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History of Interdisciplinary Chronic Pain Management
In the 1940s, John J. Bonica became the first physician to publicly recognize the
complexity of chronic pain syndromes, understanding that they affect patients not only
physically but across myriad dimensions of their lives. Chronic pain of nonmalignant origin (i.e.,
non-cancer pain) has been noted to be the most unpredictable type when compared to acute and
chronic pain due to malignancy, which also makes it the most challenging to address.(1) Bonica
found himself frustrated by his inability to effectively treat those with chronic pain and found
that consultation with his colleagues seemed to benefit all who were involved.(2) Because of
this, Bonica developed the first formal multidisciplinary pain management team at Tacoma
General Hospital, with members including an anesthesiologist, orthopedist, neurosurgeon,
internist, psychiatrist, and radiation therapist. However, the model used was multidisciplinary
triage in order to determine which team member would provide treatment and included only
physicians with differing specialties versus professionals from entirely different fields.

Concurrently, unbeknownst to Bonica, others were simultaneously developing similar
programs in Texas, Oregon, Canada, and Europe.(3) Although some of these programs were
successful, Bonica’s efforts to change the overall approach to chronic pain management were not
so, and he wrote accordingly, “Despite my persistent drum beating, consisting of several hundred
lectures and the publication of numerous articles in various parts of the world, the
multidisciplinary concept was ignored by the medical profession for two decades.”(4)
Fortunately, the integration by Wilbert Fordyce of a strong behavioral component into Bonica’s
team in the late 1960s was instrumental in the development of the first multidisciplinary pain
evaluation and triage team, which included disciplines outside of medicine. With the availability
of behavioral approaches to assessment and treatment, the focus of pain clinics shifted from the
eradication of pain to teaching patients how to manage their symptoms and restore a positive
quality of life.(6) Behavioral approaches were soon replaced by cognitive-behavioral approaches,
which were not only less time-consuming and costly but emphasized the patient as an active
participant in his or her rehabilitation who is able to develop the coping skills necessary to
restore independence.(2)
Multidisciplinary Chronic Pain Management programs proliferated in the 1970s and 80s,
described as “medicine’s new growth industry.”(7) Among the most active and prestigious of
these facilities was that developed by Bonica at the University of Washington where he was
succeeded in directorship by the neurosurgeon, John Loeser. According to Loeser, the great
success of the program was due to the interaction between the various disciplines of the team
members rather than to any specific intervention that was applied.(8) This encapsulates the
magic of interdisciplinary treatment that is often difficult to explain to outsiders but easily
understood by those who have worked in the milieu. By the early 1980s, approximately 1000

multidisciplinary evaluation and treatment centers were in operation in the United States (9) and
were becoming more numerous in other parts of the world as well. However, these programs
were multidisciplinary rather than interdisciplinary. Contrary to common belief, the first truly
interdisciplinary treatment program was not developed until the early 1980s, when Drs. Wilbert
Fordyce and John Loeser opened the facility at the University of Washington that resembled the
modern concept of the interdisciplinary chronic pain management (ICPM) program (J. Loeser.
Personal communication, December 2, 2017).
While third party payers were initially enthusiastic regarding these programs, they soon
became less supportive. It is difficult to specifically determine the point at which the number of
interdisciplinary treatment programs and the availability of this type of pain management began
to decline; however, Schatman(12),(13) has noted that the number of programs in the United
States accredited by the Committee on Accreditation of Rehabilitation Facilities (CARF)
declined from 210 in 1998 to 84 in 2005; in 2017 the total number of CARF-accredited pain
rehabilitation programs has dwindled to 67. The availability of ICPM programs in the United
States has flourished in the Department of Veterans Affairs (VA) with the Department of
Defense following step, a phenomenon which will be explored in greater depth later in this
chapter.
Empirical Support for Interdisciplinary Chronic Pain Management
The evidence to support the clinical efficacy and cost-effectiveness of ICPM is robust
and the studies are numerous; therefore, it is most efficient to focus on meta-analyses and
systematic reviews that provide the approach with unequivocal empirical support. These studies
will be reviewed briefly and several prominent and more recent studies will be highlighted. Flor
and her colleagues(68) performed the earliest meta-analysis of ICPM in 1992. The review of 65

