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BACkgRoUND: Wounded soldiers often experience substantial pain, 
which must be addressed before returning to active duty or civilian life.  
The United States (US) military has instituted several guidelines and 
initiatives aimed at improving pain management by providing rapid 
access to medical care, and developing interdisciplinary multimodal pain 
management strategies based on outcomes observed both in combat and 
hospital settings.  
oBjECTIVE: To provide a narrative review regarding US military pain 
management guidelines and initiatives, which may guide improvements in 
pain management, particularly chronic pain management and prevention, 
for the general population.
METHoDS: A literature review of US military pain management guide-
lines and initiatives was conducted, with a particular focus on the potential 
of these guidelines to address shortcomings in chronic pain management in 
the general population. 
DISCUSSIoN: The application of US military pain management guide-
lines has been shown to improve pain monitoring, education and relief. In 
addition, the US military has instituted the development of programs and 
guidelines to ensure proper use and discourage aberrant behaviours with 
regard to opioid use, because opioids are regarded as a critical part of acute 
and chronic pain management schemes. Inadequate pain management, 
particularly inadequate chronic pain management, remains a major prob-
lem for the general population in the US. Application of military strategies 
for pain management to the general US population may lead to more effec-
tive pain management and improved long-term patient outcomes.

key Words: Chronic pain; Military; Pain management

Analyse narrative des stratégies de gestion de la 
douleur et des leçons tirées des forces armées

HISToRIQUE : Les soldats blessés ressentent souvent des douleurs 
importantes, qui doivent être soulagées avant qu’ils reprennent le service 
actif ou la vie civile. Les forces armées américaines ont adopté des direc-
tives et des initiatives pour améliorer la gestion de la douleur grâce à un 
accès rapide aux soins médicaux. Elles ont créé des stratégies de gestion de 
la douleur multimodales interdisciplinaires en fonction des résultats cli-
niques observés à la fois au combat et en milieu hospitalier.
oBjECTIF : Fournir une analyse narrative des directives et des initiatives 
de gestion de la douleur dans les forces armées américaines, dans l’espoir 
d’améliorer la gestion de la douleur, particulièrement la gestion et la 
prévention de la douleur chronique, dans l’ensemble de la population.
MÉTHoDologIE : Les chercheurs ont réalisé une analyse biblio-
graphique des directives et des initiatives de gestion de la douleur dans les 
forces armées américaines. Ils se sont particulièrement intéressés à la pos-
sibilité de les utiliser pour corriger les lacunes en matière de gestion de la 
douleur chronique dans l’ensemble de la population.
RÉSUlTATS : Il est démontré que les directives de gestion de la douleur 
des forces armées américaines améliorent la surveillance, et le soulagement 
de la douleur, de même que l’éducation s’y rapportant. En outre, les forces 
armées américaines ont commencé à adopter des programmes et des direc-
tives pour assurer la bonne utilisation des opioïdes et décourager les com-
portements aberrants, car les opioïdes sont un volet essentiel de la gestion 
de la douleur aiguë et chronique.
CoNClUSIoN : La gestion insuffisante de la douleur, particulièrement 
celle de la douleur chronique, demeure un problème important dans 
l’ensemble de la population américaine. Le recours aux stratégies militaires 
pour y gérer la douleur pourrait susciter une gestion de la douleur plus effi-
cace et améliorer le sort des patients à long terme.
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Over the past decade of military operations in Afghanistan and 
Iraq, >51,000 United States (US) soldiers have been wounded in 

action in military operations (1), and these soldiers often experience 
significant pain. In a recent study involving 2597 active-duty soldiers 
who had been deployed to Iraq or Afghanistan, 44% reported experi-
encing chronic pain lasting at least three months; of the 1130 soldiers 
reporting chronic pain, 55.6% reported experiencing pain almost daily 
or constantly (2). Given the widespread impact of pain affecting vet-
erans, the US military has made a substantial effort to collect informa-
tion regarding the consequences and treatment of pain, and to apply 
that knowledge to provide better care for returning wounded soldiers. 
Appropriate pain management also represents a major challenge in the 
general US civilian population (3).  

The pain management strategies used by military health care pro-
viders for both acute and chronic pain are increasingly based on a 
multimodal approach, which involves combining multiple pain man-
agement interventions, possibly both pharmacological and non-
pharmacological, to provide more comprehensive management of pain 

(4-6). These strategies address many of the problems associated with 
acute and chronic pain management in the general civilian population 
in the US. Military pain management strategies are generally focused 
on aggressive treatment to control pain and improve function, as well 
as to prevent the development of further physical and psychological 
complications (7). The US military perspective regarding pain and 
pain management, which may be used to guide improvements in pain 
management for the general population, will be reviewed in the 
present article, with a particular focus on the prevention and manage-
ment of chronic pain.

THE PREVAlENCE AND EPIDEMIologY oF PAIN IN 
ACTIVE-DUTY SolDIERS AND VETERANS

Pain represents a serious and widespread problem both over the short 
term for wounded soldiers on the battlefield and during rehabilitation, 
and over the long term for many veterans (2,8-10). The incidence of 
chronic pain is high among active-duty soldiers, affecting >40% of sol-
diers following deployment (2). In a study involving veterans treated at 
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a primary care clinic at the Western New York Veterans Administration 
Health System (10), 71% reported experiencing pain; of those patients, 
35% reported that their pain was constant and 85% reported that pain 
had been ongoing for a number of years.

The prevalence of certain conditions associated with the development 
of chronic pain, including traumatic brain injury and post-traumatic stress 
disorder (PTSD), is higher among military veterans than among the 
general civilian population (11-14). Traumatic brain injuries may be 
associated with the development of chronic pain, in part due to injury-
related alterations in cognitive functioning or perception (11).  The 
association of chronic pain with traumatic brain injury may be of par-
ticular relevance to the military population, due to the high prevalence 
of this type of injury in returning combat veterans. An estimated 10% to 
20% of veterans returning from Iraq and Afghanistan will have experi-
enced a traumatic brain injury (13). In an analysis of data from three 
studies that included 917 combat veterans with brain injuries, 43.1% 
reported chronic pain (13). A similar high prevalence of chronic pain 
has been observed in civilians who have experienced traumatic brain 
injury; results of an analysis of data from 20 studies that included 
3289 civilian patients with traumatic brain injuries revealed that 51.5% 
of these patients had developed chronic pain (13).

