical and research work, while laymen try to describe their personal experiences of pain. This means that medical
professionals may have developed an understanding of pain without profoundly considering the concept developed by the
carriers of the phenomenon.

We create concepts like pain through our language. The concept of physical objects like a cup is easier to define due
to sensory input, such as its color and texture, while describing a mental phenomenon like pain requires comparisons to
physical phenomena, like “it feels cold.” This process of specifying concepts helps communicate experiences, particu-
larly in healthcare contexts where language is refined to discuss pain. However, this refinement may alter the concept and
experience of pain. For example, patients may “cope” with pain, changing how they experience it, which is often the goal
of psychological pain therapies.

Researchers, on the other hand, develop precise definitions of pain for study purposes. For instance, pain specialists
often use the IASP definition of pain, which emphasizes the subjective and objective aspects of pain; however, they do
not include personal concepts of pain, like in scientific fields, where the phenomena lack personal experience.

This is a general problem in medicine that has its roots in the research tradition of laboratory medicine in the 1800s.*’
Laboratory medicine developed as an extension of physics and chemistry, and medicine developed from this natural-
scientific method. This way of thinking is very useful in many forms of diseases (e.g., in diabetes where blood sugar
levels are considered as an expression of the disease process). However, it is not suitable for chronic pain because there
are no objective measures such as blood levels and other biological markers. In pain medicine, pain is primarily
described by making the patients rate their pain on a visual analog scale from 0 (no pain) to 10 (worst thinkable
pain). Since this is not an objective measure in the traditional biomedical sense, it is problematic to do pain research only
by using the methods of biomedicine without taking into consideration the concept of pain created by the carriers of the
phenomenon. This point is underpinned by Stussmann et al** that advocate for researchers to incorporate the type of
knowledge that includes difficulties and variability in rating experimental pain into the design and interpretation of pain
research.

The laymen’s understanding of pain in this study may describe something basic about the essence of pain. However,
laymen may, on the other hand, also be influenced by the understanding of pain from the pain profession when they
explain pain. They may — as described before — not have studied the different ideas of pain directly, but they have been
influenced through the public presence of the ideas. The reason is that the different understandings of pain have been
promoted and communicated, e.g., through IASP or pain clinics or via the media from the professionals into society. The
ideas may have influenced other institutions and patient organizations and merged into the view of pain shared by
laymen. In this perspective, views of pain should be considered not only as maps of the world but also as maps for the
world.*’ This means that when a pain definition is presented in the professional pain world, it not only describes
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a disease, but it soon after becomes a map that “dictates” the communication, treatment, and further study of the
condition.

This influence may be even clearer when pain patients are asked to talk about pain. They have in many cases been
subject to treatment in multidisciplinary pain clinics, which often offer patients education in pain management from
a biological, psychological, suffering, and sociological perspective, and they are therefore very influenced by these
understandings of pain. However, the results suggest that suffering is not fully integrated because the majority of medical
professionals do not include a concept of suffering in their understanding of pain. This is also underpinned by the author
being blinded or overseeing the concept of suffering at the beginning of the study.

With regard to the presence of suffering in laymen’s definition of pain, it is difficult to say if it describes something
essential about pain, or whether they have been influenced through society as described earlier, or they have as pain
patients been introduced to the concept in connection with the treatment and rehabilitation in pain clinics. The answer is
probably all three. Suffering is a central experience of living with chronic pain, but laymen are also exposed to the
concept through the media and society, and pain patients are in particular exposed to the concept through the pain clinics.

The results suggest that the concept of suffering in relation to pain is present in a clinical pain research setting
especially among laymen. It is therefore not only a useful but a crucial concept when trying to understand pain. If
concepts like suffering are bypassed in methods and research projects in clinical pain research, the consequence will be
that we do not fully capture the phenomena that we set out to study. As described in the beginning, an example is that
depressed patients may understand pain as suffering when asked if they are in pain as opposed to when they participate in
a research project where pain is referred to as the sensory experience represented by pain thresholds. This pinpoints the
necessity of exploring the understanding of pain that is used among patients and professionals when the focus is doing
research in clinical pain medicine.

Strengths and Limitations

This is one of the few studies that explores the understanding of pain among patients and professionals in a research
setting. Although the analysis may appear somewhat simplistic, it identifies concepts that are circulated in clinical pain
research settings that may be helpful to take into account when planning and doing research.

The quote “What you ask is what you get™*®

applies to the question the participants were asked: “What is pain?” The
issue is that the participants likely answered three different questions: A) What is the experience of pain like?, B) What
causes pain?, and C) What are the effects of pain? Patients and laypeople mostly answered question A, while doctors
focused on B and C. This distinction does not hinder the results. The key lies not only in the answers but also in how the
questions were understood, and how they were distributed among the different groups.

Furthermore, the study only includes short interviews where more in-depth interviews would have been preferable.
However, this is a pilot study that tries to get an overview and aims to inspire reflection on the clinical pain research

setting and further research.

Conclusion

The results indicate that many concepts are used in a clinical pain research setting. Laymen are less inclined to verbalize
and explain their pain than professionals, and furthermore — in contrast to professionals — tend to employ a concept of
suffering that may go beyond the classical body-mind or bio-psycho-social pain definitions. From a clinical research
point of view, the findings in this study are interesting because they could suggest that doctors and patients do not always
talk about the same phenomenon when studying pain. This may be the core of well-known ambiguous results when
doctors strive to study pain. Furthermore, the results show the need for supporting the ongoing integration of the concepts
of suffering in clinical pain research. However, more research and further resources are needed in this particular area of
pain medicine.
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