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Abstract

Objective. In 2010, Pain Medicine was formally
recognized as a subspecialty in Canada by the
Royal College of Physicians and Surgeons of
Canada, a national organization with oversight of
the medical education of specialists in Canada. The
first trainees began their training at the Western
University, London, Canada in July, 2014. This
article traces the process of Pain Medicine’s
development as a discipline in Canada and outlines
its multiple entry routes, 2-year curriculum, and
assessment procedures.

Design. The application for specialty status was
initiated in 2007 with the understanding that while
Anesthesiology would be the parent specialty, the
curriculum would train clinicians in a multidisciplinary
setting. To receive recognition as a Royal College
subspecialty, Pain Medicine had to successfully pass
through three phases, each stage requiring formal
approval by the Committee on Specialties. The
multiple entry routes to this 2-year subspecialty
program are described in this article as are the
objectives of training, the curriculum, assessment of

competency and the practice-eligibility route to
certification. The process of accreditation of new
training programs across Canada is also discussed.

Conclusions. The new Pain Medicine training
program in Canada will train experts in the
prevention, diagnosis, treatment and rehabilitation
of the spectrum of acute pain, cancer pain and non-
cancer pain problems. These physicians will
become leaders in education, research, advocacy
and administration of this emerging field.

Key Words. Pain Training Programs; Education;
Pain Medicine

Introduction

A formal application to recognize Pain Medicine (PM) as
a subspecialty was submitted in 2007 to the Royal Col-
lege of Physicians and Surgeons of Canada. The appli-
cants were a family doctor with an interest in addiction
medicine (then president of the Canadian Pain Society
[CPS]), a psychiatrist, and three anesthesiologists. In
this document, a PM specialist was defined to be an
expert in the prevention, evaluation, diagnosis, treat-
ment, and rehabilitation of patients with acute pain and
chronic, cancer and non-cancer, pain.

Royal College of Physicians and Surgeons of Canada

The Royal College was established in 1929 by a special
Act of Parliament to oversee postgraduate medical edu-
cation in Canada. Its prime objective is to ensure the
highest possible standards of specialist training and
specialist care for the people of Canada. The Royal Col-
lege sets the standards for specialty education, accred-
its residency programs at universities in Canada,
assesses the acceptability of residents’ education and
conducts certifying examinations. It also assures
ongoing high standards of practice through its Mainte-
nance of Certification program. The organization
encompasses all medical and surgical disciplines, other
than Family Medicine, which is governed separately by
the College of Family Physicians of Canada (CFPC).

At its inception, the Royal College offered just two spe-
cialty qualifications: a fellowship in general medicine and
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a fellowship in general surgery. The Royal College’s Com-
mittee on Specialties (COS) is the body responsible for
defining the requirements for the recognition of specialties
and subspecialties and evaluating application for new dis-
ciplines [1]. The categories of discipline recognition are
outlined in the “Criteria for Royal College Recognition of a
Specialty and Subspecialty (2010)” [2]. An application for
a new subspecialty must delineate its scope of practice,
demonstrate a societal need for the discipline, show evi-
dence of adequate infrastructure to sustain the discipline
and mark a clear delineation from existing disciplines. The
application is initially reviewed by the COS. If provisionally
approved, it proceeds to a consultation phase in which all
major stakeholders are asked to provide their response to
the application. The COS reexamines the application
together with the results of the consultation and may
request further clarifications, deny, or accept the submis-
sion. If accepted, the recommendation of the COS pro-
ceeds to the Royal College Education Committee, then to
the Executive Committee of Council and finally the Coun-
cil of the Royal College. The final step for a newly recog-
nized discipline is the dissemination and implementation
stage during which the specialty-specific standards are
developed by the Specialty Committee, posted on the
public Website, and disseminated to postgraduate deans
of universities. This final stage outlines the requirements
which will allow universities to apply for and establish
training programs in the discipline.

The Preliminary PM Application

The preliminary application required demonstration of
societal need, indication of support from the parent spe-
cialty, evidence that the proposed new discipline had a
unique body of knowledge and scope of practice, and
proof that there were sufficient practitioners in Canada
to establish a national training program. The Royal Col-
lege also requested information as to how other medical
jurisdictions had handled similar requests.