The lifetime prevalence of PTSD has been shown to be up to six 
times higher among military veterans than in the general civilian popu-
lation (14). In a study involving 241 veterans who had been involved in 
military operations in Iraq and Afghanistan, approximately 28% were 
identified as having PTSD (12). Chronic pain is often comorbid with 
PTSD (12,15). In a study involving veterans who received treatment for 
PTSD (n=85), 66% experienced a chronic pain condition; the most 
common types of chronic pain among these veterans were chronic low 
back pain, osteoarthritis pain and chronic pain associated with other 
conditions (eg, diabetic neuropathy, cancer) (15). In addition, veterans 
with PTSD typically experience more severe chronic pain, with greater 
pain-related disability and interference with normal activities of daily 
living (12). 

MIlITARY ATTITUDES ToWARD ACUTE AND 
CHRoNIC PAIN MANAgEMENT

Because of the high prevalence of pain among returning soldiers and 
veterans receiving care through the US Department of Veterans 
Affairs (VA), the appropriate and timely management of pain has 
been recognized as a priority by the military (16). The President’s 
Commission on Care for America’s Returning Wounded Warriors 
(established in 2007) has guided improvements in care for wounded 
soldiers through a multifaceted strategy designed to address the various 
needs of wounded soldiers, to provide support during recovery and 
return to service or civilian life, and to facilitate the provision of 
appropriate medical care and disability programs to wounded soldiers 
(3,17). By providing adequate analgesia, military health care services 
aim to provide immediate control of pain and restore function, as well 
as to reduce the risk of developing complications associated with 
under-managed pain, which may be serious and require extended care.  
For example, under-managed acute pain may be associated with an 
increased risk of certain complications (eg, myocardial ischemia, deep 
vein thrombosis, pneumonia, stroke) and an increased risk of transi-
tion to a chronic pain state (18-21), while under-managed chronic 
pain may be associated with a risk of psychological complications, 
social isolation, sleep disturbance, fatigue and disability (22-24).  
Inadequate analgesia may be associated with an increased risk of PTSD 
following combat-related injuries (25). In addition, chronic pain has 
been identified as an independent risk factor for suicidal ideation and 
behaviour among military veterans (26).

To address these concerns, the military has implemented measures to 
research pain in wounded soldiers and veterans, and to improve the 
management of acute pain resulting from combat-related injuries and 
surgery, and the management of chronic pain in veterans (21,27-29). 
These measures are consistent with a recent recommendation in the 2011 
report from the Institute of Medicine (3) suggesting the development of 

a comprehensive strategy that integrates prevention, treatment and 
management of pain, along with measures addressing pain education, 
reimbursement for pain services and pain research.

In 2009, a Veterans Health Administration Pain Management 
Directive was issued advocating a multidisciplinary stepped-care 
approach to the treatment of acute and chronic pain that addressed 
not only adequate pain control, but improved quality of life and func-
tion (30). In 2010, a Pain Management Task Force chartered by the 
Army Surgeon General completed a detailed report outlining pain 
management strategies to improve the care of active military person-
nel and veterans (21). In addition, guidelines addressing specific 
aspects of pain management (eg, the use of opioids in chronic pain 
therapy, pain management in military personnel injured during com-
bat) have been developed by the US military (31,32).

The 2010 report of the US Army’s Pain Management Task Force 
provides 109 recommendations for a comprehensive approach to 
achieve improved pain management for active military personnel and 
veterans (21). These recommendations, which incorporate multi-
modal and interdisciplinary pain management strategies, are divided 
based on four major goals: providing appropriate resources for con-
tinued research and progress in the management of acute and chronic 
pain; developing a broad base of evidence-based best practices for the 
use of different modalities for acute and chronic pain management; 
maintaining a patient- and family-based focus for pain management; 
and developing appropriate pain management educational content 
and establishing services to assist with and coordinate pain manage-
ment at a local and regional level (21). In the extensive series of rec-
ommendations, some key strategies that are recommended for 
addressing the four major goals outlined by the Task Force include: 
standardizing patient care at all levels of treatment; implementing the 
stepped-care approach recommended by the Veterans Health 
Administration to provide optimal pain management across the con-
tinuum of care for military personnel; incorporating a multimodal and 
interdisciplinary approach to pain management; and addressing the 
risks of opioid abuse and misuse at different levels of health care (21).

Based on the findings and recommendations of the US Army Pain 
Management Task Force, the US Department of Defense (DoD) 
developed a comprehensive pain management policy to address the 
needs of patients experiencing pain in the military health care system 
(33). This comprehensive pain management policy addresses the care 
of patients experiencing pain using both primary care providers and 
specialists. For the primary care of patients experiencing pain, the 
comprehensive pain management policy describes the use of a Patient-
Centered Medical Home (PCMH) model (33). In this model, the 
primary care provider serves as the head of a team of medical profes-
sionals who are involved in the comprehensive ongoing care of each 
patient (33). The primary care provider addresses the needs of the 
patient in pain personally, or refers the patient for specialty care as 
needed. The PCMH model allows for improved patient and family 
education regarding the nature of the pain condition, whether acute or 
chronic, and its treatment. As of September 2014, there were approxi-
mately 440 PCMH practices in the Military Health System’s Direct 
Care System (33).  

