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Interdisciplinary Chronic Pain Management:

International Perspectives

Of all approaches to the treatment of chronic pain, none has a stronger evidence
basis for efficacy, cost-effectiveness, and lack of iatrogenic complications than in-
terdisciplinary care.! Initially developed in the 1940s at Tacoma General Hospital
by John Bonica and colleagues in response to their recognition that the complexities
of chronic pain required a complex biopsychosocial approach,' interdisciplinary
programs have subsequently spread throughout the world. Although the composition
of modern interdisciplinary treatment teams may vary to some degree, Okifuji and
colleagues? have noted that the typical treatment provided includes three common
elements: (1) medication management, (2) graded physical exercise, and (3) cogni-
tive and behavioral techniques for pain and stress management. Most critical is the
understanding that chronic pain is a disease of the person, and that a traditional bio-
medical approach cannot adequately address all of the pain-related problems of this
patient population.!

Of all approaches to the treatment of chronic pain, none has a
stronger evidence basis for efficacy, cost-effectiveness, and lack
of iatrogenic complications than interdisciplinary care

While perhaps initially an American phenomenon, interdisciplinary chronic pain
management programs have certainly thrived in other areas of the world. In 1999, it
was estimated that there were over 1000 interdisciplinary pain management programs
in the United States.'? This number has dropped dramatically, with the number of pro-
grams currently operating estimated at 150." If the Institute of Medicine Report on
Relieving Pain in America’s figures are accurate, approximately 100 million Ameri-
cans suffer from chronic pain.!* These data suggest that there is approximately one
interdisciplinary program for every 670,000 chronic pain victims in the United States.
In other developed nations, however, the availability of interdisciplinary chronic pain
care appears to be increasing dramatically.

Most critical is the understanding that chronic pain is a
disease of the person, and that a traditional biomedical
approach cannot adequately address all of the pain-related
problems of this patient population

To assess the availability of interdisciplinary pain treatment in other nations, emails
were sent to representatives of the chapters of IASP in Australia, Belgium, Canada,
Denmark, Germany, Israel, Italy, the Netherlands, New Zealand, Spain, Sweden, and



Table |
Access to interdisciplinary pain management services in different countries
Change in No.
No. Publically Privately No. Citizens/ | Average Wait for Clinics in Past
Nation Population Clinics | Funded Clinics | Funded Clinics Clinic Admission Decade
Australia 23 million 20 Some public, Some public, 255,555 6 months (median) Increase
some private, some private,
some mixed some mixed
Belgium 11 million 9 9 Private clinics 1,222,222 7 months Increase
also exist*
Canada 35 million 203 122 81 172,413 6 months (public), 2 Increase
weeks (private)
Denmark 5.6 million 10 5 5 560,000 18 months (public), Increase
1 month (private)
England and 56 million 138 138 Private clinics 405,797 4-5 months Increase
Wales also exist*
France 65 million 81 78 3 802,469 1.5 months Increase
Israel 8 million 11 8 3 727,000 3 months (mean) Increase
Netherlands 17 million 7 0 7 2,438,571 2.5 months Increase
New Zealand 4.4 million 10 10 Private clinics 440,000 4 months Increase
also exist*
Spain 46 million 6 6 0 7,666,666 3 months (mean) Increase
Sweden 9.5 million 28 25 34-5 339,285 1.3 months (median) | Increase
United States 292 million 90 0 90 3,244,444 Unknown Decrease
(non-VHATY) (est.)
United States 21.8 million 59 59 0 369,491 Varies Increase
(VHAT)
* No data on their numbers were available.
T Veterans Health Administration.
Note: These results were provided by pain societies or individuals within pain societies, and their exact accuracy cannot be verified. For
some nations, the information that was provided was incomplete or represented national pain society estimates. Additionally, some of
the individuals who were contacted did not respond, or replied that the data were unavailable. Finally, definitions of “interdisciplinary pain
management” clearly vary between nations, although efforts were made to identify the number of programs that involve a minimum of a
physician, a mental health professional, and a physiotherapist. Accordingly, the data represent estimates of access to interdisciplinary care
for some nations.

