2



Special Interest Group for Philosophy and Ethics


Rydal Hall,
[image: ]

June 2025

Women and Pain






[image: ]






Editor’s Note

Regular readers of these transcripts will know that for the last two or  three years the age and increasing infirmity  of your editor, in particular his  difficulty with typing,  has obliged him to abandon the  elegance of their presentation over the previous twenty- something years and to rely on basic reproduction of material sent to him by the speakers.  . Furthermore  he was unable to attend the meeting and so no recording was made of the discussion which is  such a valuable part of the of the experience of these gatherings 
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Acupuncture for endometriosis-related pelvic pain.


Ooi Thye Chong

Introduction

Endometriosis is a chronic inflammatory disease in which tissue similar to the lining of the uterus grows outside the uterus.  It is associated with severe and debilitating pain during menstruation, sexual intercourse, bowel movements, urination, chronic pelvic pain as well as anxiety, depression and subfertility. Endometriosis is estimated to affect one in ten women of reproductive age [1, 2].  It is generally agreed that conventional medicine treatments such as surgery or hormonal treatments are unsatisfactory.  Fewer than 50% of women receive adequate pain relief.  Acupuncture might provide some pain relief for this cohort of women. 

Dr Chong spent decades treating the side effects of patients undergoing cancer treatments with acupuncture in the USA as well as women with endometriosis-related chronic and pelvic pain in the UK, with good effect.  She felt increasingly frustrated because most of the acupuncture research findings on chronic pain conditions did not reflect her extensive clinical experience.  A small number of acupuncture studies of endometriosis-related pelvic pain have shown some effectiveness, but most are not adequately powered [3-5].   Acupuncture research on other chronic pain conditions such as chronic tension headache[6], migraine [7] chronic low back pain[8] have produced conflicting evidence for effectiveness.  These studies all used pre-prescribed acupuncture points or semi-standardized points.  Throughout the study period of 10-12 acupuncture sessions, there were no adjustments for if and when the patients’ condition deteriorated or improved.  Additionally, these studies focused only on the needling aspect of an acupuncture treatment, and excluded the patient-practitioner interactions, and the context in which the acupuncture treatment took place.  These studies are only some examples which exemplified that most acupuncture research do not accurately reflect acupuncture in practice.    These excluded components of an acupuncture treatment, which will be discussed later, have been shown to impact on clinical outcome and thus clinically relevant.  

Problem with the use of pre-prescribed and standardised acupuncture points 

Every patient is an individual with different pain patterns
In arguing against the use of pre-prescribed and standardised acupuncture points, Dr Chong pointed out that firstly, each patient is an individual and the pain pattern especially for a complex condition like endometriosis varies from patient to patient, even if there are some share features.  Because of this variation, this “cookie cutter” approach is a big disservice to the acupuncture profession, and it does not reflect acupuncture in practice. (practised by traditionally trained acupuncturists).  Crucially, if acupuncture research does not reflect acupuncture in practice, there is a real risk that the research data cannot be relevant to the patients, inform policies or practice within the health service.  This seems like such a waste of resources. 

Secondly, just as it is unacceptable and/or even unethical for a physician to pre-prescribe pain medications before evaluating the patient, why should it be acceptable or even ethical to use pre-selected acupuncture points for treatment?  By reducing the whole acupuncture treatment to a set of preselected acupuncture points we are forgetting that the pain is experienced by and situated in the patient.   It begs the question “where is the patient in all these studies?”.