For specialty care referral of patients experiencing pain, this pain 
management policy advocates the use of the Stepped-Care Model of 
Pain Management established by the US Veterans Health 
Administration in 2009 (30,33). This stepped-care approach, which is 
briefly summarized in Figure 1, can be used for the management of 
acute pain or chronic pain conditions (30). The approach is based on 
a biopsychosocial model, which assumes that the causes and treatment 
outcomes of many health conditions, including pain, are influenced by 
a variety of different physical, pathological, psychological, social and 
environmental factors. In order to adequately manage pain, all of these 
factors must be addressed to the furthest extent possible (30). 
Although the primary care provider is intended to serve as the main 
contact for patients with pain and to manage many simple pain condi-
tions (step 1) in this stepped-care approach, patients must be provided 
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with timely access to specialty care as needed (step 2), including care 
by pain specialists, behavioural health care providers, and physical and 
rehabilitation services (30). To properly implement this stepped-care 
approach and provide patients with access to specialized pain manage-
ment as needed, the US Military Health System has increased the 
number of pain specialists at each military treatment facility. In addi-
tion, the US Army has continued to develop Interdisciplinary Pain 
Management Centers, which represents step 3 in the stepped-care 
approach, at each of its medical centres (33).

MIlITARY PAIN MANAgEMENT STRATEgIES 
Postoperative pain and injury-related pain
A multidisciplinary group of health care providers, pharmacists and 
ethicists from the US Veterans Health Administration and US DoD 
developed guidelines in 2003 for the management of postoperative 
pain, intended to address shortcomings in knowledge about pain and 
recovery (29). Key recommendations from those guidelines are sum-
marized in Figure 2 (29). As part of the 1998 Veterans Health 
Administration National Pain Management Strategy, a joint collab-
orative effort to improve pain management for Veterans Health 
Administration patients was conducted from May 2000 to January 
2001, by the Veterans Health Administration and the Institute for 
Healthcare Improvement (16). Subsequent chart reviews from 
Veterans Integrated Service Networks revealed that this initiative 
resulted in a significant decrease in the percentage of patients with 
moderate or severe pain from June 2000 (24%) to December 2000 
(17%; P<0.0001), as well as significant increases in the percentages of 
patients evaluated for pain (75% to 85%; P<0.004), the percentage of 
patients with mild or worse pain who had pain treatment plans (58% 
to 78%; P<0.0001), and the percentage of patients provided with pain 
education (53% to 62%; P<0.0001) (16).  

Improvement of acute pain management for combat-related injuries 
in the military has largely focused on determining which pain control 
methods can be readily administered and provide adequate pain relief 
during immediate field hospital care, transport and subsequent care at 
military treatment facilities (16,31,34). The care that an injured ser-
vice member receives can be divided based on the location and level of 
care. Level I care is the first-responder medical care that an injured 
service member receives on the battlefield, administered by either a 
service member or combat medic. The patient is then transported to a 
level II care facility (or battlefield medical facility) or a level III facility 
(or off-battlefield medical facility). Level IV (outside the US) and level 
V (in the US) medical care facilities represent definitive care facilities; 
patients who will not be immediately returning to active duty are trans-
ported to these facilities. Pain management options for levels I and II 
care are fairly limited, and treatment modalities depend on the level of 
pain and comorbid conditions. For mild pain, nonsteroidal anti-inflam-
matory drugs (NSAIDs) are typically used, while for moderate to severe 
pain, either oral transmucosal fentanyl or ketamine may be used, 
depending on the presence of comorbid respiratory distress or hemor-
rhagic shock (34).  Pain management options and strategies are more 
complex at level III, IV and V facilities. In 2013, the US Military Joint 
Theater Trauma System developed a clinical practice guideline for the 
management of pain, anxiety and delirium in military personnel 
injured during combat, primarily addressing care at level III or above 
facilities (31). These guidelines advocate the development of an Acute 
Pain Service (APS) at all level III, IV and V facilities. This APS should 
include an interdisciplinary team of physician pain consultants, pain 
nurses and pharmacists, that are involved in coordinating care with the 
medical care providers who treated the patient on the battlefield, dur-
ing evacuation and at the current facility (31). These guidelines also 
recommend the use of multimodal pain therapy for injured service 
members, which may reduce the occurrence of side effects associated 
with the exclusive use of opioid analgesics and addresses the needs of 
injured patients with other comorbidities (eg, anxiety and delirium) 
(31). These guidelines advise that injured service personnel at level III 
or higher facilities should be continually monitored for pain and that 

the APS provide input for standing orders, which include the follow-
ing analgesic options: continuous peripheral or epidural nerve catheter 
infusion, single injection epidural or intrathecal opioids, intravenous 
patient-controlled analgesia with opioids (eg, hydromorphone, 
fentanyl, morphine) or low-dose ketamine infusions (31).

The use of nonopioid analgesic options in a multimodal pain man-
agement approach, advocated by these guidelines, has been shown to 
be a preferred and often-used option. A survey of 122 United Kingdom 
Defense Medical Services and US Medical Corps health care providers 
involved in early management of severe, traumatic combat-related 
injuries revealed that a multimodal approach to analgesia for soldiers 
with severe trauma was preferred during evacuation and early treat-
ment (35). In a study involving 110 injured soldiers evacuated from 
Iraq and Afghanistan to a level III military treatment facility in 
Germany (36), the percentage of pain relief reported by patients who 
received continuous peripheral nerve block (74%) was significantly 
higher than that reported by patients who did not (62%; P=0.029). In 
addition, the percentages of patients who received nonopioid anal-
gesics as part of a multimodal pain management strategy at level IV 
and V military treatment facilities was relatively high, with approxi-
mately 50% to 56% of patients receiving NSAIDs and 20% to 41% 
receiving anticonvulsants or antidepressants (34).

Chronic pain
For the management of persistent pain, efforts by the military have 
also focused on the development of multifaceted pain management 
strategies, with a concerted effort to improve patient education about 
pain, increase the frequency of pain assessments, and improve the 
long-term, monitored use of opioid analgesics (16). Improving the 
education of patients with chronic pain regarding their pain manage-
ment options has been recognized as an important goal to enhance the 
overall care of patients with pain (3). Patient education topics should 
include lifestyle changes and self-management techniques that may 
improve pain, differences in the types of pain and mechanisms of pain, 
reasons that obtaining appropriate pain relief is important, health 
professionals who may address pain, pain measurement, reimburse-
ment policies and the right to pain relief (3).