studies identified numerous benefits for participants: reducing medication use, reducing
emotional distress, reducing health care utilization, reducing iatrogenic consequences, increasing
return to work and physical activity levels, and closing disability claims, as well as an average
pain reduction of 20%. Although the figure for pain reduction may not seem impressive, patients
in these programs are generally told that pain relief is not the goal of treatment, and are taught to
focus on functional and emotional benefits. Not surprisingly, ICPM programs were determined
to be superior to unimodal treatments as well as to no treatment and waiting list controls. The
beneficial effects of the programs appeared to be stable over time. As with most large scale
reviews, it was recommended that results be interpreted with some caution due to inconsistencies
in methodologies and quality of research designs and descriptions.
The area of cost effectiveness for ICPM deserves attention as it is typically regarded as
an intensive and concomitantly expensive option for chronic pain management; however, a
review of the literature does not support this widely held belief. In 1998, Turk and Okifuji(69)
performed a comparative analysis of ICPM programs in order to assess their cost-effectiveness
as compared to surgery, chronic opioid therapy, and implantable devices. Most striking was the
finding that ICPM programs were up to 21 times more cost-effective than alternative treatments
for chronic pain such as surgery (69). Okifuji and colleagues(30) performed a review of the
literature on various treatment approaches to chronic pain, analyzing the cost-effectiveness of
ICPM in comparison to surgery or conventional medical treatment. ICPM compared favorably to
other treatments in terms of pain reduction, management of opioid analgesics, restoration of
function as measured by activity levels and return to work, health care utilization, and closure of
disability claims. Additionally, the authors dispelled the myth of ICPM representing an
expensive approach to pain management, calculating that its use in lieu of the other typical

approaches could result in a cost savings of $5 billion per year in the United States. Turk(70)
obtained similar findings in a 2002 review, noting not only that ICPM is comparable to oral
medications, surgery, spinal cord stimulation, and intrathecal drug delivery in terms of pain
relief, but that interdisciplinary treatment can provide considerable savings in costs for
medications and additional health care utilization. Turk’s data on cost-effectiveness are dramatic,
as he determined that interdisciplinary care is 6.29 times more cost-effective than surgery, 15
times more so than conventional care, and 25 times more cost-effective than spinal cord
stimulation (SCS). This opens up the question regarding why insurance would reimburse
procedures such as SCS but deny any coverage for ICPM programs when the evidence suggests
that this is misguided.
Turk and Swanson(29) performed an “analysis and evidence-based synthesis” of the
efficacy and cost-effectiveness of medications, surgery, spinal cord stimulation, intrathecal drug
delivery systems, and ICPM in the treatment of chronic pain. The authors found that all of these
approaches resulted in roughly the same amount of pain relief, with only ICPM determined to be
essentially free of iatrogenic complications and adverse events, as well as being numerous times
more cost-effective than the other treatments considered in achieving therapeutic goals. Perhaps
the most compelling empirical support for ICPM is provided by the 2001 and 2002
systematic(72) and Cochrane(73) reviews by Guzman and colleagues and the 2003 Cochrane
Review by Schonstein et al.,(74) as these studies involved careful analyses of trial quality. In
each of these reviews, the authors determined that ICPM improves pain and function, which was
not determined to be the case for less intensive treatments.
In an ICPM context and beyond, increasing functioning and optimizing quality of life
often requires the re-evaluation of pharmaceuticals. With a recent emphasis on reducing the use

of analgesics that are not always helpful and potentially harmful, including opioids, it is
worthwhile to include several studies demonstrating the role of ICPM programs in this effort. A
2013 study by Murphy et al. examined the outcomes of more than 700 participants who
completed the inpatient ICPM program at the VA in Tampa, FL. Since the program’s advent in
1988, Veterans who enter the program taking opioids are tapered off during the course of their
three-week participation. The study compared how those who were on opioid medications at
program admission fared against those who were not on opioids (New Citation A). There were
no significant differences between groups at admission and all participants improved, but those
on opioid analgesics at program initiation benefitted even more on several domains including
catastrophizing and activities of daily living. A study and 6-month follow-up conducted by the
ICPM program at Mayo Clinic in Minnesota examined treatment outcomes following opioid
analgesic cessation (New Citation B, C) and found that while patients on opioid analgesics at
admission reported higher levels of pain and depression relative to those not taking opioids, there
were no differences in outcomes at discharge or 6-month follow-up. Clearly, further research on
the effects of opioid tapering on ICPM outcomes is warranted, as the Tampa and Mayo studies
suggest a significant and sustained improvement in pain severity and functioning following
interdisciplinary treatment regardless of previous opioid status.
Evaluating mediations is not only important to patient long-term well-being, but has
financial implications as well. A novel economic analysis was conducted in 2015 by Mayo
Clinic’s Florida ICPM program in collaboration with Florida Blue, the state branch of Blue
Cross Blue Shield (New Citation D). Sletten et al. collaboratively examined the economic impact
of participation in an ICPM on healthcare utilization and expenditures. Results indicated
decreases in overall medical costs for up to 18 months including the use of specialty care, tests,