the United Kingdom. Each correspondent was asked to report
the total number of interdisciplinary programs; the number of
programs that were publically vs. privately funded; the average
period of time that a pain patient typically was required to wait
prior to evaluation and treatment; and whether the number of
programs in the country had increased, decreased, or remained
the same over the past decade. Population figures were obtained
from each nation’s most recent census data, and the number of
citizens per interdisciplinary program was calculated in order to
assess relative availability of such treatment by nation. Results
from the chapter representatives who responded to these queries
are summarized in Table 1.

The data presented in Table I speak for themselves in regard to
access to interdisciplinary pain management services. The data
indicate that access is best in Canada, yet numerous journal ar-
ticles have addressed access problems in that nation over the past

5 years.'>?! Certainly, the waiting time for publically funded in-
terdisciplinary programs in Canada is long, as it is in some of the
other nations for which data were collected.”* While this situa-
tion is not ideal, it is far better than the one in the United States,
where interdisciplinary programs are simply not available for the
vast majority of chronic pain sufferers. Moreover, representa-
tives from pain societies throughout the developed world reported
that the number of programs in each country has increased over
the past decade—in some instances dramatically—unlike in the
United States, which, with the exception of the Veterans Health
Administration (VHA) system, has witnessed all but the demise
of interdisciplinary programs. Finally, of all of the nations from
which data were collected, the only one other than the United
States that does not have a national health service is the Nether-
lands—with the data indicating extremely poor access to interdis-
ciplinary pain care in that nation.



Although a number of stakeholders in American pain medicine
have long perpetrated the myth of the superiority of medicine in
the United States, the World Health Organization’s (WHO) rank-
ing of the American system as only the 37th best in the world in
2000? has helped enlightened Americans recognize that our sys-
tem is failing badly. Perhaps in no area of medicine is the Ameri-
can system more compromised than in the treatment of pain. Data
indicate that Americans consume more than 80% of the world’s
prescription opioids, despite the fact that Americans comprise
only 4.6% of the world’s population,? which is not surprising
given the “pill mentality” that has become rampant in the United
States. Chronic opioid therapy, despite its lack of an evidence
basis, an emergent body of literature elucidating the severity of
its iatrogenic complications, and the well-documented problems
of prescription medication abuse and overdose deaths, continues
to be practiced widely in the United States—which is certainly
not the case in other developed nations. It has been noted that

the United States differs from nations with national health insur-
ance systems, as these systems require that treatments used for
pain have empirically demonstrated clinical efficacy and safety.?
This difference between nations with and without national health
insurance not only explains the United States’ overprescription of
opioids and lack of access to interdisciplinary pain management
programs, but also speaks to the overutilization of interventional
techniques and spinal surgery.”’” In an American health care sys-
tem that seems fiscally unsustainable,” the cost-efficiency of
interdisciplinary chronic pain management could potentially save
countless billions of dollars every year.?

In 2009, the U.S. Veterans Health Administration released its
Directive on Pain Management,*® which included a stepped care
model. These steps include tertiary interdisciplinary treatment
for chronic pain sufferers, with specific objectives calling for
provision of “an interdisciplinary, multi-modal approach to pain
management that emphasizes optimal pain control, improved
function, and quality of life” (p. 2). In order to ensure quality

as well as accessibility of interdisciplinary pain treatment, the
Directive states that each of the 23 Veterans Integrated Service
Networks in the United States is expected to have at least one
interdisciplinary program accredited by the Committee for Ac-
creditation of Rehabilitation Facilities (CARF) no later than
September 30, 2014. However, according to VHA officials, this
number has already been far surpassed. It is telling that in their
2009 article in Pain Medicine, Dobkin and Boothroyd compared
pain treatment initiatives in France, Australia, and the United
States Veterans Health Administration (as opposed to the United
States as a whole).’!