In 2007, the US VA/DoD Evidence-Based Practice Workgroup, in 
conjunction with the American College of Physicians and the 
American Pain Society, released a clinical practice guideline for the 
diagnosis and treatment of low back pain (37). The use of nonpharma-
cological treatments for low back pain, including self-care, in conjunc-
tion with pharmacological therapy with proven benefits (as needed) is 
recommended in these guidelines (37). For the majority of patients 
with low back pain, acetaminophen or NSAIDs are recommended as 
the first-line analgesic option (37). Opioid analgesics are recom-
mended for patients who experience severe or disabling pain that is 

Figure 1) Stepped-care model of pain management from the Veterans Health 
Administration (30)
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insufficiently controlled with acetaminophen or NSAIDs (37). In 
addition, these guidelines recommend the potential use of skeletal 
muscle relaxants for acute low back pain, tricyclic antidepressants for 
chronic low back pain and gabapentin for patients with radiculopathy 
(37). The use of antidepressants has been significantly associated 

with an improvement in pain symptoms and comorbid depression 
symptoms (P<0.001 for both outcomes) in a population of 474 US 
Marine Corp veterans with chronic pain (38). 

Although the recommendations and guidelines for pain control 
issued by the US military advocate the use of an integrative, multimodal 

Figure 2) Veterans Affairs Health Administration/Department of Defense guidelines for the management of postoperative pain. Adapted with permission from 
reference 29. N No; Y Yes
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approach to pain management (21,31,37), these guidelines are not 
intended to suggest that opioid therapy, which often serves as the 
cornerstone of severe pain management, should not play a role in 
the pain control scheme. Rather, the military has outlined specific 
strategies for using opioids appropriately, while mitigating the risks 
associated with opioid analgesic treatment (eg, abuse, misuse) (21,32). 
In 2010, a clinical practice guideline for the management of chronic 
pain with opioid therapy was developed by the US VA/DoD.  This 
guideline recommends a trial of opioid therapy for patients with 
moderate-to-severe chronic pain, who have not responded to nonopi-
oid treatment, who have the potential to receive greater benefits from 
therapy than risks, who are fully informed about opioid therapy and 
have consented to treatment, and for whom definite treatment goals 
have been established (32). According to this guideline, one of the 
key considerations when determining the appropriateness of opioid 
therapy for the management of chronic pain is a risk for abuse or mis-
use of controlled substances based on any previous history of substance 
abuse, current or previous history of behavioural or psychiatric disor-
ders, and other factors. Based on the level of risk for opioid misuse, 
these guidelines from the US VA/DoD recommend the appropriate 
setting for the administration of opioid therapy (Table 1) (32).

Opioid use is relatively prevalent among military patients with 
chronic noncancer pain. In an analysis of Veterans Health 
Administration data for 2009 to 2011, approximately 50% of patients 
with chronic noncancer pain received opioids (median daily dose, 21 mg 
morphine equivalents) for a median of 115 to 120 days during a single 
year (39). The successful use of long-term opioid therapy for the man-
agement of chronic pain has been demonstrated in a veterans health 
setting (40). In a records review from the Veterans Integrated Service 
Network for 2195 patients who were receiving long-term oxycodone/
acetaminophen treatment for chronic pain, daily doses were relatively low 
and stable, indicating that patients did not need additional increases in 
their analgesic doses to achieve adequate pain relief (40).  

Opioid misuse and abuse are a concern; however, the majority of 
military veterans who receive prescription opioids for pain manage-
ment do not misuse them. In a study involving 269 military veterans 
who had recently returned from deployment in Iraq or Afghanistan 
and were interviewed about their prescription opioid use, the overall 
reported rate of opioid use for pain management (33%) was substan-
tially higher than the overall rate of misuse (6%) (41). The majority 
of these military veterans who received prescription opioids (87%) 
reported using their drugs for pain management alone; only 3% of 
veterans who received prescription opioids reported that they misused 
these drugs and did not take them for pain (41). There were a number 
of extenuating factors that were associated with an increased risk for 
abuse in this study, including traumatic brain injury, other substance 
abuse disorders (eg, alcohol or drug use disorders), unemployment and 
homelessness (41). 

Nevertheless, similar to the trend observed in the civilian popula-
tion, the misuse of opioids appears to be increasing among active-duty 
service members (42) and veterans (43). A survey by the US DoD 
revealed that the rate of opioid misuse among active-duty service 
members tripled from 2005 to 2008 (42). Measures have been taken to 
address this issue (42,44), including the development of a landmark 
structured program, the Opioid Renewal Clinic (ORC), to assist pri-
mary care providers at an urban academic veterans hospital who are 
managing patients with chronic noncancer pain that requires opioid 
analgesia (44). These strategies are in keeping with the WHO and 
Institute of Medicine recommendations for pain management with 
opioids, which indicate that opioids should be available for those 
patients who would benefit from opioid-based pain management, 
while efforts should be made to recognize the potential for abuse and 
institute measures to minimize abuse and addiction (3,22). Within the 
structure of the ORC, primary care providers who were trained in the 
use of opioid treatment agreements and random urine drug testing 
worked with a prescription management clinic that was run by a phar-
macist and supported by a nurse practitioner and multidisciplinary 
pain management team. Primary care providers demonstrated 
increased patient monitoring when working with the ORC, and 
specific improvements in patient adherence to treatment were also 
demonstrated. In a study involving 171 patients with documented 
aberrant drug-use behaviours who were referred to the ORC, 45% 
adhered to the opioid treatment agreement and aberrant behaviours 
were resolved (Figure 3) (44). Although the use of the ORC and other 
opioid risk mitigation strategies address concerns associated with opi-
oid use for pain therapy, these programs should be expanded to 
improve the safety of opioid prescribing for military personnel (42).