and procedures. Of note, unlike many other cost effectiveness studies that focus on low back
pain, this ICPM sample included a broad range of chronic pain conditions with an average pain
duration of 8 years. The involvement of a third party payer in this analysis represents an
important model for future studies since this may be the most convincing way to garner the
support of insurance companies. This is consistent with Schatman’s work on the demise of
interdisciplinary pain management in the United States, in which he posited that insurers’
exclusive focus on cost-containment and profitability trumps pain patient well-being (13). In the
future, it would be ideal for ICPM programs to partner together and enlist the collaboration of
multiple health care plans and payer types to once again demonstrate the economic benefit of
interdisciplinary care.
Given these data, the process by which third party payers determine what is worthy of a
cost investment can be puzzling. Procedures such as back surgery, which is costly, risky, and
yield very mixed empirical outcomes, are typically covered, yet payers are unlikely to reimburse
evidence-based and lower risk ICPM programs. This in part speaks to the antiquated yet ongoing
biomedical approach that much of the public, providers, and payers apply to chronic pain
treatment. Although it is clearly a complex biopsychosocial experience that persists across time,
chronic pain continues to be approached in the same manner as acute pain. This error is a
significant reason why individuals and systems seek and support medical solutions that “cure”
pain, rather than understanding that pain can be best minimized and quality of life improved with
a whole-person, comprehensive, self-management approach.
Theoretical Basis of the Interdisciplinary Approach
Before proceeding, it is important to clarify the distinction between multidisciplinary and
interdisciplinary. Although the terms are often used interchangeably, they are not synonymous.

Multidisciplinary treatment suggests that there are providers from multiple discipline treating a
patient in parallel. Communication may exist, but is not required, and varies widely.
Coordination of care and treatment planning is atypical, and is unfortunately often fragmented.
This is a common approach in primary and secondary care, in which specialists are consulted as
needed and work in silos. On the other hand, interdisciplinary care is best reflected in a cohesive
team comprised of experts from various disciplines who share a philosophy of care and
communicate routinely regarding patient treatment. They are ideally co-located, although if not,
may use technology for information sharing (e.g., phone calls, emails, electronic medical
records) as well as holding scheduled and unscheduled in-person meetings. The importance of
regular communication among team members cannot be overstated and consistency in the
philosophy of patient care is critical for program success.
All ICPM is based on the biopsychosocial approach that emphasizes the complex and
dynamic interaction between physiologic, psychologic, and social factors. These variables and
how patients respond to them can exacerbate or ameliorate the patient’s pain experience. For
Bonica, the addition Fordyce contributed to the evolution of the interdisciplinary approach by
considering the emotional and behavioral sequelae of chronic pain as well as nociceptive
experience was invaluable. Chronic pain is a disease of the person, and the person is often
obscured by using the traditional biomedical approach without the integration of other critically
relevant factors. (20) Therefore, to effectively treat chronic pain, the motivational-affective and
cognitive-evaluative contributions must be weighed in addition to the nociceptive. ICPM
recognizes the bidirectionality of pain and psychosocial factors, considering that emotions and
maladaptive behavioral patterns can perpetuate as well as result from persistent physical
discomfort. Regardless of the etiology of pain and even its comorbidities, patients who have

functional impairments can improve on multiple dimensions if they are provided with
appropriate guidance and are motivated by the staff to exert maximal effort. The goal is for
participants to achieve management of their pain, with an emphasis on increasing self-efficacy
and restoring independence and overall quality of life.
Composition of the Interdisciplinary Team and Roles of Members
ICPM is based on the premise that no one individual or discipline can “cure” the patient
of all of the ills associated with his or her pain condition. While specialization serves to enhance
expertise, specialization without diversification results in limitations to what healthcare can offer
patients whose conditions are as complex as chronic pain. This, perhaps, was the greatest
wisdom that Bonica contributed to the pain treatment community. While the specific
construction of ICPM programs vary depending on factors such as available resources, the
typical treatment provided includes 3 common elements: (1) medication management, (2) graded
physical exercise, and (3) cognitive and behavioral techniques for pain and stress management.
(30) The CARF standards (New citation E) identify only two defined disciplines as essential for
ICPM rehabilitation programs: the pain team physician and pain team psychologist; additional
healthcare professionals are based on the needs of the persons served. The roles of ICPM team
members that are generally identified as constituting the core as well as other members that
expand and enrich services provided are reviewed below.
Core Team Members
•

Physician/Medical Director: The ICPM program medical director provides medical
leadership and accepts responsibility for the physical well-being of the patients treated.
While it is important that the physician possesses expertise in the rehabilitation of pain
disorders, a survey of programs yields wide variance in the training experience and

practice specialties of their medical directors. These specialties range from physical
medicine and rehabilitation to psychiatry, rheumatology to internal medicine. Of note, the
CARF standards require that a medical director be a physician who is certified in their
recognized board, has met established interdisciplinary training requirements, and is
involved in the field of pain and in the ICPM program (New citation E).
The precise duties of the medical director vary depending on his or her
engagement in patient care versus nurse practitioners or physicians’ assistants, which is
discussed below. If involved in a more hands-on role, the physician may take a medical
history, evaluate the patient for purposes of providing or confirming a diagnosis, analyze
test results, manage medications, and in some cases provide interventions such as trigger
point injections. If nurse practitioners or physicians’ assistants provide much of the direct
clinical contact, the medical director may be called upon to see patients that are most
complex or may value from the input of a physician. The medical director also may
represent the program to hospital or academic leadership. In general, the physician who is
seen as warmer and less directive is likely to foster greater team cohesiveness (34).
Similarly, Spoonhour and Schatman(35) have suggested that selflessness is ideal, as the
most effective medical directors are those who are willing to allow the team member with
certain expertise to function in a manner maximizing the benefit of that expertise.
•