Theories underpinning acupuncture

 Acupuncture is frequently and commonly described and discussed as a simple intervention with a single theory underpinning it and a single acupuncture style.  In reality, there are several styles of acupuncture namely, the meridian Balance Method Acupuncture (BMA), Traditional Chinese Acupuncture, Five Element Acupuncture and Japanese style acupuncture etc.  Whatever style of acupuncture one uses, it is a complex treatment that encompasses not just the insertion of needles into the skin, but several other factor.  Choosing a set of acupuncture points for the treatment of pain depends on the acupuncture styles and its attendant theory that underpins that style.  For example, the meridian BMA uses the meridian theory, and the mirror and image methods for selecting the acupuncture points to specifically target the pain as presented and described by the patient.  Note that the patient here is actively involved in the treatment by pointing with one finger where the most pain is and by providing a response to the changed level of pain immediately after the needles have been inserted into the chosen points.  Thus, the meridian BMA is interactive in the way acupuncture points are selected, and the point selection is tailored to the patient’s pain pattern (patient-centred).  This interaction between the practitioner and patient helps build a therapeutic and trusting relationship which is crucial and  clinical relevant.   This is in sharp contrast to pre-selected points (protocol centred) in the studies mentioned earlier.  Based on Dr Chong’s decades of experience with the meridian BMA, this patient-centred approach, consistently yields pain relief for the patients. Imagine a world when we can undertake such a pragmatic approach to acupuncture research, we can close the gap between acupuncture research and acupuncture in practice, as well as benefiting the patients.  
	
Problem with only focusing on the needling aspect of an acupuncture treatment

Acupuncture treatment
Acupuncture in practice that draws on the Traditional Chinese Medicine (TCM) or Classical Chinese Medicine (this is how Chinese medicine was practised before Chairman Mao’s  “modernisation” efforts) is a complex intervention and has three different components:
1. Acupuncture needling: Specific Factor
This involves how acupuncture points are chosen, depth of needle insertion, size of the needle and mode of stimulation. These are called specific factors which are theoretically based and are believed to have physiological effects.   Acupuncture needling is the one aspect that most acupuncture research have solely focused on, to the exclusion of the other two components. 
1. Chinese medicine health consult (CM HC): Non-needling Specific Factor
This component of an acupuncture treatment is the Chinese medicine health consult which is based on Chinese medicine theory.  This health consult typically involves questioning, talking, listening, observing, tongue and/or pulse diagnosis. These factors are specific to and are integral part of an acupuncture treatment, and shown to have clinical significance[9].  These are known as the non-needling specific factors of an acupuncture treatment.  The Chinese medicine health consult is a great opportunity to establish a therapeutic relationship.
1. Contextual factor
The context in which the acupuncture treatment takes place is called the contextual factor[10].  This is an integral and inevitable part of any clinical encounter.   These include a variety of factors such as the setting, the patients and practitioners’ beliefs, expectations, attitudes which are highly likely to be clinically relevant[11]. 
 
To reiterate, It is now obvious that there is a huge gap between acupuncture research and acupuncture in practice.  By focusing only on the needling component of an acupuncture treatment, we are in fact minimizing the effectiveness of an acupuncture treatment.  That might explain why acupuncture research on some chronic pain conditions produced conflicting results.

Manual Acupuncture and Electro-Acupuncture

 Dr Chong briefly covers manual acupuncture (MA) and electro-acupuncture (EA). MA or EA stimulation of acupuncture needles are employed to optimise treatment effect.  EA is a technique in which micro-electric current is passed between two acupuncture needles that are inserted into the chosen points of the body.  MA is a technique in which the needles are stimulated by the acupuncturist using their hands with special techniques. The release of endogenous opioids in the central nervous system have been shown to be produced either using MA [12]or EA [13].  However, in some studies, the analgesic effect of EA has been demonstrated to be greater than MA[14]. Studies have also shown that using 2-4 Hz low frequency produces four endogenous opioids, namely enkephalins, endorphins, endormorphins, and oxytocin which are more effective for inflammatory pain and stress management, while 100Hz high frequency is less effective in inflammatory pain. [15]

PhD Study Design

While this is not the place to describe in detail Dr Chong PhD study,  suffice to briefly mention the design  that is much influenced by the complexities of endometriosis related chronic and pelvic pain.  It is also an attempt to address the gap between acupuncture research and acupuncture in practise as discussed above.   Her study involved a three-arm pilot randomised controlled trial (RCT) using a mixed-methods research [16-18] comparing :
1. the BMEA treatment (BM acupuncture needling + CM health consult) with  
1. TCM HC and 
1. National Health Service standard care (NHS SC).  

These three-armed study design reflects the three components of an acupuncture treatment.  Implicit in the design is the present of contextual factors in all three groups.  