TabLe 1
Preferred treatment settings for opioid therapy for  
chronic pain 
Risk of 
opioid 
misuse Condition/situation

Treatment setting for  
opioid therapy

Low • No history of substance 
use disorder

• No psychiatric comorbidity
• Previous good adherence 

to treatments with the  
primary care provider

• Existence of social  
support system

• Primary care setting

Moderate • History of substance use
• History or co-occurring 

psychiatric disorder
• History of suicide attempt
• Any positive urinary  

drug test
• Any history of legal  

problems
• Young age (<25 years)

• Primary care with escalated  
monitoring and caution

• Consider consultation with  
substance abuse disorder or  
behavioural health specialty

High • Unstable or untreated  
substance use or mental 
health disorder

• Persistent or repeated  
troublesome aberrant 
behaviour or a history of 
alcohol or aberrant  
drug-related behaviours

• Advanced structured pain  
clinic/program

• Comanaged with substance use 
disorder or mental health specialty

Adapted from reference 32

Figure 3) Opioid compliance outcomes for the Opioid Renewal Clinic 
(ORC) at the Veterans Affairs Medical Center in Philadelphia 
(Pennsylvania, USA) (44). OTA Opioid treatment agreement
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Defining the role of the primary care provider in military pain 
management
The primary care provider plays a critical role in the management of 
chronic pain and is often the central prescriber of opioid analgesics, 
which are an integral part of most acute and chronic pain manage-
ment schemes. In a study involving young veterans (18 to 30 years of 
age) receiving long-term opioid therapy, approximately 80% of opi-
oid prescriptions were provided by primary care providers, while 
<1% were from pain specialists (45). The comfort of primary care 
providers and attitudes toward managing the care of veterans with 
chronic pain have been explored in several recent studies. In a sur-
vey of 45 VA primary care providers, 71% of respondents were mod-
erately or strongly confident that they could adequately manage 
chronic pain and 77% moderately or strongly agreed that the skilled 
management of chronic pain should be prioritized (46). Conversely, 
38% of respondents reported moderate or greater dissatisfaction with 
their ability to provide optimal care for patients with chronic pain, 
and 73% cited patients with chronic pain as a major source of frustra-
tion (46). A lack of confidence on the part of primary care providers 
in their ability to manage patients with chronic noncancer pain has 
also been observed among nonmilitary primary care providers. 
Results of a 2007 survey revealed that of 572 primary care physicians 
who responded, only 34% were comfortable in managing the care of 
patients with chronic noncancer pain (47).

There is currently a drive to provide more extensive physician 
education regarding pain management to improve the long-term man-
agement of patients with chronic pain by primary care providers (3).  
The 2011 Institute of Medicine report regarding the relief of pain 
recommends that educational programs with a standardized curricu-
lum be developed to provide specific pain education, which covers 
pain assessment and treatment (specifically, the safe and effective use 
of opioids in pain management strategies), to primary care providers 
and other health care professionals (3). In addition to improving the 
confidence of primary care providers with managing patients with 
chronic pain through education, these programs should also stress the 
importance of pain management (3). As evidenced from the previ-
ously discussed survey of VA primary care providers (46), physicians 
may view patients with chronic pain as a source of frustration and may 
be dismissive of the needs of those patients (3).

In addition to negative attitudes toward patients with chronic 
pain and a lack of education regarding appropriate methods for 
assessing and managing chronic pain, the absence of multidisciplin-
ary support for patients with pain often poses a barrier to achieving 
optimal pain relief. A survey involving 279 VA primary care provid-
ers revealed that 77% identified pain control as a top treatment pri-
ority, and that 74% were satisfied with the quality of care they 
provided for patients with chronic pain; however, only 20% of 
respondents reported that multidisciplinary pain clinics were avail-
able at their clinic sites (48). This shortcoming in health care service 
for patients with pain is particularly striking given the increasing 
recognition of interdisciplinary multimodal pain management strat-
egies as critical to addressing the various aspects of pain (4,5) and the 
evident success of these methods (49-51).  

Addressing this gap in pain management will require promoting 
the use of ancillary services for patients with chronic pain, including 
specialty pain clinics, psychology clinics and physical therapy (48).  
The US military has provided guidance for the central role of the pri-
mary care provider in the management of patients with pain (30,33).  
As described previously, the PCMH, in which the primary care pro-
vider serves to coordinate the efforts of an interdisciplinary team of 
medical professionals to provide comprehensive care for the patient, 
serves as the central model in primary care in the military (33). In 
addition to the PCMH, the Army is promoting the development of 
Primary Care Pain Management Clinics (PCPMCs) at military treat-
ment facilities to meet the increasing demand for the treatment of 
chronic pain in these facilities (52).  The structure of the PCPMC 
is analogous to that of the PCMH, and includes an interdisciplinary 

team of health care providers, other patient care professionals and 
military representatives, including pharmacists, psychiatrists, social 
workers, surgeons, a Warrior Transition Battalion team and Command 
representation. The PCPMC may complement the services of the 
PCMH, improving patient- and family-centred care of active-service 
members and military veterans (52).

Similarities and differences between pain management strategies in 
military and civilian populations 
Military-focused pain management guidelines and strategies are simi-
lar with regard to the types of pharmacological and nonpharmaco-
logical interventions recommended more generally, including the 
2011 Institute of Medicine report (3) and a report from the 2014 
“National Institutes of Health Pathways to Prevention Workshop: The 
Role of Opioids in the Treatment of Chronic Pain” (53). Both of these 
emphasize the biopsychosocial model of pain and the importance of 
multidisciplinary/multimodal/holistic pain management. Similarly, for 
the management of postoperative pain, the guidelines developed by 
both the US VA/DoD and the American Society of Anesthesiologists 
Task Force on Acute Pain Management recommend the use of multi-
modal analgesic regimens (54,55). Both sets of guidelines recommend 
that, in appropriate patients, NSAIDs, regional blockade or local 
anesthetics should be used to complement opioid analgesics (54,55). 
Similarly, for chronic pain, recommendations for pharmacological 
management are similar for the military population and the general 
civilian population. The guidelines used by the military for the man-
agement of low back pain were developed in conjunction with the 
American College of Physicians and the American Pain Society (37).  
The major development in US military pain recommendations that 
may be applied to pain care in the general civilian population is the 
use of a well-defined structure for the medical management of pain.