Advanced Practice Nurses and Physicians’ Assistants: As mentioned, the day to day
duties involved in an ICPM may be carried out by a nurse practitioner or physician’s
assistant. This is done typically to conserve fiscal resources although nurse practitioners
and physicians’ assistants often have high levels of pain expertise and need limited input
from a physician. They perform duties such as evaluating individuals for program

appropriateness, completing histories and physicals, managing medication regimens,
evaluating patients during crises, participating in team meetings, and offering input on
various impacts of biomedical information regarding the treatment plan. They may
communicate with the medical director or other physicians often or seldom, depending on
the structure and needs of the specific program.
•

Psychologist: Pain psychologists on interdisciplinary treatment teams are primarily
responsible for the psychosocial aspects and status of patients’ care. As patients’ pain
becomes more chronic, their development of maladaptive emotional and behavioral
patterns increases, necessitating expert psychologic care if they are to become more
functional in their lifestyles. In addition to a medical director, CARF requires a pain
psychologist on the team whose qualifications include licensure, completion of
established interdisciplinary training requirements, and routine involvement in the ICPM
program (New citation E). While CARF does not specify the discipline of the pain
program director, this is often fulfilled by the psychologist.
The duties of psychologists in ICPM are vast. Initially, they assist in determining
whether a patient is appropriate for program participation by evaluating pain-related
functional status and psychological stability. Often they communicate information
regarding program benefits and expectations. During the program, the pain psychologist
will work with patients on both an individual and group basis, with an emphasis on
identifying more adaptive ways to respond to pain, acquiring problem-solving and stress
management techniques, decreasing catastrophization, and enhancing self-efficacy.
Through these approaches, reductions in depression and anxiety along with more
adaptive behavioral responses to pain are typically evidenced.

While not always the case, psychologists also may serve as the biofeedback
therapist on the ICPM team to facilitate reducing patients’ psychophysiologic reactivity
to stress. Effective use of relaxation techniques (e.g., progressive muscle relaxation,
imagery, diaphragmatic breathing) are a cornerstone of pain management and help shift a
patient toward internal locus of control(52) as well as reduce tension and pain. In some
cases, such as the program led by the second author (MES) for many years, the
biofeedback therapist would work in tandem with the physical therapist, using
biofeedback technology to help patients improve patterns of muscle activation during
physical activities. The ICPM psychologist will also often work with a patient’s family
during the course of a program, as the family may unwittingly be reinforcing the “patient
role,” thereby enabling the patient. Finally, as psychologists are trained as scientistpractitioners, they are likely to coordinate outcomes information and performance
improvement projects for the ICPM team.
•

Nurse: Nurses on ICPM treatment teams often assume diverse responsibilities and are
accordingly invaluable. Because of their medical backgrounds, they can potentially serve
in a variety of roles. They support other medical staff and often provide education to
patients and their families. In a role delineation study, Pellino and colleagues(36)
determined that assessing, evaluating, and monitoring pain were nurses’ most common
activities. Nurses are also the multidisciplinary team members that spend the greatest
amount of time with patients.(37) Additionally, as many nurses are trained and
experienced in case management, a nurse is often the team member responsible for the
day-to-day management of the program and in many cases serve as program directors.

•

Physical Therapist: Movement-based therapies are an essential element of physical
activation that is essential for effective pain rehabilitation. The physical therapist on a
pain treatment team is responsible for assessing patients’ levels of functioning, and then
designing and monitoring programs of graded therapeutic exercise that will safely
increase these levels. Areas of focus may include increasing flexibility and range of
motion, restoring appropriate posture and body mechanics, ambulation and gait training,
development of core and limb strength and stability, and decreasing pain-related fear of
movement. Treatment is typically provided on both an individual and group basis.
Modalities such as ultrasound and massage are generally avoided, as the focus of ICPM
is on teaching patients independent active management of their pain. Stretching and
strengthening are emphasized, as these exercises have been empirically supported
through systematic reviews as being among the most effective treatments for a number of
types of chronic pain.(40)–(45) It is critical that the ICPM physical therapist has received
specialized training in chronic pain management emphasizing a behavioral approach,
which is not the norm; however, for those who value working on a team and the reward
of success with patients with longer standing issues, it can be an excellent fit.

•

Case Manager/Coordinator: This is a role versus a discipline and can be performed by
those in various areas but is most commonly fulfilled by a nurse. Duties are critical for
smooth maintenance of the program and may include triaging referred patients,
confirming insurance sponsorship, development of policies and procedures, quality
assurance, collection and maintenance of patient data, and correspondence with referral
sources, employers, attorneys, health insurance providers, and other health care
professionals treating a patient.

