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Background
Extensive research has been done to examine the reasons for inadequate treatment of chronic pain in the United States, but more recent studies have begun to look at whether women pain patients face an additional barrier to proper treatment and diagnosis.  A 2001 study in the Journal of Law, Medicine, and Ethics entitled, “The Girl Who Cried Pain: A Bias Against Women in the Treatment of Pain,” found that “women’s pain reports are taken less seriously than men’s, and women receive less aggressive treatment than men for their pain.”  This background paper will outline the biological, psychological, and cultural gender differences that affect the service provision, diagnosis, and adequacy of treatment.  In addition, this paper will outline several of the chronic pain disorders that affect female patients.
Approximately half of all existing studies prior to 1997 found no differences between men and women in responses to pain, yet the studies that did report gender variations in pain experience cited the following factors in explanation of differences: lower pain thresholds, higher pain ratings, and lower pain tolerance for women.  Early findings suggest that biological differences appear to influence pain.  For example, reproductive hormones influence women’s pain, as sensitivity increases and decreases throughout her menstrual cycle.  Studies have also shown differences in the brain and central nervous system in men and women, as well as in the ability of male and female rats to not experience pain in extremely stressful situations.  A 1999 study by E.A. Mayer in the Alimentary Pharmacology and Therapeutics, using stimulation models and brain imaging techniques, found biological gender differences in the experience of pain related to irritable bowel syndrome.  
Factors Affecting Gender Difference in Pain Experience

While biology may show gender differences in how individuals experience pain, emotional and cultural differences also play a role in how pain is experienced.  For example: 

· Women routinely experience natural biological pain related to the reproductive cycle, in addition to pain accompanying disease or injury, therefore women may learn to sort their pain, whereas men do not.  
· Women also tend to describe their pain more in relation to how that pain impacts personal relationships, while men’s reports more likely relate to functional limitations.  
· Behavioral characteristics of coping with stress also vary between men and women, with women being more likely to express feelings and seek support from friends and family.  

Emotion and Pain.  Children begin to learn how to react to painful events at a very young age, for example in some cultures boys are discouraged from showing emotion.  Research has shown that baby boys are more emotionally expressive than baby girls are, but by elementary school boys have started to hide their emotions and are less likely to express pain or anguish.  Differences in socialization may influence methods of communication, including how pain is discussed with a medical professional.  Women tend to be more open to describing their pain, and use examples of the pain impact on their personal relationships.  
Bias in Perception of Pain.  Research also shows that medical providers respond differently to pain for women and men.  A study of pain medication prescribed following abdominal surgery found doctors giving less pain medication to women.  A decision of the World Health Organization to develop guidelines 
regarding prescription of painkillers was based on reports showing female AIDS and Cancer patients were less likely to receive pain medication.  One study showed that women patients with chest pain were less likely than men to be admitted to the hospital.  
Some researchers attribute the difference to the “Yentl Syndrome,” that women have to prove that they are as sick as a man before receiving proper treatment, and that women experience obstacles such as disbelief at initial visits.  A study of 300 nurses found a majority of nurses believed women were more tolerant of pain, less distressed by pain, and more likely to report pain.  Researchers have also found that physicians view unattractive patients as in more pain, and tended to prescribe unattractive patients more pain medication.  Attractive female patients, on the other hand, were more likely than unattractive females to be viewed as able to cope with pain.  
Consequences for Treatment.  Evidence indicates men and women do experience pain differently, but this evidence does not seem to support the differences in diagnosis and treatment experienced by pain patients.  Women are more likely to report their pain, but less likely to have their pain adequately treated, they often have pain discounted as psychological or emotional, and therefore seen as not real.  Studies have also shown that while men often delay their treatment, they receive a more aggressive response from their provider after they do seek treatment.  Another study found that providers were more likely to prescribe aggressive treatment for men because “of the demands on their bread-wining roles.”  

There has been some speculation that disparity in treatment of pain results from women not being accurate reporters of their pain.  However, a recently published study by the National Academy of Sciences concluded that a patient’s subjective description of pain is an accurate indication of the degree of pain experienced.  The data from the study, which divided 17 individuals into two groups of pain sensitive and less pain sensitive and examined the brain activity of each group, found that individuals can look at their own experience and report their pain accurately.  Researchers hope that this study will prompt more physicians to be sympathetic to pain patients, as early diagnosis and treatment is vital in ensuring acute pain does not develop into chronic pain.   
Advocates’ Perspective.  Feminist literature points to another cause of gender discrimination in pain management among the medical community, that is, “the inability of a male-dominated health care system to hear women’s voices.”  Dr. Vicky Ratner, an orthopedic surgeon and Founder of the Interstitial Cystitis (IC) Association, first experienced symptoms of IC when she was a medical student.  Prior to her diagnosis, fourteen different physicians told her the problem was all in her head, and one physician advised her to quit medical school and get married. 