Through the use of the biopsychosocial Stepped-Care Model of 
Pain Management, which positions the primary care provider at the 
centre of patient care while providing timely access to specialized med-
ical care as needed, the US military ensures that integrated medical 
care is available to patients with pain, providing a holistic approach 
to treatment (33). The US military has also integrated additional 
support for primary care providers treating chronic pain patients in 
military treatment facilities. In the general civilian population, >50% 
of patients with chronic pain are treated by their primary care pro-
vider (3); however, many primary care providers are not comfortable 
with managing chronic pain (47,56). In the stepped-care approach 
used by the military, the primary care provider is the major point of 
contact for patients with pain and directs the management of many 
common, uncomplicated pain conditions; this approach incorpor-
ates an integrated support team that provides patient and family 
education, mental health care and postdeployment care (30,33). 
Furthermore, in 2009, the Assistant Secretary of Defense directed all 
military treatment facilities to incorporate the PCMH model in their 
primary care facilities, in which the majority of the patient’s health 
care needs are addressed in a primary care setting (33).  This type 
of primary care requires an interdisciplinary team of providers that 
may include physicians, nurses, physician assistants, nutritionists, 
social workers and educators. In this type of primary care practice, 
primary health care is patient-centred and focused on meeting each 
individual patient’s unique needs. In this model, the primary care 
provider is involved in coordinating patient care across all levels of 
health care, including referral to specialists as necessary, home health 
care, hospitalizations and community services (57). The US Agency 
for Healthcare Research and Quality also advocates the use of this 
type of PCMH model for primary care in the general civilian popula-
tion; however, as of 2014, only approximately 10% of all primary care 
practices had adopted this model (58). The PCMH model has demon-
strated benefits in improving primary care. In a study involving family 
medicine residents (59), participation in a PCMH program improved 
resident attitudes toward the management of chronic pain patients. 
In a separate study involving >380,000 primary care patients, patients 
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receiving care in PCMH practices had lower odds of hospitaliza-
tion or treatment in an emergency department than those receiving 
care in a non-PCMH practice (60). In addition, the US Military 
has advocated the need for establishing pain management clinics 
within primary care. This PCPMC may be an integral part of the 
PCMH and may serve to further improve the medical management 
of patients with chronic pain seen in primary care (52). The PCPMC 
is a team-based approach involving a multidisciplinary team, which 
includes pharmacists, psychiatrists, social workers, surgeons, phys-
icians and others who play a role in the continuum of patient care 
(eg, the Warrior Transition Battalion team for military personnel) 
(52). In this approach, the team has regular meetings to discuss the 
care of chronic pain patients and eases the burden of caring for diffi-
cult chronic pain patients that would otherwise be placed solely on the 
primary care provider. By integrating similar pain management clinics 
in general primary care practices serving the civilian population, the 
overall care of patients may be enhanced (52).

CoNClUSIoNS
Given the focus of military health care on returning patients to active 
duty and minimizing the long-term disability and psychological distress 
associated with chronic pain, the measures implemented to achieve 
adequate pain relief in a military setting are generally focused on 
rapid, aggressive and multimodal pain management, resulting in 
improved patient outcomes and a reduction in long-term sequelae.  
Following the development of an initiative by the Veterans Health 
Administration and Institute for Healthcare Improvement to enhance 
pain management, substantial improvements were observed in pain 
monitoring, pain education, and achieving and maintaining adequate 
pain relief (16). Additionally, the military has instituted the develop-
ment of programs and guidelines to discourage aberrant behaviours with 

regard to opioid use because opioids are regarded as a critical part of 
acute and chronic pain management schemes (44). The US military 
has also developed a uniquely structured approach to pain manage-
ment in the health care setting. In particular, the military has ensured 
that primary care providers, who are often the first point of contact 
for patients with pain, have an established system of support to pro-
vide comprehensive care for these patients (33). The military strat-
egies for pain management may serve as a good model for the 
management of pain in the general population, given the focus on 
improving patient outcomes and ensuring the holistic care of these 
complex pain conditions (3,33,52).

ACkNoWlEDgEMENTS: Editorial support for manuscript prepara-
tion was provided by Megan Knagge, PhD, of MedErgy, and was funded by 
Janssen Scientific Affairs, LLC. The authors retained full editorial control 
over the content of the article. The authors acknowledge the members of 
the Imagine the Possibilities Pain Coalition for their helpful discussions 
and critical review of this manuscript: Gary Baker, Jeff Buel, Arthur 
Caplan, Penney Cowen, Myra Glajchen, Phyllis Grauer, Myoung Kim, 
Robyn Kohn, Richard Payne, Jennifer Pluim, Frank Sapeinza, Scott Taylor, 
Robert Twillman, Jon Ukropec, Gary Vorsanger, Behin Yektashenas.

DISCloSURES: P Cosler was an employee of Janssen Scientific 
Affairs, LLC, at the time of the writing of the manuscript and declares no 
current conflicts of interest.  AH Vallerand and P Galassini declare no 
conflicts of interest. JE Henningfield provides consulting services through 
Pinney Associates to pharmaceutical developers and marketers of central 
nervous system-acting drugs, including analgesics, to help assess the 
abuse liability of the drugs and develop appropriate recommendations for 
labelling and risk management to minimize the risks of abuse, overdose 
and other unintended effects.

REFERENCES
1.  United States Department of Defense. U.S. Casualty Status.  

<www.defense.gov/news/casualty.pdf> (Accessed May 15, 2012).
2.  Toblin RL, Quartana PJ, Riviere LA, Walper K, Hoge CW. Chronic 

pain and opioid use in US soldiers after combat deployment.  
JAMA Intern Med 2014;174:1400-1.

3.  Institute of Medicine of the National Academies. Relieving Pain  
in America: A Blueprint for Transforming Prevention, Care, 
Education, and Research. Washington, DC: The National 
Academies Press, 2011.