Societal Need for PM

A Task Force for the CPS, chaired by Dr. Mary Lynch, a
psychiatrist, published a report in 2005 entitled “Toward
establishing evidence-based benchmarks for acceptable
waiting times for treatment of pain” [3]. Wait times for mul-
tidisciplinary treatment clinics for chronic pain averaged 9–
12 months in Canada but could be as long as 42 months.
The Task Force published a systematic review of 24 stud-
ies examining the relationship between waiting times,
health status, and health outcomes for patients on chronic
pain clinic wait lists. They found that waits in excess of 6
months were associated with deterioration in quality of life,
increased depression and a poorer prognosis [4,5]. Peng
et al. further documented the challenges in accessing mul-
tidisciplinary chronic pain clinics across Canada in a study
funded by the Canadian Institute of Health Research [6].

In 2003, the Canadian Pain Coalition, a national patient
advocacy group, formed from the merger of several

smaller patient groups was created to promote political
awareness concerning the lack of access to multidisci-
plinary pain clinics. The chair of this patient advocacy
group was granted a seat on the Board of Directors of
the CPS, thus providing a symbolic voice for patients
suffering from chronic pain. A letter of support from this
large patient group helped to demonstrate a convincing
societal need to the Royal College for the preliminary
stage

In 2004, there were 16 anesthesiology training programs
in Canada that offered a 1 year postgraduate fellowship
program in Chronic Pain Management (excluding Pedi-
atric Pain). Fourteen of these were supervised by anes-
thesiologists. Fellows funded their training by doing
part-time clinical work in operative anesthesia. There
was no standardized curriculum, no definition of compe-
tency, and no certifying examination. Only 12 fellow
positions were filled in 2004, although more positions
were offered. Although the reasons for the lack of inter-
est among Canadian physicians to train in this area
were unclear, the perceived lack of support for funding
of pain services in Canada was presumed to be a
contributor.

Infrastructure to Support Training

Data collected by the CIHR-funded research project
StopPain [6] found that in Canada approximately 557
doctors were practicing chronic pain management in
115 multidisciplinary clinic locations, but usually no
more than 1 or 2 days per week. A multidisciplinary
clinic was defined as one that provided services by at
least two medical disciplines. Service in their base spe-
cialty occupied the remainder of their week. The 2005
membership list of the Canadian Anesthesia Society
showed that 83 anesthesiologists identified their primary
practice as pain management while 327 stated this was
their secondary affiliation. In the province of Quebec,
Veillette et al. documented that 29% of anesthesiolo-
gists were treating chronic pain, in some capacity, but
only four per cent spent 20 hours per week or more in
a Pain Clinic [7]. Thirteen per cent had completed a 1-
year fellowship. From this data, a critical mass for train-
ing supervisors was deemed to exist within the Anesthe-
siology workforce in Canada.

Support for the Application

PM was seeking recognition as a subspecialty with a 2-
year-training program. The Royal College requires that
all subspecialties must have the support of a “parent”
specialty. Ever since the first multidisciplinary pain clinic
was founded by the anesthesiologist, Dr. John Bonica,
in 1947, there has been a historically close relationship
between the discipline of Anesthesiology and the treat-
ment of acute and chronic pain problems. Although
other specialties, particularly Neurology, Neurosurgery,
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Psychiatry and Physical Medicine, and Rehabilitation,
have contributed enormously to the treatment of debili-
tating pain, our data indicated that most Canadian
university-affiliated tertiary pain clinics were led by anes-
thesiologists. For many years, residency training in
Anesthesiology has included a mandatory rotation in
chronic pain. While all anesthesiologists are expected to
have knowledge of techniques for acute pain relief, a
significant subgroup has made the treatment of chronic
pain an important secondary field of practice. Given the
involvement of anesthesiologists in leading chronic pain
clinics, and in providing their trainees with basic knowl-
edge, Anesthesiology was the most suitable parent
specialty.

The Association for the Canadian University Depart-
ments of Anesthesiology is an influential organization
affiliated with the Canadian Anesthesiologists’ Society,
consisting of all Chairs, residency program directors,
research directors of Departments of Anesthesiology
and program directors across the country. After a pre-
sentation to this group in early 2008, by the Chair of the
Working group in PM, support for the subspecialty was
unanimously endorsed by all department Chairs of
Anesthesiology. There were some reservations expressed
that this new subspecialty would draw anesthesiologists
away from their core responsibilities in the Operating
Room and Intensive Care Unit, but the countervailing
feeling was that it would attract more recruits and pro-
mote new interest in Anesthesiology.