Here is an example of what a participant says about her experience in the BMEA group and her pain level:
 …I found it a godsend. It took my pain for a day, two days 
after the treatment…which I hadn’t had in over six year, so…
it made a big difference, I felt I had energy…the following day…
I mean. I’ve got the full time job…and I’ve got a two-year old
daughter…I find myself lying on the couch ‘cos I can’t lift myself up…because I’m knackered from working. But…but when you 
got the acupuncture…you were going home, it was…it was so 
different…it was…go home for three, four hours before she went
 to bed, and…had a conversation with her…I painted with her…
I did things with her that I hadn’t done before…

Here is an example of what a participant in the TCM HC group says about her pain level:
…sometimes I think yes, and then every now and again I think no, 
but…on balance I think yeah.. yes.. yeah, it … it has … it has 
helped.. to cope with the … the pain…

 Finally, here is an example of what a participant in the NHS SC group says about her experience with medication and pain level:
 …none of the medications have ever worked for me now…so 
I’ve now just weaned myself off everything. They were…they 
weren’t working when I was on them…so…there’s no point in 
being on…

Briefly, overall quantitative results showed that the BMEA group experience higher therapeutic benefits than the TCM HC group and the TCM HC group did better than the NHS SC group.  However, the present study is not appropriately powered, and therefore the results do not provide definitive answers.  Viewed together with the qualitative results, the study is promising.   A future appropriately powered large-scale study will help to make a definitive conclusion as to the varying degree of effectiveness of the BMEA and TCM HC.  

This study is a small step towards bridging the gap between acupuncture research and acupuncture practice.  





















"The Pain Gender Gap: Wandering Wombs and Hysteria
 A Historical and Clinical Perspective on Inequality in Pain Medicine"

Lorraine de Gray, Dean of the Faculty of Pain, Royal College of Anaesthetists


I. Introduction
In the next hour, I would like to share with you an overview of what is gender bias in health care in relation to pain.  I will look at the historical background as I think this is important to understand the deep-rooted attitudes and beliefs which have led to what some will perceive at worst as misogyny in health care and at best as ignorance of women’s needs.  I will explore how this led to a knowledge gap and trust gap which together add up to make a significant gender bias. I will go on to explore current epidemiological evidence, the underlying science which can contribute to this disparity. I will also share with you, current progress and advocacy, including clinical changes and policy recommendations. 

II. Historical Background
· Ancient and Classical Views:
· Hysteria in Ancient Egypt and Greece; the "wandering womb" theory, medieval times, religious influences
· 19th and Early 20th Century:
· Rise of psychosomatic explanations for women’s pain.
· Freud and "female hysteria" as a catch-all diagnosis.
· Mid-20th Century Onwards:
· Medicalization of childbirth, menstrual pain, and psychosocial framing of female discomfort.

III. The Evidence of the Gender Pain Gap
· Epidemiology:
· Women report chronic pain more often than men (e.g., fibromyalgia, migraines, IBS).
· Diagnosis Delays:
· Conditions like endometriosis and autoimmune diseases are underdiagnosed or diagnosed late.
· Treatment Disparities:
· Women less likely to be prescribed opioids or referred to specialists.
· More likely to receive antidepressants or anxiolytics.

IV. Gender Bias in Clinical Settings
· Stereotypes in Practice:
· “Emotional” women vs. “stoic” men.
· Dismissal of women's symptoms as psychological.
· Provider Attitudes:
· Studies showing differential response to pain reports based on patient gender.
· Intersectionality:
· Disparities worsen for women of colour, transgender individuals, and those from lower socioeconomic backgrounds.

V. The Science: Biological vs. Social Constructs
· Biological Differences:
· Hormonal influences on pain perception.
· Sex-based differences in drug metabolism and response.
· Sociocultural Influences:
· Gender norms around expression of pain.
· Medical training and implicit biases.

VI. Progress and Advocacy
· Research Shifts:
· NIH 2016 mandate to include sex as a biological variable in research.
· Patient Advocacy Movements:
· Online communities (e.g. endometriosis support, chronic illness forums).
· Medical Education Reforms:
· Integrating gender and pain into medical curricula.

VII. Case Studies or Vignettes
· Real or hypothetical patient examples showing contrasting outcomes for men and women with similar pain complaints.
· Highlight systemic issues and areas for improvement.