4.  Kehlet H, Wilmore DW. Multimodal strategies to improve surgical 
outcome. Am J Surg 2002;183:630-41.

5.  Kirsh KL, Fishman SM. Multimodal approaches to optimize 
outcomes of chronic opioid therapy in the management of chronic 
pain. Pain Med 2011;12 Suppl 1:S1-11.

6.  Gatchel RJ, McGeary DD, McGeary CA, Lippe B. Interdisciplinary 
chronic pain management: Past, present, and future. Am Psychol 
2014;69:119-30.

7.  Aldington DJ, McQuay HJ, Moore RA. End-to-end military pain 
management. Philos Trans R Soc Lond B Biol Sci 2011;366:268-75.

8.  Kerns RD, Dobscha SK. Pain among veterans returning from 
deployment in Iraq and Afghanistan: Update on the Veterans 
Health Administration Pain Research Program.  
Pain Med 2009;10:1161-4.

9.  Kerns RD, Otis J, Rosenberg R, Reid MC. Veterans’ reports of pain 
and associations with ratings of health, health-risk behaviors, 
affective distress, and use of the healthcare system. J Rehabil Res Dev 
2003;40:371-9.

10. Crosby FE, Colestro J, Ventura MR, Graham K. Survey of pain 
among veterans in western New York. Pain Manag Nurs  
2006;7:12-22.

11. Bosco MA, Murphy JL, Clark ME. Chronic pain and traumatic 
brain injury in OEF/OIF service members and veterans.  
Headache 2013;53:1518-22.

12. Outcalt SD, Ang DC, Wu J, Sargent C, Yu Z, Bair MJ. Pain 
experience of Iraq and Afghanistan veterans with comorbid chronic 
pain and posttraumatic stress. J Rehabil Res Dev 2014;51:559-70.

13. Nampiaparampil DE, Lee BM, Chen YY, Cheung DS.  Innovations 
in access to interventional pain management. Mil Med 
2013;178:362-4.

14. Vacchiano CA, Wofford KA, Titch JF. Chapter 1 posttraumatic 
stress disorder: A view from the operating theater. Annu Rev Nurs Res 
2014;32:1-23.

15. Shipherd JC, Keyes M, Jovanovic T, et al. Veterans seeking 
treatment for posttraumatic stress disorder: What about comorbid 
chronic pain? J Rehabil Res Dev 2007;44:153-66.

16. Cleeland CS, Reyes-Gibby CC, Schall M, et al. Rapid improvement 
in pain management: The Veterans Health Administration and the 
Institute for Healthcare Improvement collaborative. Clin J Pain 
2003;19:298-305.

17. Serve, support, simplify: Report of the President’s commission on 
care for America’s returning wounded warriors.  
<www.veteransforamerica.org/wp-content/uploads/2008/12/
presidents-commission-on-care-for-americas-returning-wounded-
warriors-report-july-2007.pdf> (Accessed May 30, 2012).

18. Brennan F, Carr DB, Cousins M. Pain management: A fundamental 
human right. Anesth Analg 2007;105:205-21.

19. Acute Pain Management: Scientific Evidence. Melbourne, Australia: 
Australian and New Zealand College of Anaesthetists, 2005.

20. Shipton EA, Tait B. Flagging the pain: Preventing the burden of 
chronic pain by identifying and treating risk factors in acute pain. 
Eur J Anaesthesiol 2005;22:405-12.

21. Office of the Army Surgeon General. Pain Management Task Force. 
Providing a standardized DoD and VHA vision and approach to 
pain management to optimize the care for warriors and their 
families. Final report; May 2010. <www.dvcipm.org/clinical-resources/
pain-management-task-force> (Accessed February 12, 2015).

22. Gureje O, Von KM, Simon GE, Gater R. Persistent pain and well-
being: A World Health Organization study in primary care.  
JAMA 1998;280:147-51.

23. Becker N, Bondegaard TA, Olsen AK, Sjogren P, Bech P, Eriksen J. 
Pain epidemiology and health related quality of life in chronic non-
malignant pain patients referred to a Danish multidisciplinary pain 
center. Pain 1997;73:393-400.

24.  Ashburn MA, Staats PS. Management of chronic pain. Lancet 
1999;353:1865-9.

25. Holbrook TL, Galarneau MR, Dye JL, Quinn K, Dougherty AL. 
Morphine use after combat injury in Iraq and post-traumatic stress 
disorder. N Engl J Med 2010;362:110-7.



Vallerand et al

Pain Res Manag Vol 20 No 5 September/October 2015268

26. Copeland LA, McIntyre RT, Stock EM, Zeber JE, MacCarthy DJ, 
Pugh MJ. Prevalence of suicidality among Hispanic and African 
American veterans following surgery. Am J Public Health  
2014;104(Suppl 4):S603-8.

27. Gallagher RM, Polomano R. Early, continuous, and restorative pain 
management in injured soldiers: The challenge ahead.  
Pain Med 2006;7:284-6.

28. Jagdish S, Davies M, Aldington D. Military chronic pain 
management. J R Army Med Corps 2009;155:67.

29. Rosenquist RW, Rosenberg J. Postoperative pain guidelines.  
Reg Anesth Pain Med 2003;28:279-88.

30. Department of Veterans Affairs, Veterans Health Administration. 
Pain Management, VHA Directive 2009-053. October 28, 2009. 
<www.va.gov/painmanagement/docs/vha09paindirective.pdf> 
(Accessed May 30, 2012).

31. Joint Theater Trama System. Management of pain, anxiety, and 
delirium in injured warfighters. April 2013. <www.dvcipm.org/
clinical-resources/military-clinical-practice-guidelines>  
(Accessed February 12, 2015).

32. The Management of Opioid Therapy for Chronic Pain Working 
Group. VA/DoD clinical practice guideline for the management of 
opioid therapy for chronic pain, version 2.0.  May 2010.  
<www.healthquality.va.gov/guidelines/Pain/cot/>  
(Accessed February 12, 2015).