One of the most significant differences between chronic pain
treatment in the United States versus that provided to citizens
of other developed nations concerns the lack of a coherent and
consistent pain policy in the United States. As has been elu-
cidated by Giordano and colleagues,* the for-profit American
pain management system is composed of myriad stakehold-
ers—with the insurance industry perhaps the most dominant

of these entities. Tragically, the American system (with the
exception of the U.S. Department of Veterans Affairs) functions
according to the “business ethic” of cost-containment and prof-
itability, with less concern for human suffering.** In examining
pain policies in other developed nations, it is evident that efforts
are being made to develop national policies that include provi-
sions for interdisciplinary pain care. For example, the French
Ministry of Health issued its initial set of regulations regarding
the treatment of chronic pain, and initiated a national program
for chronic pain treatment in 1998, primarily at the tertiary care
level. Since 1998, two revisions of the French national program
for chronic pain treatment have been released.’* In Australia, a
group led by the Australian and New Zealand College of An-
aesthetists, the national Faculty of Pain Medicine, the Australian
Pain Society, and Chronic Pain Australia developed a ‘“National
Pain Strategy” in 2010.% This 94-page document emphasizes

the need for “coordinated interdisciplinary assessment and man-
agement involving, at a minimum, physical, psychological, and
environmental risk factors in each patient (p. 3), recognizing that
interdisciplinary care has the strongest evidence-basis and should
accordingly be available at all levels. Similarly, in 2010, a group
of pain experts from 15 European nations produced a consensus
report on the management of chronic pain’ that highlighted the
need for multidisciplinary approaches. Interestingly, the panel

of experts who wrote the report was multidisciplinary, coming
from a variety of backgrounds; physicians were well represented
on the panel, although attorneys, government officials, health
economists, pain patient advocacy group representatives, a phar-
maceutical company representative, and others were included.
The ability of the European pain community to come together for
this project is in stark contrast to the American pain community’s
tendency to be “territorial,” with each stakeholder essentially
concerned only with its own agenda.’? The absence of representa-
tives from private insurance companies from the European panel
is telling, considering that private insurance companies have been
indicted as contributing to the perpetuation of suboptimal pain
care in the United States through their progressive refusal to fund
interdisciplinary pain management programs.*’

Tragically, the American system (with the
exception of the U.S. Department of Veterans
Affairs) functions according to the “business
ethic” of cost-containment and profitability,

with less concern for human suffering

Meanwhile, in the United States, guidelines for interdisciplin-
ary pain care may be produced, yet there is no evidence that the
fragmented health care system is compelled to follow them. For
example, late in 2011, the Agency for Healthcare Research and
Quality released a lengthy and detailed technical brief entitled
“Multidisciplinary Pain Programs for Chronic Noncancer Pain”'?
This document reviews the literature on the efficacy of inter-
disciplinary care, notes that the availability of such programs is
increasing in Europe while declining in the United States, and
discusses the implications of our current lack of access to these



programs. However, the authors fail to offer any type of solu-
tion to the problem regarding access to interdisciplinary care.

The only significant effort made to develop a national policy that
theoretically included increasing the accessibility of interdisci-
plinary pain care in the United States was the failed National Pain
Care Policy Act. This legislation was originally introduced to

the U.S. House of Representatives as HR 1863 in 2003. Among
other provisions, it called for the establishment of six regional
pain research centers. However, the legislation did not address
the issue of specifically developing treatment centers.*® Lauded
by American pain management academicians,* the legislation did
not directly address the accessibility issue—although the desire
to improved access to interdisciplinary care is evident in the spirit
of the bill. Unfortunately, this piece of legislation was not able

to gain broad legislative support, and morphed into the National
Pain Care Policy Act of 2005 (HR 1020), the National Pain Care
Policy Act of 2008 (HR 2994, S 3387), and the National Pain
Care Policy Act of 2009 (HR 756, S 660), provisions of which
were included in President Obama’s Affordable Care Act (ACA).
Tragically, while the ACA includes provisions for increased pain
research and improved pain education, the law falls short of actu-
ally improving access to interdisciplinary chronic pain manage-
ment for the vast majority of Americans.*