The Canadian Pain Society, a chapter of the International
Association for the Study of Pain was founded in 1982.
Its original focus was to provide a multidisciplinary forum
for basic science researchers in Canada to disseminate
their findings. But in the past 15 years, the CPS has
become increasingly active in promoting knowledge
translation from research to clinical practice, and in sup-
porting multidisciplinary educational initiatives. In the last
5 years, membership of clinicians in the CPS has been
growing rapidly, but in 2007, when the PM application
was submitted to the Royal College, only a small propor-
tion of CPS members were physicians. Diverse medical
disciplines were represented including Family Medicine,
Anesthesiology, Addiction Medicine, Neurology, and
Rheumatology. As the Society had played a significant
role in advocacy for pain, and was responsible for the ini-
tial application to the Royal College, the CPS was desig-
nated by the Royal College as a supporting National
Specialty Society. As such, it has a representative on the
Royal College Specialty Committee in PM.

Pain Medicine in Other Jurisdictions

The three jurisdictions which had the greatest influence
on the design of the Canadian program in PM were the
United States, Australia and New Zealand (ANZCA), and
the United Kingdom (UK). Since 1992, the American
Board of Anesthesiology has provided a 1-year program
leading to certification in pain management. More

recently, the American Board of Psychiatry and Neurol-
ogy and the American Board of Physical Medicine and
Rehabilitation have also provided subspecialty certifi-
cates in pain management. Another pathway, open to
all medical specialties, is examination and certification
via the American Board of Pain Medicine. This certificate
has not yet been recognized by the American Board of
Medical Specialties [8]. The ABPM examination is rigor-
ous and tests the same knowledge for all candidates,
regardless of their primary specialty [9]. Another route is
the American Academy of Pain Management which cre-
dentials both physicians, and other allied health disci-
plines, upon receipt of proof of good clinical practice
and successful completion of a written examination.
This certification has not yet been recognized by the
American Board of Medical Specialties, but is accepted
as equivalent by multiple payors and several states (Cal-
ifornia, New York, Florida). There has been active
debate for the past decade in the United States as to
the optimal length of training program in PM and how
best to incorporate more multidisciplinary training when
traditional models of care are delivered through isolated
disciplines.

In 1999, ANZCA established a separate interdisciplinary
Faculty of Pain Medicine within their College of Anaesthe-
tists, although PM was not officially recognized as a medi-
cal subspecialty by the federal government of Australia until
2006. [10] In the UK, advanced training in Pain Manage-
ment has been regulated by the Royal College of Anesthe-
tists since 1999. The training program for the subspecialty
of Pain Management must be housed within a school of
Anesthesia approved by their Royal College, with supervi-
sion by a Regional Advisor in Pain Management.

European countries have a wide variety of programs in
Pain and Palliative Care but are seeking a more standar-
dized European credentialing in PM that would reflect its
economic and political unity. Dissatisfaction with the lack
of educational standardization has led the European
Association for Palliative Care to call for uniform pan-
European standards of training in Palliative Care. [10].

Royal College Recognition of PM

The PM application was first reviewed at the COS in
October 2007 and proceeded successfully to submit a
full application and move onto stakeholder consultation.
Over 2 years, the Working Group in PM developed the
required curriculum, objectives of training, standards,
and assessment procedures. In 2010, the Royal College
introduced the new option of a Diploma program. The
purpose of the Diploma program was to stop the
“fragmentation of care” that was perceived to be hap-
pening with creation of more and more new subspecial-
ties. Our group discussed with the Royal College
advisors the pros and cons of PM switching from a 2-
year subspecialty with a certifying examination to a 1-
year Diploma program as well as the differences in the
criteria for the two designations [2]. We also consulted
with leading international educators in pain in Australia
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and the United States. The consensus was that, given
the broad scope of the discipline, a 2-year program,
with certification by examination, would provide the best
foundation of knowledge to those entering from diverse
disciplines. One argument that carried a great deal of
weight in arguing for subspecialty status was the com-
parison of Pain Medicine to Critical Care; both require
broad interdisciplinary training and standardized accredi-
tation. On behalf of the Working Group the lead author
presented our proposal to the COS in April 2010. The
COS approved PM as a subspecialty at that meeting
and the decision was granted final approval by the
Council of the Royal College in November 2010.

Dissemination and Implementation

Following recognition of PM as a Royal College discipline,
the next steps were to elaborate the standards of training
for the subspecialty. The discipline is defined the by Royal
College training documents, referred to as the “specialty
suite.” These documents describe the associated knowl-
edge base and skill set, list the required clinical and aca-
demic experiences to obtain those competencies, state
the expectations of a resident’s performance at the con-
clusion of training, and outline the appropriate structure
and organization of the training program.