Other Team Members
•

Vocational Counselor: The vocational counselor on the treatment team is responsible
for evaluating the capacity, goals, and needs of patients in the area of return to work,
school, or other meaningful activity. A common aspect of this interaction is helping
the patient understand the benefits of returning to the work force, as participating in
gainful employment is considered a primary goal of many ICPM programs,
particularly those that emphasize a functional restoration approach.(49) Vocational
counselors may serve as case managers who contact employers, obtain and analyze
job descriptions, and facilitate return to previous employment. They may also provide
testing and counseling in order to prepare patients for vocational retraining. Perhaps
even more than other team members, it is important for vocational counselors to
understand issues such as primary and secondary gain as well as the role of
psychologic factors in perpetuating perceived disability.

•

Occupational Therapist: Areas that are considered primarily within the domain of
occupational therapists include ergonomic training, upper extremity activities of daily
living, work activities, leisure activities, and any other activities that are meaningful
and purposeful to the individual patient. Some occupational therapists perform worksite analyses, visiting the work place to which the patient intends to return, observing
the specific job-related tasks that he or she will need to perform, and then developing
a work simulation component of the ICPM program. If a patient has a specific job to
which he or she intends to return, a workplace analysis may be conducted by an
occupational therapist and vocational counselor, in order to assess the physical and
emotional safety of returning to that position.

•

Aquatic Therapist: When available, the use of supervised exercises in a heated
therapeutic environment can be a helpful element of physical rehabilitation and one of
those most enjoyed by the patients. It can be conducted by those in various disciplines
but is most commonly a physical therapist or kinesiotherapist who is interested and
has additional competency in the area. Water-based treatments are complementary to
land-based exercises and have various therapeutic benefits that are especially helpful
for those with chronic pain, such as buoyancy that reduces the effects of gravity and
hydrostatic pressure that offers stability and support.

•

Recreational Therapist: Those programs fortunate enough to have the influence of a
recreational therapist reap various patient benefits. Due to the social isolation that
many with chronic pain experience, recreational therapy typically offers an
opportunity to be around others and practice potentially rusty social skills.
Recreational therapists also evaluate pleasurable activities in which patients wish to
engage (either through initiation or rekindling) and determine how to help individuals
move towards their goals. They often offer options such as crafts and art work as a
means to stimulate creativity, improve focus, and distract from pain.

•

Clinical Pain Pharmacist: Particularly with the emphasis on analgesics, the presence
of a pain pharmacist can be very helpful in providing support to medical and other
staff as well as to patients regarding medications. Within the context of ICPM
programs, pain pharmacists typically advise on medication choices, provide
educational classes, and meet with patients as needed to answer in depth questions
about pharmaceuticals, including addressing issues regarding polypharmacy, adverse
events, and side effect profiles.

•

Social Worker: Social workers may play a variety of roles in ICPM programs. They
can function in a case manager and coordinator role, tracking patient participation and
addressing issues that arise. If participation in the program involves travel, social
workers often play an important role in making sure that transportation is arranged
and patients are able to access what is needed at the facility. They also provide more
traditional guidance on introducing various administrative forms, and can teach
classes on how to access opportunities in the community. Those who are licensed
clinical social workers may have more direct contact to address clinical needs.

In addition to those specialties listed here, many ICPM programs include other professionals,
including a dietician who reviews the important role of nutrition and weight in pain management,
a chaplain who addresses spiritual needs, a yoga or tai chi instructor who provides guided
direction on these active and beneficial treatments, as well as options such as an art therapist,
music teacher, and other disciplines that encourage the development of activities that are
enjoyable and assist with fostering positive self-esteem and sense of purpose.
The Process of Interdisciplinary Chronic Pain Management
Despite the long history and strong empirical support for ICPM, this form of treatment is
often seen as a “last resort” by referral sources, many of whom have a limited understanding of
the complexities of and best treatments for chronic pain. This is a reflection of a biomedically
based healthcare system and society that tends to seek passive/receptive interventions for the
management of pain rather than approaching it as a chronic condition that requires active selfcare by the patient as a foundation for the potential success of other treatment options. ICPM
programs are viewed as tertiary, which too often subsumes that all other treatments have
“failed;” however, it is a treatment best correlated with complexity and pain-related functional