Few would question that all developed (and
probably also undeveloped) nations need
increased numbers of interdisciplinary
treatment programs in order to improve
access to this strongly evidence-based
treatment approach

A 2008 systematic review on the impact of waiting time on
health-related quality of life (HRQOL) on chronic pain patients
concluded that wait times of 6 months or more prior to admis-
sion reduce patients’ HRQOL and psychological well-being.*!
While this finding is not necessarily surprising, it is important
to note that a number of the individual studies included in the
review did not identify any deterioration associated with wait-
ing time. Few would question that a/l developed (and probably
also undeveloped) nations need increased numbers of interdis-
ciplinary treatment programs in order to improve access to this
strongly evidence-based treatment approach. It is apparent from
the informally collected data presented in this article that while
the rest of the developed world is moving in the direction of im-
proving access to interdisciplinary pain care, only in the unique-
ly capitalist American health care system (with the exception
of the more justice-oriented Veterans Health Administration)
does interdisciplinary treatment appear to be “going away.” In
a system infamous for its gross inefficiency,* the most effec-
tive and cost-efficient treatment for chronic pain is becoming

a mere anachronism. While the rest of the developed world
faces a considerable challenge if it is to provide timely access
to interdisciplinary pain care, it appears that other nations are

at least moving in the right direction. Undoubtedly, American

policy makers need to step away from their air of world health
care supremacy and recognize that the current system serves to
exacerbate the suffering of an already vulnerable chronic pain
patient population.

Acknowledgments

I would like to thank the following individuals, among others,
for their assistance in collecting the data for this analysis: Mark
Ballesteros, Silviu Brill, Marcelo Rivano Fischer, Lorna Fox,
Frances James, Michel Lanteri-Minet, Mary Lynch, Bart Morlion,
Lone Nikolajsen, Victor Mayoral Rojals, and Kris Vissers.

References

1. Turk DC, Swanson K. Efficacy and cost-effectiveness treatment for chronic pain:
an analysis and evidence-based synthesis. In: Schatman ME, Campbell A, edi-
tors. Chronic pain management: guidelines for multidisciplinary program develop-
ment. New York: Informa Healthcare; 2007. p. 15-38.

2. Okifuji A, Turk DC, Kalauoklani D. Clinical outcome and economic evaluation of
multidisciplinary pain centers. In: Block AR, Kramer EF, Fernandez E, editors.
Handbook of pain syndromes: biopsychosocial perspectives. Mahwah, NJ:
Lawrence Erlbaum Associates; 1999. p. 77-97.

3. Flor H, Fydrich T, Turk DC. Efficacy of multidisciplinary pain treatment centers: a
meta-analytic review. Pain 1992;49:221-30.

4. Turk DC. Okifuji A. Treatment of chronic pain patients: clinical outcomes, cost-
effectiveness, and cost-benefits of multidisciplinary pain centers. Crit Rev Phy
Rehab Med 1998;10:181-208.

5. Turk DC. Clinical effectiveness and cost-effectiveness of treatments for patients
with chronic pain. Clin J Pain 2002;18:355-65.

6. Hoffman BM, Papas, RK, Chatkoff DK, Kerns RD. Meta-analysis of psychological
interventions for chronic low back pain. Health Psychol 2007;26:1-9.

7. Guzman J, Esmail R, Karjalainen L, Malmivaara A, Irvin E, Bombardier C.
Multidisciplinary rehabilitation for chronic low back pain : a systematic review.
BMJ 2001;322:1511-6.

8. Guzman J, Esmail R, Karjalainen L, Malmivaara A, Irvin E, Bombardier C.
Multidisciplinary bio-psycho-social rehabilitation for chronic low back pain.
Cochrane Database Syst Rev 2002;1:CD000963.

9. Schonstein E, Kenny DT, Keating J, Koes BW. Work conditioning, work harden-
ing and functional restoration for workers with back and neck pain. Cochrane
Database Syst Rev 2003;1:CD001822.