The specialty suite consists of four discrete, but inter-
related, documents:

a. The Objectives of Training (OTR) outlines the unique
constellation of competencies needed to practice as
a specialist in this discipline.

b. Specialty Training Requirements (STR) lists the
required duration, content, and sequence of training
in the form of a rotation-based road map.

c. The Specific Standards of Accreditation (SSA)
describes the requirements that the residency pro-
gram must meet to achieve Royal College accredita-
tion. It outlines the specific administrative, clinical,
academic, and scholarly resources needed to pro-
vide adequate experiences for the trainee and identi-
fies any specific content, and/or assessment
methods.

d. The Final In-Training Evaluation Report (FITER) is a
summative assessment tool used to identify if a resi-
dent is qualified to sit the certification examination.

A working group was established by the lead author,
under the auspices of the Royal College Specialties Unit.
Each member represented a specific discipline making
up one of the component experiences of the proposed
pain curriculum, or was a medical specialist with experi-
ence in the field of education and/or was a representative
of a key stakeholder organization. This 18 member multi-
disciplinary working group was tasked with creating the
specialty suite of documents. This committee met for the
first time in October, 2011. Over the subsequent 2 years,
the foundational documents were elaborated. Once the
documents were approved by the Specialty Standards

Review Committee, the working group transitioned to an
official Specialty Committee in PM in the spring of 2013.

Entry Routes

PM is now a subspecialty residency entered after certifi-
cation in a primary specialty. The following disciplines
have been designated as eligible entry routes to the PM
residency: Anesthesiology, Emergency Medicine, Inter-
nal Medicine, Neurology, Pediatrics, Physical Medicine
and Rehabilitation, Psychiatry, and Rheumatology. Entry
from the following Royal College accredited disciplines
is also possible, in exceptional cases, with the approval
of the Specialty Committee in Pain Medicine: Medical
Oncology, Neurosurgery, Orthopedic Surgery, or Pallia-
tive Medicine. All candidates must be certified by the
Royal College in their primary specialty to be eligible to
write the certification examination in PM.

Although the Specialty Committee in Pain Medicine
unanimously endorsed 3 years of Family Medicine train-
ing (basic 2 years plus a third year of “special compe-
tence”) as an eligible entry route, we faced two
obstacles in bringing this to fruition. Training and cre-
dentialing in Family Medicine in Canada occurs under
the auspices of the CFPC. Certification in Family Medi-
cine is not a traditional entry route to Royal College sub-
specialty programs. The CFPC vision states that the
people of Canada must have timely access to quality
care provided by family physicians committed to the
CFPC’s lifelong learning requirements; as such, the
CFPC has traditionally had a focus on the provision of
broad primary care rather than supporting training in
subspecialized skills. The CFPC is currently working on
a curriculum for Chronic Pain Management as a third
year of added competence.

Curriculum and Objectives of Training

Accurate diagnosis, essential to the development of a
rational treatment plan, requires training in neurological
and musculoskeletal exam techniques. Administration of
nerve blocks, if recommended, must be incorporated
into a comprehensive treatment plan which also draws
on pharmacotherapeutic knowledge of opioids, anti-
convulsants, and anti-depressants and comprehensive
treatment aimed at rehabilitation and behavioral man-
agement. In many cases, the physician practicing in this
subspecialty would be the medical director of a multidis-
ciplinary team, and hence must be versed in pain man-
agement/relief methods used by team members who
are physician or nonphysician professionals.

During the anesthesiology residency, the trainee gains
experience in a wide variety of presentations of acute
(including obstetric) and chronic pain syndromes, a
sound knowledge base in pharmacology, and an appreci-
ation of the variety of responses both physical and psy-
chological that patients display when in pain. However,
the interview skills, physical examination techniques, and
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knowledge base required for treatment of chronic cancer
and non-cancer pain require clinical knowledge and skills
above and beyond what is learned in an anesthesiology
residency program. It is crucial to acquire a working
knowledge of psychological and psychiatric factors that
affect pain, cognitive-behavioral techniques for pain man-
agement, rehabilitation medicine for pain and disability
management, addiction medicine as it applies to the use
and misuse of opioid analgesics, and both pharmacologic
(co-analgesics, botulinum toxin, anticonvulsants, antide-
pressants, etc.), and nonpharmacologic methods of pain
relief (exercise, manual therapies, electrical stimulation
techniques etc.).