VIII. Future Directions
· Policy Recommendations:
· More inclusive clinical trials.
· Standardized pain assessment tools.
· Research Needs:
· Understanding pain in nonbinary and transgender populations.
· Clinical Practice Changes:
· Training on implicit bias, trauma-informed care.

IX. Conclusion
· Reiterate key messages.
· Emphasize urgency and opportunity for improvement.
· Call to action for clinicians, educators, and policymakers.







































 Breaking the cycle: Current and Emerging Strategies for Endometriosis Pain

Andrew Horne: Professor of Gynaecology and Reproductive Sciences, Edinburgh University:

Summary

In my lecture, I discussed the considerable burden of endometriosis, a condition affecting around one in ten women of reproductive age, and the distressing diagnostic delays, often spanning 7-9 years, that many patients experience. Drawing on a real case history, I illustrated the profound physical, emotional, and clinical toll of living with this chronic condition.

I examined the spectrum of treatment options, from hormonal and surgical interventions to truly multidisciplinary approaches that integrate physiotherapy, psychological support, and personalised pain management. I also highlighted emerging advances, including novel medical therapies and tailored pain strategies, 
of collaboration across specialities and disciplines in improving outcomes. I concluded by affirming that, through continued research and a deeper understanding of patient experience, we have the opportunity to transform the health and quality of life of those living with this often invisible yet profoundly life‑altering disease

Link to PowerPoint

https://www.dropbox.com/scl/fi/6b74edxhhqmca29wwz2q3/BPS-lecture-Rydal-Hall-2025.pptx?rlkey=9cwvugzh29t2yhkxfshzh3xyd&st=q0vspzz1&dl=0
 






















Heating, nature and pain

Paul Dieppe


"Paul Dieppe discussed the power of the natural environment to relieve pain.  He first briefly reviewed some of the literature, including one study that he had been involved in.  He then invited the audience to go into the beautiful grounds of Rydal to just 'be' with some living thing outside for 10 minutes, such as a plant or a tree, and to try to connect with that 'other'.  A discussion followed.  Finally Paul summarised some of the theories that had been put forward to explain the ability of being in the natural environment to alleviate pain.  This promoted a philosophical discussion which completed the session."


Double click on this:  to view PowerPoint presentation.



To close, right click on picture, and ‘end show’ in menu that appears































Women and pain         

  Professor Amanda C de C Williams

This talk concerns women as subjects and objects in relation to health and health care, pain in particular. Political and sociocultural norms of denying women agency, and objectifying them, can align with tendencies in health care to objectify the patient, presenting a very substantial barrier to open discussion of concerns. Psychology has been slow to challenge stereotyping and different valuation of men and women and their accounts of symptoms, and in pain it is still little discussed. Some ways in which clinicians and patients can challenge these issues in the field of pain will be suggested.


Double Click on this  to view PowerPoint presentation . 





To close, right click on picture, and ‘end show’ in menu that appears
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Painful women: 
subject and object

Amanda C de C Williams

University College London

Disclosure: I do not stand to gain financially from the research I discuss.


I do have an interest in disseminating my research and research that I value.



Harmonia Rosales
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Ideally, I would be able to develop these ideas using evolutionary understanding …

Evolution addresses ultimate explanations for mechanisms, whereas medicine and psychology address proximate explanations, often without much of a coherent framework that evolution would provide.

Genes proliferate if they give a good enough advantage in survival &/or reproduction, through morphology or behaviour.





Evolutionary theory is widely misrepresented and misunderstood.





“Representation of the world, like the world itself, is the work of men; they describe it from their own point of view, which they confuse with the absolute truth.” 					      Simone de Beauvoir

Theological wisdom established the Great Chain of Being.

God was at the top, then angels, then Popes & Kings, then men (in God’s image), then women, then other animals, etc.

Humanism rejected the Great Chain of Being, but idealised human rationality, epitomised by the white, educated, well-resourced male.

Great Chain of Feeling: hierarchy of sentience, increasingly putting weight on feelings and suffering. 

Pain was important, believed to require consciousness, so only ‘man’.

Descartes held that animals were unfeeling automata. 