10. Meldrum ML. A capsule history of pain management. JAMA 2003;12;290:2470-5.

11. Schatman ME. Psychological assessment of maldynic pain: the need for a phe-
nomenological approach. In Giordano J, ed. Maldynia: inter-disciplinary perspec-
tives on the iliness of chronic pain. New York: CRC Press; 2011. p. 157-82.

1

N

. Anooshian J, Streltzer J, Goebert D. Effectiveness of a psychiatric pain clinic.
Psychosomatics 1999:40:226-32.

13. Jeffery MM, Butler M, Stark A, Kane RL. Multidisciplinary pain programs for
chronic noncancer pain. Rockville, MD: Agency for Healthcare Research and
Quality; 2011.

. Institute of Medicine of the National Academies. Relieving pain in America: a
blueprint for transforming prevention, care, education, and research. Washington,
DC: National Academies Press; 2011.

15. Peng P, Choiniere M, Dion D, Intrater H, Lefort S, Lynch M, Ong M, Rashiq
S, Tkachuk G, Veillette Y; STOPPAIN Investigators Group. Challenges in ac-
cessing multidisciplinary pain treatment facilities in Canada. Can J Anaesth
2007;54:977-84.

16. Lynch ME, Campbell FA, Clark AJ, Dunbar MJ, Goldstein D, Peng P, Stinson J,
Tupper H; Canadian Pain Society Wait Times Task Force. Waiting for treatment
for chronic pain — a survey of existing benchmarks: toward establishing evidence-
based benchmarks for medically acceptable waiting times. Pain Res Manag
2007;12: 245-8.

17. Peng P, Stinson JN, Choiniere M, Dion D, Intrater H, Lefort S, Lynch M, Ong M,
Rashiq S, Tkachuk G, Veillette Y; STOPPAIN Investigators Group. Dedicated
multidisciplinary pain management centres for children in Canada: the current
status. Can J Anaesth 2007;54:985-91.

18. Morley-Forster PK. Tomorrow and tomorrow and tomorrow: wait times for multi-
disciplinary pain clinics in Canada. Can J Anaesth 2007;54:963-8.

1

S


http://www.ncbi.nlm.nih.gov/pubmed/1535122
http://www.ncbi.nlm.nih.gov/pubmed/1535122
http://www.ncbi.nlm.nih.gov/pubmed/12441829
http://www.ncbi.nlm.nih.gov/pubmed/12441829
http://www.ncbi.nlm.nih.gov/pubmed/17209691
http://www.ncbi.nlm.nih.gov/pubmed/17209691
http://www.ncbi.nlm.nih.gov/pubmed/11420271
http://www.ncbi.nlm.nih.gov/pubmed/11420271
http://www.ncbi.nlm.nih.gov/pubmed/11420271
http://www.ncbi.nlm.nih.gov/pubmed/11869581
http://www.ncbi.nlm.nih.gov/pubmed/11869581
http://www.ncbi.nlm.nih.gov/pubmed/11869581
http://www.ncbi.nlm.nih.gov/pubmed/12535416
http://www.ncbi.nlm.nih.gov/pubmed/12535416
http://www.ncbi.nlm.nih.gov/pubmed/12535416
http://www.ncbi.nlm.nih.gov/pubmed/14612484
http://www.ncbi.nlm.nih.gov/pubmed/10341535
http://www.ncbi.nlm.nih.gov/pubmed/10341535
http://www.ncbi.nlm.nih.gov/pubmed/18056206
http://www.ncbi.nlm.nih.gov/pubmed/18056206
http://www.ncbi.nlm.nih.gov/pubmed/18056206
http://www.ncbi.nlm.nih.gov/pubmed/18056206
http://www.ncbi.nlm.nih.gov/pubmed/18080042
http://www.ncbi.nlm.nih.gov/pubmed/18080042
http://www.ncbi.nlm.nih.gov/pubmed/18080042
http://www.ncbi.nlm.nih.gov/pubmed/18080042
http://www.ncbi.nlm.nih.gov/pubmed/18080042
http://www.ncbi.nlm.nih.gov/pubmed/18056207
http://www.ncbi.nlm.nih.gov/pubmed/18056207
http://www.ncbi.nlm.nih.gov/pubmed/18056207
http://www.ncbi.nlm.nih.gov/pubmed/18056207
http://www.ncbi.nlm.nih.gov/pubmed/18056204
http://www.ncbi.nlm.nih.gov/pubmed/18056204