Regardless of their primary discipline, residents in PM
will receive uniform training on the assessment and
treatment of complex pain problems. The core learning
experience of the program is thirteen 4-week blocks in
an ambulatory multidisciplinary pain centre (MDPC)
According to the International Association for the Study
of Pain, a MDPC must have on staff a variety of health
care providers capable of assessing and treating physi-
cal, psychosocial, medical, vocational, and social
aspects of chronic pain.

The Multidisciplinary Pain Clinic (MDPC) module must
offer the following components as an educational
experience: ambulatory and inpatient consultations for
chronic pain, longitudinal patient care in an outpatient
clinic setting, participation in team conferences, exposure
to individual, and group cognitive-behavioral therapy
sessions and exposure to the breadth of interventional
techniques performed in an ambulatory setting.

In addition to the core MDPC experience, there are seven
mandatory blocks. Acute Pain Service, Cancer Pain and
Symptom Management, Pediatric Pain, Neurology, Mus-
culoskeletal system (Physical Medicine and Rehabilitation
plus Rheumatology), Outpatient Psychiatry plus Addiction
Services leaving six blocks for Electives. [Sidebar 1]
Blocks may be completed longitudinally. For example,
one 4-week block of Psychiatry (20 days) may be fulfilled
by attending outpatient Psychiatry clinics for 2 days a

week over 10 weeks, rather than the traditional approach
of attending over four consecutive 5-day weeks.

The Objectives of Training are set out in a 20-page
document, which utilized the International Association
for the Study of Pain and Australian and New Zealand
core curriculum as guides. Each block, including the
Multidisciplinary Clinic experience is framed by objec-
tives written according to the standardized CanMEDS
2005 format utilizing the headings of Medical Expert,
Communicator, Collaborator, Manager, Health Advo-
cate, Scholar, and Professional. The Royal College pro-
vides templates for specialty standards which provides
standardized wording applicable to all medical specialties.

As an example of the standardized format, “Medical
Expert is the central role of the PM specialist. As Medi-
cal Experts, the core skill of the PM physician is to syn-
thesize available information in a manner which places
the patient’s clinical presentation in a bio-psycho-social
framework, and to then advise as to the best method of
pain management for that individual.” One of the key
learning objectives under the Medical Expert section in
the Psychiatry block is listed in Sidebar 2 as an
example.

It is important to note that interventional procedures,
and mastery of regional anesthesia, are NOT core
components. If a PM resident wishes to become profi-
cient in spinal intervention procedures under fluoros-
copy, there is sufficient elective time available to allow
him/her to attain that competency. In addition, further
interventional experience can be obtained during the
MDPC time, as long as the interventions are provided
within the context of a multidisciplinary treatment
framework, and not just as the only modality available.
Every resident is expected to demonstrate knowledge
of effective use of the following procedures including
their potential risks: peripheral nerve and plexus
blocks, neuraxial blocks, sympathetic blocks, neuromo-
dulation and neuroablation procedures, but they do
not need to demonstrate mastery of the actual
technique.

Sidebar 1: Curriculum Blocks for Pain Medicine Residency

13 blocks Multidisciplinary Pain Clinic
2 blocks Ambulatory Psychiatry/Addiction Medicine
1 block Neurology
1 block Physical Medicine and Rehabilitation/Rheumatology
1 block Pediatric Pain
1 block Cancer Pain and Symptom Management
1 block Acute pain Service
6 blocks Electives

These blocks may be completed longitudinally throughout an agreed –upon time period, not restricted to the block
period.
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The rationale for not making performance of interven-
tional procedures a core skills component of the resi-
dency was that entry is allowed from eight primary
specialties, only one of which is Anesthesiology. Many
common chronic pain syndromes are not amenable to
interventions. Even procedures that are supported by
good evidence such as medial branch ablation for lumbar
pain have better outcomes when combined with other
multidisciplinary modalities such as physiotherapy,
graded exercise, cognitive behavioral therapy etc. [11]
As all accredited training facilities in Canada to date are
run by anesthesiologists interested in teaching in-
terventional pain management, the expectation is that
anesthesiology-based trainees will finish the 2-year pro-
gram not only with a high level of procedural skill but also
very comfortable operating within a multidisciplinary team
model of care. There are excellent international certifica-
tion examinations available if the trainee wishes to pursue
competency in procedural pain management. [12]

Practice-Eligibility Route to Certification

No individual will be granted certification without examina-
tion. The practice-eligibility route (PER) provides an alter-
native route to certification for physicians who have had
some formal training and have been practicing Pain Man-
agement in Canada for at least 5 years previously. This
pathway was developed to allow physicians who have
practiced in a particular discipline prior to its being accred-
ited, to sit the Royal College certification examinations.
The same examination will be written by those who have
completed the 2-year-training program and those entering
through the PER. Those physicians who have completed
a postgraduate fellowship training program in Pain Man-
agement within 2 years of the introduction of PM residency
in Canada will be allowed to sit the Royal College examina-
tion, after only 2 years of independent practice.