“It is difficult for a woman to trust her own judgement when experts are telling her she’s wrong, but it is absolutely crucial she do so,” Dr. Ratner wrote in “Lightning Strikes Twice: Perils of the Patient as Woman,” a 1992 article in the Journal of Women’s Health.  “The medical profession has been overwhelmingly male dominated, which means that for centuries male authority has been overriding female experience.  Women have been well trained to trust this professional authority, but there’s something drastically wrong when male physicians are so confident about telling women what is going on in their bodies and so ready to trivialize and negate their experience.  This makes it especially necessary for women to learn to be aggressive patients.  Women may be the best judge of their own symptoms – their lives may depend on it.”

Chronic Conditions 
Witnesses at the hearing, particularly on the patient panel, will discuss their experiences with chronic conditions that cause pain in early stages, but that are not diagnosed for a prolonged period due to gender bias in the understanding of pain.  Described below are some of the conditions that will be addressed in the course of the hearing.  
Ehlers-Danlos Syndrome (EDS).  EDS is a heterogeneous group of heritable connective tissue disorders, characterized by articular (joint) hypermobility, skin elasticity and tissue fragility. Individuals with EDS have a defect in their connective tissue, which provides support to many body parts such as the skin, muscles and ligaments. Defaults in collagen, which normally adds strength and elasticity to connective tissue, results in fragile skin and unstable joints found in EDS.  Symptoms include, but are not limited to, fragile skin that tears or bruises easily, unstable joints prone to frequent dislocations, debilitating musculoskeletal pain, and poor muscle tone.  Of the 1 in 5,000 to 1 in 10,000 individuals living with EDS, only 5% are receiving proper diagnosis.  It is estimated that over one-third of people with EDS are disabled and unable to work.  
Fibromyalgia (FM).  FM is a chronic pain illness characterized by widespread musculoskeletal aches, pain and stiffness, soft tissue tenderness, general fatigue and sleep disturbances.  The most common sites of pain include the neck, back, shoulders, pelvic girdle and hands, but can affect any body parts.  It is estimated that approximately 3-6% of individuals in the United States has Fibromyalgia, with women being more likely to be affected.  Fibromyalgia symptoms include, but are not limited to chronic pain in varying intensity, mental and physical fatigue, and an associated sleep disorder.  Proper diagnosis requires doctors to rely on patient history, self-reported symptoms, and an accurate manual tender point examination based on the standardized ACR criteria.  It is estimated that it takes approximately five years for a FM patient to receive an accurate diagnosis.

Interstitial Cystitis (IC).  IC is an inflammatory condition of the bladder wall.  Symptoms, which are similar to an acute urinary tract infection, include severe urgency, frequency and pelvic pain.  Urine cultures are negative and patients do not respond to antibiotics.  IC affects over one million people in the U.S., 90% of whom are women.  A lack of awareness and understanding within the medical community has left many patients misdiagnosed or underdiagnosed.  Epidemiology studies reveal that it takes on average 5-7 years to obtain a diagnosis.  Patients are left to live with debilitating symptoms when no diagnosis is made.  Suicide within this patient population has resulted from a resistance to treating severe nonmalignant pain with opioid medication.

Reflex Sympathetic Dystrophy (RSD).  RSD is a multi-symptom, multi-system syndrome usually affecting one or more extremities, but may affect virtually any part of the body.  If left untreated, this debilitating chronic pain disease can leave sufferers confined to a wheelchair or bedridden.  RSD symptoms include abnormal function of the sympathetic nervous system, swelling, movement disorder and changes in tissue growth.  While it is unclear exactly what triggers RSD, a number of precipitating factors have been associated, including trauma, cervical spine or spinal cord disorders, infections and surgery.  It is estimated that this disease afflicts between 1.5 and 6 million people in the United States, with women being three times more likely to be afflicted.  Although RSD was clearly described by physicians over 125 years ago, and while pain medicine practitioners have made progress in diagnosing and treating RSD, it remains poorly understood and is often unrecognized by the medical community.  
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