impairment, and should be considered as soon as possible when these conditions are met. If
individuals had access to ICPM programs earlier in their pain journeys, it is likely that our
system could be spared billions of dollars, as the chronification and negative impacts for many
would be minimized.
Referrals may come from a wide variety of sources, including other physicians and health
care providers, attorneys, employers, and insurance carriers. Some ICPM programs are a part of
a broader pain management system, in which case triage may be necessary. Due to economic
realities, insurance coverage is generally confirmed prior to proceeding. Once this is
accomplished, medical records are requested and reviewed to ascertain the patient’s
appropriateness for evaluation. In systems such as the VA, referrals for evaluation can be made
more easily since third party payer obstacles are removed.
The initial evaluation of a candidate for ICPM may occur in a variety of ways, but the
goal is to determine if the individual is appropriate for the treatment, provide education on the
treatment approach, and determine collaboratively a plan of care. Typically, providers from more
than one discipline are involved in this process so that information regarding all relevant
biopsychosocial factors can be assessed. For example, a medical professional gathers
information regarding medication use and comorbidities as well as physical fitness and ability,
while a mental health professional ascertains details regarding pain-related functional impacts,
emotional and social factors, and shares the program’s philosophy, expectations, and potential
benefits from participation. Physical therapists or others may also be involved in this evaluation
in order to obtain objective measurement of functional capacities. At times, the patient is not
currently ready for ICPM due to various factors including psychiatric or medical instability (e.g.,
active suicidal ideation and intention, unmanaged psychosis, cardiac issues). If the ICPM team

believes that these factors can be addressed, delaying admission until the patient has received
appropriate treatment may be in the best interest of the patient and the program. If the option for
reconsideration is not viable, the program should provide treatment recommendations to the
patient and the referral source.
ICPM programs tend to be intensive, often requiring patients to participate from 20-40
hours per week. While patients may find the prospect of such a commitment daunting, they will
not be asked to perform physical tasks that are beyond their functional capacities. Distinguishing
between “hurt” and “harm” and assuring patients that the treatment team considers their physical
and emotional safety to be of the greatest importance helps build therapeutic trust, thereby
enhancing adherence.(33) The specific “mix of services” that patients receive between and
within programs will vary. Typically, patients spend significant time engaging in physical
activities that will increase their flexibility, strength, and functional capacities. Patients whose
emotional status and behavioral responses to their pain are less dysfunctional will likely require
less time with the psychologist than will those patients who are struggling psychosocially.
Similarly, patients demonstrating limited psychophysiological reactivity to stress will require
less intensive biofeedback training, and those whose vocational issues are less complex will
require less concentrated vocational counseling services. The frequency with which a patient
sees the physician and/or nurse practitioner or physicians’ assistant on an individual basis will
vary depending on the specific philosophy of the program. Frequent individual physician
appointments are discouraged, as a goal of ICPM is typically reduction of medical services in
lieu of enhanced independent self-management of pain.
The patient-centered nature of ICPM requires regular team conferences in which the
entire treatment team meets to discuss patient progress, which includes any issues that are

potentially limiting gains and therapeutic goals. This may happen with the patient, without the
patient, or both. Regardless, feedback to patients should be immediate, consistent, and coherent.
In situations in which patients’ adherence is considered good and they are making progress, team
conference provides a forum in which they are able to receive much-needed positive
reinforcement regarding their attitude and effort. Patients with chronic pain are often
unjustifiably blamed for the failures of the primary and secondary care systems to help them
recover, making appropriate positive reinforcement even more important. Conversely, in cases in
which adherence and progress are considered by the team to be inadequate, the conference
provides an opportunity for the treatment team to develop an approach for patient feedback
and/or to present a united front in addressing the relevant issues and work with patients to
remedy any problematic aspects of their programs. Since the literature confirms that individuals
with personality disorders are prevalent in ICPM programs (38),(39), it is not unusual to
encounter attempts to “split” treatment team members. Because of this, it is particularly
important for the program team to develop a coherent plan together and enforce it consistently so
that patients receive a unified message throughout their participation. Unfortunately, while ICPM
programs work to facilitate success for all patients, some circumstances necessitate early
discharge. Stanos(26) has recently suggested that such premature discharge can potentially
encourage enhanced compliance or efforts among other patients in the group.
Once a patient has completed an ICPM program, he or she can be neither forgotten nor
abandoned. Although programs are typically close-ended, some form of follow-up to determine
implementation of what has been learned in the program is important. Additionally, if the
program is involved in outcomes research, follow-up provides a source for collection of more
data. For the sake of cost-efficiency, selected measures of patients’ emotional and behavioral

responses to their pain that are administered at initial evaluation can be sent to them to determine
longer term outcome and identify any clinical needs. Positive outcomes data should serve as a
powerful tool for demonstrating the program’s effectiveness to patients and providers which can
assist with marketing. Potential referring physicians may be uninformed regarding the wide
range of benefits of interdisciplinary treatment for their patients, and well-organized data may
help them understand how a program can make their own lives easier as well as helping their
more challenging patients. Additionally, while some health insurance programs may argue
against the efficacy of ICPM, data that invalidates their arguments will ideally help convince
them of the legitimacy of this treatment approach.
Interdisciplinary Chronic Pain Management in VHA: Overview of a Model System
While ICPM programs have greatly diminished in the United States in the last 20 years,
there is one place where they have flourished: the VA healthcare system (New Citation F). The
VA undertook specific efforts to highlight the need for improved pain care in 1998. At that time,
leaders in the VA acknowledged that pain was an under recognized and undertreated issue that
impacted Veterans across the continuum of care. This led to a series of successful initiatives and
collaborations that increased the measurement, tracking, treatment, and overall quality of
services available to Veterans with pain. One of the most important was a 2003 pain
management policy, the first of its kind and an important step towards establishing pain as a high
priority for the Veterans Healthcare Administration (VHA) (New Citation G). In 2004, pain
management was established as a separate organizational entity within VA Central Office under
the direction of Dr. Robert D. Kerns. Among many identified areas of focus was an emphasis on
multidisciplinary and interdisciplinary pain care, the least common models previously found in
the community.