The Royal College has standard criteria for the practice-
eligibility requirements which are individualized to the needs

of each discipline. As well as holding a valid licence to
practice in Canada, and being enrolled in the Maintenance
of Certification Program, the applicant must be Royal Col-
lege certified in one of the primary specialties designated
as an entry route, have practiced in PM for a minimum of
5 years, at least 2 years of which have been in in Canada,
and submit a Comprehensive Competency Report for
review by the Specialty Committee. In the transition period,
individuals who have completed training equivalent to the
standards of an accredited program may submit a PER
application after a minimum of 1 year in practice.

Assessment

The final three-hour examination will be in written for-
mat; the first one being scheduled to take place in the
fall of 2016. The examination is created by the Examina-
tion Committee in PM; this group has been appointed in
consultation with the Specialty Committee in PM.

The formative and summative assessment tools used in
training are as important as the examinations. Formative
assessment tools include a daily trainee log book of cases
managed, a clinical encounter card completed by the
assessor who provides daily or weekly feedback on spe-
cific competencies, and a trainee-generated portfolio of
learning experiences.

Accreditation of Training Programs

Each university wishing to offer a residency program in PM
must apply to the Royal College for accreditation. Accredi-
tation requires the individual site to demonstrate that it can
meet the Royal College General Standards of Accreditation
as well as the Specific Standards of Accreditation devel-
oped by the Specialty Committee in PM. Applications are
submitted by the program, with the approval of the univer-
sity’s postgraduate medical education office. The Specialty
Committee in PM reviews the application and makes its
recommendation for accreditation or deferral. The final

Sidebar 2
Psychiatry Block:
Medical Expert
Objective of Training (Sample)

For the following psychiatric disorders, list diagnostic criteria, describe appropriate screening questionnaires, outline
the fundamentals of treatment strategies (including contraindications for other treatments), and state the indications
for psychiatric or psychological assessment.

Major Depressive Disorder
Bipolar Mood Disorders
Post-Traumatic Stress Disorder, Panic Disorder, Social Anxiety Disorder, Generalized Anxiety Disorder
Substance Use Disorders
Attention Deficit Disorder
Somatoform Disorder
Personality Disorders
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decision for accreditation is made by the Accreditation
Committee of the Royal College

It is anticipated that 12 to 14 sites across Canada are
ultimately capable of gaining accreditation. However, the
initial number of training programs will be phased in grad-
ually over a 3-year period, starting with only one program
in July, 2014. The plan is that each accredited training
centre will offer at least two residency positions.

Funding

One major obstacle to the introduction of the PM resi-
dency is that funding for all residency positions flows
from each provincial or territorial Ministry of Health (10
provinces and three territories). Although some provin-
ces will create new funding for new specialties, some
will not, depending on their budget priorities. For exam-
ple, the province of Ontario, has capped the total num-
ber of residency spots, with no special consideration for
newly created programs, such as PM, so that funding
must be created by reallocating positions from existing
programs. This is decided based on whether current
residency programs are filling their positions and also
based on perceived societal need.

Conclusions/Future Directions

It is anticipated that graduates of the Royal College-
accredited PM programs will be primarily located in
teaching centers especially during the first five years
after the program has started. Increasingly, pain special-
ists will find employment in nonteaching centres and
establish community clinics. Although certification in PM
will not be required initially of Program Directors and
teaching faculty, it will be required by 2019.

Whether PM will remain under Anesthesiology as its par-
ent specialty remains to be seen. In Australia, New Zea-
land, and the UK, PM has become established as an
independent college. There are arguments to be made on
both sides. [13] Ultimately, the decision should be made
based on what is best for patient care not for doctors.

The PM consultant will be expected to be actively involved
in the teaching of undergraduate and postgraduate stu-
dents in medicine, nursing and other allied health disci-
plines. The need for mechanisms of pain research,
outcomes research, and exploration of new technologies
such as fMRI, and RCTs which compare therapies is
immense and exciting. The culture of interdisciplinary coop-
eration that exists within the PM community should serve to
facilitate the transfer of new knowledge and to foster a new
spirit of enquiry broadening the field of anesthesia research.
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