19. Choiniére M, Dion D, Peng P, Banner R, Barton PM, Boulanger A, Clark AJ,

Gordon AS, Guerriere DN, Guertin MC, Intrater HM, Lefort SM, Lynch ME, Moulin
DE, Ong-Lam M, Racine M, Rashiq S, Shir Y, Taenzer P, Ware M. The Canadian

STOP-PAIN project. Part 1: Who are the patients on the waitlists of multidisci-
plinary pain treatment facilities? Can J Anaesth 2010;57:539-48.

20. Guerriere DN, Choiniere M, Dion D, Peng P, Stafford-Coyte E, Zagorski B,
Banner R, Barton PM, Boulanger A, Clark AJ, Gordon AS, Guertin MC, Intrater
HM, Lefort SM, Lynch ME, Moulin DE, Ong-Lam M, Racine M, Rashig S, Shir,
Taenzer P, Ware M. The Canadian STOP-PAIN project. Part 2: What is the cost

of pain for patients on waitlists of multidisciplinary pain treatment facilities? Can J

Anaesth 2010;57:549-58.

21. Amadeo RJ, Sutherland E. Chronic pain: from wait lists to rehabilitation, a clinical

report of the Manitoba perspective. Can J Anaesth 2010;57:385-6.
22.Hogg MN, Gibson S, Helou A, DeGabriele J, Farrell MJ. Waiting in pain: a

systematic investigation into the provision of persistent pain services in Australia.

Med J Aust 2012;196:386-90.
23. Meineche-Schmidt V, Jensen NH, Sjagren P. Long-term outcome of multidisci-

plinary intervention of chronic non-cancer pain patients in a private setting. Scand

J Pain 2012;3:99-105.

24. World Health Organization. The world health report 2000. Health systems: im-
proving performance. Public Health Rep 2001;116:268-9.

25. Manchikanti, L. National drug control policy and prescription drug abuse: facts
and fallacies. Pain Physician 2007;10:399-424.

26. Pransky G, Buchbinder R, Hayden J. Contemporary low back pain research—and

implications for practice. Best Pract Res Clin Rheumatol 2010;24:291-8.

27.Deyo RA, Mirza SK, Turner JA, Martin Bl. Overtreating chronic back pain: time to

back off? J Am Board Fam Pract 2009;22:62-8.

28. Sutherland JM, Fisher ES, Skinner JS. Getting past denial: the high cost of health

care in the United States. N Engl J Med 2009;361:1227-30.

29. Schatman ME. Interdisciplinary chronic pain management: perspectives on his-
tory, current status, and future viability. In: Ballantyne JC, Rathmell JP, Fishman
SM, editors. Bonica’s management of pain, 4th edition. Philadelphia: Lippincott,
Williams & Wilkins; 2010. p. 1523-32.

30. U.S. Department of Veterans Affairs. VHA DIRECTIVE 2009-053: pain manage-

ment. Available at: http://www.va.gov/painmanagement/docs/vha09paindirective.

pdf. Accessed October 25, 2012.

31. Dobkin PL, Boothroyd LJ. Organizing health services for patients with chronic
pain: when there is a will there is a way. Pain Med 2008;9:881-9.

32.

33

34.

35.

36.

37.

38.

39.

40.

41.

42.

Giordano J, Schatman ME, Hover G. Ethical insights to rapprochement in pain
care: bringing stakeholders together in the best interest(s) of the patient. Pain
Physician 2009;12:265-75.