Male hegemony

The hierarchy of sentience placed white men at the top – they were both most ‘sensitive’ to pain and all sensory events, but bore them with most courage: the peak of civilisation.

White women were also sensitive, but showed little courage.

“Women…  represent the most inferior forms of human evolution and… are closer to children and savages than to an adult, civilized man.” 		Gustave Le Bon (1841-1931)

And slaves, indigenous people, all non-white people, who often bore painful and distressing conditions with apparent fortitude, had to be constitutionally less sensitive.

Sympathy and care were allotted accordingly.

Even when anaesthetics became available, it was fairly common to operate on poor people without using them. 					Joanna Bourke, 2011, 2014





Male norms suffuse life and language

Germaine Greer, reflecting on 20 years since 1970 publication of ‘The Female Eunuch’, reminds readers that in 1970 in the UK, married women didn’t do tax returns because their income was their husband’s; couldn’t prosecute their husbands for rape, whatever they did.

Many European countries only gave women the vote in the latter part of the 20th century.

Relegation of women to the roles of wife and mother relate to the body. To get a man, a woman has to see herself as a commodity, an object.  		Susie Orbach 1978

The language of rape makes the man invisible: “a woman was raped”; “rape is a women’s issue”; concern with “women’s safety” rather than limits on men; “violence against women” (it just happens). 

Male agency disappears. That is the privilege of power: you are the norm. 

Germaine Greer 1990







But men still hold most power …



Memorial to Sarah Everard 2021







Research proved women’s inferiority

For several centuries, brain (cranial) size was the index of intelligence … until a (female) researcher, Alice Less, showed that skulls of female students from Bedford (female only) College were larger than those of male staff at University College, and than the skulls of 35 leading male anatomists who subscribed to the belief.

So the focus moved to phrenology and skull morphology, to female hormones and how they destabilised women’s thinking and emotions, and to women’s ‘intuition’ compared to man’s rationality.  	

Differences between males and females (even infants) were interpreted using existing cultural norms about male superiority.					Gina Rippon 2019

Freud and many others added from various viewpoints.

The ‘gender gap’ is the dominant way of thinking, and “therefore a way of not thinking”.

Caroline Criado Perez 2019





This was as true in medicine as in other sciences

Medicine also uses the male as norm, in illustrations for teaching all anatomy except specifically female anatomy and physiology. 

This means, among other things, that various implantable devices, including hip and knee joints and defibrillators, are too big, too inflexible, have the wrong angles, or are provided using male not female indications.

Many drugs are developed in male animals and tested on men, leading to more adverse events in women whose immune system differs from men’s in some ways, and some disasters in pregnant women.  		      Caroline Criado Perez 2019, Michelle Spear 2025

TB is underdiagnosed in women because the tests are developed for male physiology.

Women’s higher mortality for heart attacks is because of beliefs that it is a male problem -  the 1970s MrFit trial on cardiovascular risk screened 325K men, no women (and only offered treatment to white men) – and women’s symptoms are described as ‘atypical’.  			       						         Kamran Abbasi 2023

 







And women are difficult patients

Women feel judged, their authenticity questioned. And they are easily in the wrong: feckless or neurotic; neglectful or fussy mothers; careless about own health (not checking breasts) or imagining problems.  			      Jeanette Mitchell 1984

On cancer and mastectomy, and pressure to be silent: “I do not forget cancer for very long, ever. That keeps me armed and on my toes, but also with a slight background noise of fear.” “As women we were raised to fear.” 			Audre Lorde 1980

Sent for repeat mammography, Barbara Ehrenreich noted: “I had picked up this warning vibe in the changing room, which, in my increasingly anxious state, translated into: femininity is death.” 						  Barbara Ehrenreich 2009  

In a book about spinally injured women, “We find the competitive individualism dominant in some spinal units often leaves no room for women”.         Jenny Morris 1989

Women are usually carers: when they become disabled, it is assumed they will stop and be cared for. Many have to fight to continue to care for their children.







Pat Wall in 1994 Textbook of Pain

“[The] evident liability of women to a series of very different painful conditions contrasts with the universal longer life expectancy of women. Surely these facts must contain a series of clues worth serious analysis. 

Instead there is a subculture of flippant and sexist pseudo explanations which permits the imbalance to be ignored.”