In 2009, a revised VHA Pain Directive was established which introduced a stepped care
approach to pain management as the standard for the VA (New Citation H). It not only reasserted
VHA’s commitment to an approach that is informed by a biopsychosocial model of pain and an
interdisciplinary, multidimensional, and multimodal approach to pain management, but asserted
that improved quality of life, rather than pain relief, per se, is the accepted standard outcome
measure of effectiveness. In addition to many other recommendations such as establishing
facility multidisciplinary pain committees and specific research efforts, the stepped care model
delineated the primary level Patient Aligned Care Team (PACT) and reinforced secondary level
specialty pain care (e.g., pain medicine, behavioral health). The tertiary level was defined as
interdisciplinary care for the most complex, treatment refractory, and at risk patients. Along with
the availability of advanced pain diagnostics, VHA made a commitment to developing at least
one interdisciplinary pain rehabilitation program in each Veteran Integrated Service Network
(VISN) by the end of September 2014. These programs were to be accredited by the Commission
for the Accreditation of Rehabilitation Facilities (CARF), ensuring the highest level of quality
for care.
At the time the Directive was published (New citation H), there were only two CARFaccredited programs in the VA system, located in Tampa, Florida and San Juan, Puerto Rico,
both in VISN 8; therefore, developing and implementing programs for the other 20 VISNs was
an ambitious mandate. Five years were allotted to accomplish the goal, with no particular
pathway defined for how each different region or facility would meet it. Furthermore, no
resources were provided by VA Central Office, and the details and timeline of implementation
were left to the VISNs. The VA Pain Team Training Program was established under the
leadership of Dr. Michael E. Clark at the James A. Haley Veterans’ Hospital in Tampa, Florida,

site of the longest standing CARF-accredited pain rehabilitation program in the VA. Over the
next 5 years, the program directly assisted facilities with training visits, providing models and
advisement in their fulfillment of the directive as well as ongoing consultation as needed. Tampa
trained over thirty VA teams in the philosophical and practical foundations of an
interdisciplinary pain rehabilitation program, many of whom went on to implement their own
versions at local facilities.
In 2017, the VA’s 20 programs represent almost a third of the 67 CARF-accredited pain
programs that are available in the United States, even though veterans served by the VA
represent only a fraction of the nation’s population. While the overall presence of programs has
steadily decreased in the United States, the VA has maintained an upward trend and taken steps
to coordinate these centers across the country. The first author of this chapter (JLM), the VA’s
liaison for the development and maintenance of CARF programs, formed a national CARF Pain
Programs Leadership Committee in late 2015 which serves as a community of practice and
forum for collaboration across CARF sites. Through regularly scheduled calls, members share
questions and updates, and consult with each other in order to maintain the CARF standards. As
an example of collaboration across sites, a group of VA programs established mutually agreeable
core outcome measures to foster a means for comparison of program outcomes. While not
required, this effort serves as a model for the level of coordination that may one day become
standard across the system as a means for continual program improvement.
The current state of affairs begs the question: why is the VA committed to ICPM
programs more than the private sector? There are several explanations which have been reviewed
by LaChappelle et al. (New citation G). First, the VHA emphasizes those treatment options such
as ICPM, which have the most evidence-based support. This is supported in the mission

statement of the VA as well as in the policies for supported interventions and pharmaceuticals.
Undoubtedly, another factor is the cost-benefit analysis of lifelong patient care that takes into
account, and often prioritizes, long-term outcomes over short-term outcomes. Outside the VA,
third-party payer health insurance plans will often fund and reimburse care that may be less
expensive in the short-term, but may be more expensive in the long-term. However, a system that
treats patients for the span of their lives is more likely to value an initial higher financial cost of
multidisciplinary treatment. This investment in the interdisciplinary approach achieves greater
health and wellbeing in the long-term rather a than lower cost financial investment in the shortterm, with poorer health outcomes in the long-term (New citation I, J). While a number of factors
contribute to frequently switching health insurance carriers in the private sector, the behavior
results in a disincentive for insurers’ coverage of ICPM programs. Despite the literature
supporting their cost-efficiency, they are considered a formidable expense in the short-term and
accordingly, insurance payers are more likely to cover inferior (and often more dangerous) but
less expensive treatment options. Sadly, if insurance companies would recognize that the
investment in ICPM care is well worth the cost, these programs would flourish outside of the VA
system and all would benefit as demonstrated by the 2015 Mayo Clinic study (New citation D).
There are numerous lessons to be learned from the growth of ICPM programs in the VA.
First, while many in the private sector perceive the VA system to be flushed with endless
resources, the limitations of space and personnel are familiar barriers across the system. Because
of this, programs have taken a variety of forms, tailored and built to fit the unique picture of each
particular facility. For instance, a program that is two to three days per week may require .25 of a
full-time physical therapist who also works in other settings. Others in less routinely
incorporated specialties such as a chaplain, dietician, pharmacist, or addictions counselor may be