. Schatman ME. The demise of the multidisciplinary chronic pain management

clinic: bioethical perspectives on providing optimal treatment when ethical prin-
ciples collide. In: Schatman ME, editor. Ethical issues in chronic pain manage-
ment. New York: Informa Healthcare; 2007. p. 43-62.

Haute Autorité de Santé. Chronic pain: identification, assessment and referral

of patient with chronic pain syndrome. La Plaine-Saint-Denis, France: Haute
Autorité de Santé Communication Department; 2008.

National Pain Summit Initiative. National pain strategy: pain management for all
Australians. Melbourne: Faculty of Pain Medicine; 2010.

Baker M, Collett B, Fisher A, Hermann V, Huygen FJPM, Télle T, et al. Pain pro-
posal. Improving the current and future management of chronic pain. A European
consensus report. Brussels: Pfizer; 2010.

Schatman ME. The role of the health insurance industry in perpetuating subopti-
mal pain management: ethical implications. Pain Med 2011;12:415-26.

Rogers M. H.R. 1863. Available at: http://www.gpo.gov/fdsys/pkg/BILLS-
108hr1863ih/pdf/BILLS-108hr1863ih.pdf. Accessed November 24, 2012.
Eastman P. Congress mounts campaign to improve pain control. Oncology Times
2003;25:6-8.

U.S. Government Printing Office. Public Law 111-148/152. Available at: http://
www.govtrack.us/congress/bills/111/hr3590/text. Accessed November 30, 2012.
Lynch ME, Campbell F, Clark AJ, Dunbar MJ, Goldstein D, Peng P, Stinson J,
Tupper H. A systematic review of the effect of waiting for treatment for chronic
pain. Pain 2008;136:97—-116.

Berwick DM, Hackbarth AD. Eliminating waste in U.S. health care. JAMA
2012;307:1513-6.

Michael E. Schatman, PhD, CPE
Foundation for Ethics in Pain Care
Bellevue, WA 98004, USA
www.painethics.org

IASP is relocating to Washington, DC, in January 2013.
The new address for IASP headquarters is:

International Association for the Study of Pain
1510 H Street NW, Suite 600
Washington, DC 20005-1020, USA
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INFORMATION YOU CAN COUNT ON

Pain Comorbidities:
Understanding and Treating s
the Complex Patient ol
edited by Maria Adele Giamberardino Soyannwo
and Troels Staehelin Jensen o
ISBN: 978-0-931092-92-3, paper

Price: US$85.00 (IASP Members: US$70.00)
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The Phenomenon of Pain

by Serge Marchand

ISBN 978-0-931092-91-6, paper

Price: US$70.00 (IASP Members: $55.00)
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Pain-Related Fear:
Exposure-Based Treatment

for Chronic Pain

by Johan Vlaeyen, Stephen Morley, Steven
Linton, Katja Boersma, and Jeroen de Jong
ISBN 978-0-931092-87-9, paper

Price: US$75.00 (IASP Members: US$60)

Pain 2012:
Refresher Courses,

14th World Congress on Pain
edited by Irene Tracey

ISBN 978-0-931092-93-0, paper

Price: US$40.00
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To get your copy, go to the IASP Bookstore on the IASP website
at www.iasp-pain.org/books. See the website for more

information, or contact the International Association for the Study IASP PreSS® IASP
of Pain at books@iasp-pain.org or call +1.206.283.0311

Timely topics in pain research and treatment have been selected for publication, but the information provided and opinions expressed have
not involved any verification of the findings, conclusions, and opinions by TASP. Thus, opinions expressed in Pain: Clinical Updates do not
necessarily reflect those of IASP or of the Officers or Councilors. No responsibility is assumed by IASP for any injury and/or damage to persons or
property as a matter of product liability, negligence, or from any use of any methods, products, instruction, or ideas contained in the material herein.
Because of the rapid advances in the medical sciences, the publisher recommends independent verification of diagnoses and drug dosages.
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