33. Office of the Secretary of Defense. Report to the congress: The 
implementation of a comprehensive policy on pain management by 
the military health care system. September 2014. <http://tricare.mil/
TMA/congressionalinformation/downloads/Comprehensive%20
Policy%20on%20Pain%20Management%20by%20the%20
Military%20Health%20System.pdf>  
(Accessed on February 12, 2014).

34. Clifford JL, Fowler M, Hansen JJ, et al. State of the science review: 
Advances in pain management in wounded service members over a 
decade of war. J Trauma Acute Care Surg  
2014;77(3 Suppl 2):S228-36.

35. Smith JE, Russell R, Mahoney PF, Hodgetts TJ. What is the ideal 
pre-hospital analgesic? A questionnaire study. J R Army Med Corps 
2009;155:44-6.

36. Buckenmaier CC III, Rupprecht C, McKnight G, et al.  
Pain following battlefield injury and evacuation: A survey of 110 
casualties from the wars in Iraq and Afghanistan. Pain Med 
2009;10:1487-96.

37. Chou R, Qaseem A, Snow V, et al. Diagnosis and treatment of low 
back pain: A joint clinical practice guideline from the American 
College of Physicians and the American Pain Society.  
Ann Intern Med 2007;147:478-91.

38. Taylor MK, Larson GE, Norman SB. Depression and pain: 
Independent and additive relationships to anger expression.  
Mil Med 2013;178:1065-70.

39. Edlund MJ, Austen MA, Sullivan MD, et al. Patterns of opioid use 
for chronic noncancer pain in the Veterans Health Administration 
from 2009 to 2011. Pain 2014;155:2337-43.

40. Hermos JA, Young MM, Gagnon DR, Fiore LD. Characterizations 
of long-term oxycodone/acetaminophen prescriptions in veteran 
patients. Arch Intern Med 2004;164:2361-6.

41. Golub A, Bennett AS. Prescription opioid initiation, correlates,  
and consequences among a sample of OEF/OIF military personnel.  
Subst Use Misuse 2013;48:811-20.

42. Sharpe PJ, Bebarta VS, Marino EN, Ramos RG, Turner BJ.  
Pain management and opioid risk mitigation in the military.  
Mil Med 2014;179:553-8.

43. Goebel JR, Compton P, Zubkoff L, et al. Prescription sharing, 
alcohol use, and street drug use to manage pain among veterans.  
J Pain Symptom Manage 2011;41:848-58.

44. Wiedemer NL, Harden PS, Arndt IO, Gallagher RM. The opioid 
renewal clinic: A primary care, managed approach to opioid therapy 
in chronic pain patients at risk for substance abuse. Pain Medicine 
2007;8:573-84.

45. Wu PC, Lang C, Hasson NK, Linder SH, Clark DJ. Opioid use in 
young veterans. J Opioid Manag 2010;6:133-9.

46. Dobscha SK, Corson K, Flores JA, Tansill EC, Gerrity MS. Veterans 
affairs primary care clinicians’ attitudes toward chronic pain and 
correlates of opioid prescribing rates. Pain Med 2008;9:564-71.

47. O’Rorke JE, Chen I, Genao I, Panda M, Cykert S. Physicians’ 
comfort in caring for patients with chronic nonmalignant pain.  
Am J Med Sci 2007;333:93-100.

48. Mitchinson AR, Kerr EA, Krein SL. Management of chronic 
noncancer pain by VA primary care providers: When is pain control 
a priority? Am J Manag Care 2008;14:77-84.

49. Clark ME, Scholten JD, Walker RL, Gironda RJ. Assessment and 
treatment of pain associated with combat-related polytrauma.  
Pain Medicine 2009;10:456-69.

50. Gan TJ, Joshi GP, Zhao SZ, Hanna DB, Cheung RY, Chen C. 
Presurgical intravenous parecoxib sodium and follow-up oral 
valdecoxib for pain management after laparoscopic cholecystectomy 
surgery reduces opioid requirements and opioid-related adverse 
effects. Acta Anaesthesiologica Scandinavica 2004;48:1194-207.

51. Reuben SS, Buvanendran A. Preventing the development of 
chronic pain after orthopaedic surgery with preventive multimodal 
analgesic techniques. J Bone Joint Surg Am 2007;89:1343-58.

52. Kent JB, Ong CN. Starting a primary care pain management clinic 
in a military treatment facility. Mil Med 2011;176:486-7.

53. Reuben DB, Alvanzo AA, Ashikaga T, et al. National Institutes of 
Health Pathways to Prevention Workshop: The role of opioids in 
the treatment of chronic pain. Ann Intern Med 2015;162:295-300.

54. Veterans Health Administration, Department of Defense. Clinical 
practice guideline for the management of postoperative pain.  
<www.oqp.med.va.gov/cpg/PAIN/PAIN_GOL.htm>  
(Accessed December 28, 2004).

55. American Society of Anesthesiologists Task Force on Acute Pain 
Management. Practice guidelines for Acute Pain Management in 
the perioperative setting: An updated report by the American 
Society of Anesthesiologists Task Force on Acute Pain 
Management. Anesthesiology 2012;116:248-73.

56. Nicholson B, Passik SD. Management of chronic noncancer pain in 
the primary care setting. South Med J 2007;100:1028-36.

57. The Agency for Healthcare Research and Quality. Defining the 
PCMH. <http://pcmh.ahrq.gov/page/defining-pcmh.>  
(Accessed February 12, 2015).

58. The National Committee for Quality Assurance. The future of 
patient-centered medical homes: Foundation for a better health care 
system. <www.ncqa.org/Portals/0/Public%20Policy/2014%20
Comment%20Letters/The_Future_of_PCMH.pdf>  
(Accessed February 12, 2015).

59. Evans L, Whitham JA, Trotter DR, Filtz KR. An evaluation of family 
medicine residents’ attitudes before and after a PCMH innovation for 
patients with chronic pain. Fam Med 2011;43:702-11.

60. DeVries A, Li CH, Sridhar G, et al. Impact of medical homes on 
quality, healthcare utilization, and costs. Am J Manag Care 
2012;18:534-44.