 

On sex differences and confusing results from experimental studies: “The commonest sources of the confusion are failures to take into account the meaning of the stimulus to the subject, the situation, the familiarity of the stimulus, the sex and social status of the observers, and the presence of peers who set approved standards of response.”





Patrick Wall





Pain system is sexually dimorphic

From nociceptors to neurotransmitters and receptors to microglia/T cells to the brain, there are systematic sex differences.		Mogil et al. 2024; Stratton et al. 2024

 Not all involve sex steroids but some do - like sensitisation of dorsal root ganglia in females by prolactin, but not in males.						

Much of our knowledge about pain mechanisms is about male pain mechanisms. 

Sex differences in pain system   x  sex bias in research means that much of the literature, 



including development of analgesics, applies to males. 

Many opportunities to develop analgesics that work in females may have been lost.

Sex is better treated as an interaction term than as a main effect, and studies need to be powered to address interactions. 





Sex and gender differences in pain research & practice

Biases can be explicit and implicit, not necessarily consonant.

They may disregard true differences or assume difference where there is none.

Clinical research has much more female representation than preclinical, but many studies are not analysed by sex, and theorising is often very poor around sex or gender difference.						         Bernardes et al. IASP Fact Sheet 2024

Over half the studies of social disparities in pain are on sex/gender difference, and only non-binary in recent years. Few address intersectional differences.

Consistently, chronic pain has higher incidence, prevalence, and severity in women compared to men.						Grol-Prokopczyk et al. PAIN 2025

In treatment settings, women struggle more for validation, may be assessed less thoroughly and treated less vigorously, with more attribution to psychological causes and referral to psychology/psychiatry.		          Bernardes et al. IASP Fact Sheet 2024

Men with chronic pain are also disadvantaged by male stereotypes. 





Clinical assessments of pain with no signs: 1944 study of pain in British soldiers 

“Four patients had an immature personality; they were shy mother-fixated emotionally adolescent male virgins”



“it is hard for a simple-minded hypochondriac to adopt any other attitude than that he has been unjustly accused of malingering.”

Social and cultural influences on pain and health are powerful.



These social/moral values appear in medical textbooks as scientific descriptions.





Where does it begin?

Papers often state that before puberty, there are no biological differences to account for pain differences between girls and boys.

A meta-analysis of experimental pain studies in children up to 12 showed no consistent differences. All were according to sex, not self-defined gender.

There are sex differences in prenatal and perinatal risks and effects of maternal health; in adverse childhood experiences and so likely in their long-term effects (puberty delay in boys, acceleration in girls); in childhood diseases and accidental injuries; in parental





models and social and cultural norms on how to be in pain; in patterns of friendship and support (or lack of it); in parental behaviour including preference for boys in many cultures; in parental health care use for boys vs girls; in clinician beliefs and behaviours ….





Adult attribution according to child sex/gender

Adult strangers estimated pain in a 5y old having a finger prick to take blood.

The child wore a T-shirt and shorts: half the adults were told it was a boy, and half that it was a girl.

Pain was rated higher – though not much – for a boy than for a girl.

Female and male observers believed that girls were more sensitive to pain and reported it more willingly; women rated girls’ pain slightly higher than men did.

								     Cohen et al 2014 Children’s Health Care

3-7 year olds were observed in day care. Girls and boys had the same rate of accidents. 

Girls were more expressive of their distress than boys and received more physical comfort (23% of incidents compared to 11% for boys: often adults did not respond), but this appeared to be largely a function of greater expression of distress.

There were large differences among children, but those with most frequent accidents often were most expressive of their distress. 			McGrath et al. 1996 PAIN







Differences in experience of pain

A systematic review of 11 (English language only) studies that analysed for gender role found:  						Pedulla et al. 2024 J Pain 

more feminine identity with internal attribution, more masculine identity was associated with external attribution of cause of pain. Where men blamed their bodies they ‘externalised’ the cause – genes, physical strain – while women were more self-blaming.

women with more feminine identity wanted validation from healthcare but were often disappointed. They had good support from friends etc. where they did not hide pain to spare others.

Men with more masculine identity looked to peers for social support, but also hid their pain when they anticipated mockery or stigma.