able to provide a group once during the course of a program, something that adds greatly to the
richness of program content while not taxing human resources. Although these creative strategies
could theoretically be helpful in convincing insurers to reconsider coverage of ICPM programs,
“carving out” essential aspects of them has been empirically established as resulting in far less
favorable outcomes (New citation K, L).
In addition, VA’s model of setting an administrative mandate for one CARF ICPM
program per region was an ambitious goal, yet it has served several purposes. First, it represented
formal recognition by leadership of the importance of interdisciplinary care. Second, while the
number was insufficient to serve the entire veteran population, the emergence of ICPM programs
throughout the country introduced the treatment approach to providers and patients who were
previously unfamiliar. This has served to reinforce the need for a biopsychosocial model and
increase access to additional pain care options that are not strictly medical or pharmacological.
Since insurance companies appear unlikely to return to coverage of ICPM programs, a legislative
mandate supporting ICPM programs is necessary to affect a restoration of reimbursement for this
effective mode of chronic pain treatment. As in the VA, it took a national pain directive
recognizing a public health need to spur the development of this valued treatment option and a
similar call from on high is needed in the private sector.
Future Considerations for Interdisciplinary Chronic Pain Management
Chronic pain is and has been under-recognized and undertreated as a healthcare need.
While the biopsychosocial model is recognized as the gold standard for pain care, in reality the
biomedical model continues to reign supreme. This means that despite the overall clinical
efficacy and cost-effectiveness of ICPM programs, the number in the United States has
decreased precipitously since 1999 (28), thereby severely limiting the availability of a treatment

approach that has been the most rigorously validated. The demise of these programs is a
disturbing phenomenon, particularly given the cost of chronic pain and the drastic increase in
opioid use disorder and opioid-related overdose deaths. As Chapman states, “Concurrent with the
decline of intensive programs is the rise of procedural interventions and medication, which
receives a great deal of support from medical technology and pharmaceutical companies.”(100)
These unfortunate realities only underscore the need for an approach to chronic pain that matches
its complexities without defaulting to a unimodal medical attempt to cure something which
requires long-term management.
One potentially positive result of America’s prescription opioid crisis has been a shift in
focus to treatments that are nonpharmacological. This has significantly increased the interest of
some in options such as pain psychology, complementary integrative health (e.g., acupuncture,
yoga), and ICPM programs which provide comprehensive care with a decreased focus on
medical modalities and an increased emphasis on self-management strategies. It is unfortunate
that it took the drastic increase in opioid prescribing and related negative events to propel
healthcare professionals, systems, and even lawmakers toward considering treatment options that
capture the biopsychosocial approach, but the momentum is welcome. Additional funding for
treatment options as well as research that considers physiological as well as other highly relevant
factors in the chronic pain experience may lead to improvement in the availability of ICPM
options. The growth of interdisciplinary pain rehabilitation programs within the VA
demonstrates a cultural transformation within the largest single healthcare system in the United
States, one that should be used as a model for how to walk the walk of whole person pain care
across the country.
Conclusion

Seventy years after Bonica introduced the concept of interdisciplinary pain management,
those who work in the field sadly continue to encounter similar challenges to those that he faced.
The lack of acceptance by the medical community of the interdisciplinary approach that left
Bonica ready “to give up” challenges those medical and non-medical providers that rightly
acknowledge the necessity of an interdisciplinary treatment model for optimal patient outcomes.
Despite substantial and unequivocal empirical support for its clinical utility and cost-efficiency,
in every setting but the VA the number of programs in the United States has dwindled. Patients
have been forced to resort to less effective, more expensive, and often more dangerous treatment
options which tend to focus on body parts as opposed to the person in need, often at the
advisement of their doctors.
While third party payers and some in the field suggest that the ICPM model should be
pared down to de-intensify the commitment by providers and patients, the evidence suggests the
opposite; providers, payers, and patients should instead embrace the intervention which best
matches the treatment needs of those with complex chronic pain. The evidence indicates that the
model is not broken – the system is. As one of the most pervasive and costliest healthcare issues,
chronic pain and the ICPM approach deserves the attention and support of legislators, insurance
companies, and the healthcare industry writ large. Those who have the privilege of working in a
true interdisciplinary framework must be the leaders in this mission: to advocate, to educate, to
model, and to celebrate the patients with whom they have the ability to affect change. The noble
practitioners of the interdisciplinary approach need to become ICPM “champions” to defend the
life of that which science and clinical experience tells us is the closest things we have to a “cure”
for our patients.
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