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Invited Critique

E

mphasis on pain as the
fifth vital sign has become the latest fad in
medicine receiving undue attention among regulators and
health care commentators. Kozol
and Voytovich strike at the heart of
this issue with a clear description regarding the differences between pain
and other physiologic processes. As
Kozol and Voytovich point out, pain
is not a vital sign despite the popular new jargon; they elegantly describe the vital signs and how they
are measured. Early in medical
school, we are taught that signs are
physiological processes that can be
observed and measured. Symptoms are patients’ subjective description of their disease state. Pain is a
symptom and not a sign. As such,
measurement tools will always fall
short in precision and accuracy for
pain assessment. Promoting pain as
a measurable sign leads to misuse of
pain measurement tools, overadministration of pain medication, and
a rise in complications attributable
to pain management.

We live in a society that is unwilling to accept risk and expects solutions for all problems that arise.
Laypeople attribute uncontrolled
pain to inadequacy of the health care
system. Consequently, activists demand that physicians provide complete pain relief for those with
chronic problems. Litigation has
worsened the situation because inadequate pain management has become the basis of several successful
lawsuits against physicians. Consider Bergman v Eden Medical Center (case No. H205732-1, Superior
Court of California, Alameda
County, 2001): an 85-year-old man
with known compression fractures
and a poorly defined pulmonary process was admitted to the hospital
with pain. While in the emergency
department, he nearly had a respiratory arrest following morphine administration. The admitting physician treated his pain with various
combinations of fentanyl citrate
patches, meperidine hydrochloride, and acetaminophen and hydrocodone bitartrate, being cau-
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tious because of the respiratory
arrest. While in the hospital, the
nurses documented his pain as ranging from 7 to 10 on the 1-to-10
Likert scale. The physician testified
that he was reluctant to use too
much pain medication because of the
patient’s advanced age, pulmonary
disease, and prior morphine intolerance. Once the patient was home,
the family sought more pain medications from another physician who
provided morphine, and the patient died a day later. The physician who cared for this patient in the
hospital lost a $1.5 million judgment for elderly abuse following the
courtroom testimony of a physician expert witness who described
his care as “appalling” and “egregious.”
Documenting pain as a vital sign
resulted in a medical record that, to
a lay jury, appeared to be replete with
objective evidence for an untreated
malady: pain. They failed to grasp
the physician’s dilemma of balancing pain relief with respiratory depression. Although the physician’s
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concerns were valid (the patient died
shortly after morphine administration), the jury focused on the untreated pain. Considerable harm can
occur if we allow medical records to
contain seemingly objective documentation of information, such as
pain scores, which are inherently
subjective.
What should we do? We must insist on proper use of terminology.
The concept of pain as a fifth vital
sign must be abandoned. Society has
made it clear that pain management must remain an important aspect of medical care. The physician
community should insist that pain

assessment remains in the proper
context: pain is a subjective reporting of a patient’s sensation and cannot be objectively measured or
scaled. The sensation of pain is
highly variable from patient to patient and cannot be precisely quantitated. Pain assessment must include an evaluation of structural
problems causing pain, underlying
psychological factors that affect the
patient’s ability to manage their pain,
and the likelihood that medications will be effective. Treatment of
pain with opiates risks creating addictive behaviors. As a physician
community, we must abandon the
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notion that pain can be objectively
quantified. We cannot allow laypeople to believe that there is a riskfree solution to pain management
and that pain can always be
controlled.
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