Women with feminine identity often struggled with dual work and home roles, affecting their identity; masculine identity was more threatened by work disability.

“such was my terror of involving [husband] in the unavailing wretchedness of witnessing what I must go through, that it conquered every other”  Fanny Burney 1812









Expression of pain



Personal experience of pain



thoughts, feelings,  sensations 



Pain assessment (decoding)





Response







Pain expression 

(encoding)

nonverbal, self-report, physio-logical



PAIN

Intrapersonal

influences

Interpersonal

influences





             Personal history

    Biological            Biological               endowments          constraints



Situational context 

social & physical



       Context

social & physical



Relationship, duties



Clinical or everyday settings



Sensitivity, biases, knowledge



Professional training, personal judgement

   Person in pain                          Caregiver/observer













adapted from Craig 2009

Women do not systematically use higher pain ratings, but their lower threshold means they rate pain higher than men, and are more facially expressive, for the same stimulus. Schneider et al. 2024 PAIN

Facial expression studies show mixed results, mostly from analogue studies so emotional component is trivial. 

But men and women are subject to different display rules.
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Interpretation of expression by observers

Multiple studies show that women’s pain is generally estimated lower than men’s; that it is discounted more in relation to women’s self-ratings of pain; and that this is related to sex stereotypes endorsed by both male and female observers.

Many analogue and clinical studies fail to take account of sex of researcher or experimenter, but social rules apply in these situations too.

In a study using sex stereotype endorsement, particularly related to women’s and men’s sensitivity to pain and willingness to show pain:

Women’s pain was estimated lower than men’s (in clinical videos), controlling for all other factors

Higher endorsement of stereotype that women are more willing to show and report pain was associated with lower estimates of women’s pain

Women observers estimated that women had higher pain endurance than men

Zhang et al 2021 J Pain





Sex/gender as superordinate influence on observer judgements

In a study of trustworthiness, which we all make very rapidly and without conscious processing when we see another face, and its influence on estimates of another’s pain:

medical students in years 4-6 and pain clinicians estimated pain in patient videos – already rated high or low for trustworthiness - with vignettes that described the patient (female or male), her/his pain, depression history, and treatment choices.

Women’s pain was estimated almost one point (0-10) lower than men’s, and women were judged to be more likely to exaggerate, and less likely to minimise or hide pain.

Low trustworthiness further lowered pain estimates, but only for women in pain. 

Clinicians estimated pain higher than medical students did, but were lower in empathy and empathy was unrelated to pain estimates.

Both clinicians and medical students were more likely to recommend analgesics for men than for women.							Schafer et al. 2016 PAIN







Sex/gender disparities in treatment

Emergency department data from centres in USA and Israel (>21K patients):

female patients less likely to get pain medication for mild, moderate, or severe pain (analysed separately) 

even after adjusting for pain scores (guidelines say prescribe according to pain score)

and clinician variables, including whether doctor was male or female

and whether pain score recorded or not. 

Nurses were less likely to record female patients’ pain scores, and women waited longer for treatment.     Guzikevits et al. 2024 PNAS







And more …

Australian study of adults (excluding pregnant women) presenting to emergency with acute abdominal pain. Various diagnoses resulted, including appendicitis, pancreatitis, bowel obstruction, though many had no diagnosis.

Men were more likely than women to receive opioid and/or non-opioid analgesics (26% vs 14%), and to be treated sooner, both for first and second analgesic doses. 

Hayes et al. 2023 Australasian Emergency Care



Similar differences are found in many WEIRD countries, many branches of medicine, varied clinical settings. Women are more likely to be referred to psychological or psychiatric care than men, rather than for medical investigation or treatment.

These differences often run counter to national, professional and local guidelines on indications for treatment, which tend not to differentiate by sex or gender.

Yet many papers describing the disparities suggest the solution lies in exactly those guidelines.







Gender effects in clinical settings	      Samulowitz et al. 2018 Pain Res Manage

Reviewed 77 papers for gender norms:

in experience of pain, women presented as more sensitive to pain, more willing to report pain, possibly more body-aware, more often warned to be careful by clinicians … or ‘hysterical’, emotional, complaining, malingering, fabricating, not wanting to get better and creating pain from psychological problems … or they were ‘inexplicable’.

In healthcare, women struggled to be believed and were given lesser access to orthodox treatments. Women described trying to fulfil multiple roles, while clinicians emphasised household and family duties. 

Men were stoical, tolerant of pain, autonomous, slow to seek healthcare, and reluctant to consider psychological aspects of pain. Pain could feel frustrating, shameful, and threaten masculine identity, leading to hiding and denying pain, complying poorly with treatment. Where they presented with pain, they were seen as less masculine by clinicians.





“brave men”   “emotional women”







“my wife doesn’t work”



See Red Women’s Collective



Women with chronic pain find it hard to reduce their domestic work load.

Samulowitz et al. 2018





Shared /unshared pain concepts: pelvic pain   Toye et al. 2014 J Adv Nurs

Women

	Pain unpredictable, relentless, overwhelming

	Life disrupted

	Secrecy vs disclosure

Found diagnosis validating, and it sanctioned receiving care 

Valued experiential knowledge, their own and others; support from others

Struggle to distinguish normal from pathological (most had endometriosis)

Men

Pain unpredictable, relentless, overwhelming

Life disrupted

Secrecy vs disclosure

Found diagnosis reassuring where nothing serious wrong

- - -



- - -





Metasynthesis of qualitative papers on concepts of pelvic pain:





Women’s work for clinical validation	Werner & Malterud 2003 Soc Sci Med

Women are aware that their reliability is questioned in clinical encounters. So they try to present as reliable …

… not looking too strong, or too weak

… not too healthy, nor too sick

… not too smart, nor too untogether

while maintaining dignity and self-esteem.

If believed, they may get access to healthcare resources.

If not believed, they are malingering, pretending, trying to swindle the state out of benefits and the health service out of resources, maybe mentally unbalanced

… bringing shame and stigma. 







What do we want to achieve for women – for everyone – in pain?

Political action? 











Or mysticism?





How can we improve clinical practice?

We can raise awareness by audits of inequalities in our services, and make them part of quality improvement projects

Data need to be intersectional, not just sex and gender

Women’s views on services need to be invited specifically, not left to chance inclusion

But how do we make it easier for women to use their strengths?





It is not just a matter of writing more guidelines and saying they should be implemented.

Nor is it a matter that medical education can fix.

Alicia Canter / The Guardian





What do we need to address for better research?



Keogh & Boerner 2024 Brain, Behav, Immun



See also Rippon et al. 2024 Nature comment on interpreting sex/gender neuroscience research; MAGIC guidelines





How can we improve research?



We need to share methodologies and require better reporting.

Keogh recommends ‘gender as context’ model: assume that pain is subject to same gender-based influences as other areas of life. 

Pain has social, cultural and contextual determinants, intra- and inter-personal; is flexible and dynamic; is multidimensional.

Pain can threaten gender identity, so behaviour related to pain may address this threat rather than pain itself.

We also need to go beyond binary gender and explore gender constructs in pain, and the interaction of sex and gender with ethnicity, age, and other sources of inequalities.





Research practice

‘What more could women want? Freedom... Freedom from being the thing looked at rather than the person looking back.’

‘Freedom to run, shout, talk loudly and sit with your knees apart’. Greer 1990



We need a feminist bioethics for women’s health:	      Vanessa Seifert 2025 Chemistry World

Demonstrating systematic mechanisms that lead to under/mis/diagnosis and under/mis-treatment.

Rectifying women’s marginalisation in research findings, particularly cardiovascular disease and strokes.

Bringing women’s perspectives to knowledge and practice. 

Disaggregating research data benefits everyone: we are more likely to find male vulnerabilities as well. 					Julia Robinson 2025 Chemistry World

 “Equitable care starts with equitable research”. 

								     Keogh & Boerner 2024 Brain Behav Immun 







Ideally, I would be able to develop these ideas using evolutionary understanding …

There are useful evolutionary theories concerning illness and health, folk medicine/folk models of illness and health, and how people do and don’t care for their sick and disabled peers.

Williams 2016 PAIN; Walters & Williams 2019 Proc Royal Soc B; 

Kappesser & Williams 2025 PAIN













Thank you!
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