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Abstract

Experiences of racism occur across a continuum from denial of services to more subtle forms of 

discrimination and exact a significant toll. These multilevel systems of oppression accumulate as 

chronic stressors that cause psychological injury conceptualized as racism-based traumatic stress 

(RBTS). RBTS has overlapping symptoms with post-traumatic stress disorder (PTSD) with the 

added burden that threats are constantly present. Chronic pain is a public health crisis that is 

exacerbated by the intersection of racism and health inequities. However, the relationship between 

RBTS and pain has not yet been explored. To highlight how these phenomena are interlinked, we 

present Racism ExpoSure and Trauma AccumulatiOn PeRpetuate PAin InequiTIes – AdVocating 

for ChangE (RESTORATIVE); a novel conceptual model that integrates the models of racism and 

pain, and demonstrates how the shared contribution of trauma symptoms (e.g., RBTS and PTSD) 

maintains and perpetuates chronic pain for racialized groups in the United States. Visualizing 
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racism and pain as “two halves of the same coin,” in which the accumulative effects of numerous 

events may moderate the severity of RBTS and pain, we emphasize the importance of within-

group distinctiveness and intersectionality (overlapping identities). We call on psychologists to 

lead efforts in applying the RESTORATIVE model, acting as facilitators and advocates for 

the patient’s lived experience with RBTS in clinical pain care teams. To assist with this goal, 

we offer suggestions for provider and researcher antiracism education, assessment of RBTS in 

pain populations, and discuss how cultural humility is a central component in implementing the 

RESTORATIVE model.
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In the United States (US), the ongoing crises of racism and health inequities are not merely 

co-occurring, but instead form a syndemic – a connected set of problems that interact 

synergistically to make each factor worse and increase the burden of disease (Singer, 2009). 

Racism is older than the US (Talking About Race, n.d.) and has been identified as the key 

driver of health inequities (Phelan & Link, 2015). Chronic pain is a significant public health 

issue characterized by acute health inequities. Latest estimates indicate that 20% of adults 

in the US have experienced chronic pain in the past 3 months, with rates rising to 30% 

for older adults (Zelaya et al., 2020). Disparities in pain prevalence and severity (C. M. 

Campbell & Edwards, 2012), along with pain processing (Burton et al., 2017), have been 

reported for racialized groups compared to non-Hispanic White groups. False ideas about 

pain insensitivity (Hoffman et al., 2016) and provider biases (Nelson & Hackman, 2013) 

contribute to inequitable treatment for pain across health care settings and pain conditions 

(Letzen et al., 2022; Morais et al., 2022).

Psychologists’ training in social, biological, and psychological processes would seem to 

uniquely position them to address these syndemic issues. Too often, however, psychologists 

have been slow to recognize and confront racism within the profession and in their 

work with clients. This sluggish pace might be explained by the fact that White males 

of European ancestry primarily created the dominant psychological models and theories 

(Hergenhahn & Henley, 2013), that the field remains systematically and disproportionately 

White (Wright et al., 2017), that psychology has perpetuated scientific racism (Winston, 

2020), and that psychological practice has largely focused more on individual processes 

than on the social forces. The history of the discipline and the contemporary environment 

in which psychology is practiced likely contribute to a failure to acknowledge racism, 

discomfort discussing oppression, dismissiveness of structural and institutional issues, and 

in the worst instances, silencing the voices calling for change (Moon & Sandage, 2019). 

Only recently have organizations and institutions released statements and apologies for 

their complicity in contributing to systemic inequities, and in the case of the American 

Psychological Association (APA), admitting that they “failed in its role leading the 

discipline of psychology” (American Psychological Association, 2021).
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Experiences of racism exact a significant physical and psychological toll (Feagin, 2006). 

A mechanism through which racism affects mental health is racism-based traumatic 

stress (RBTS) (Carter, 2007b). RBTS theory conceptualizes the significant emotional and 

mental injury caused by frequent uncontrollable racist experiences and encounters as stress-

inducing with the potential to produce traumatic responses (e.g., avoidance, flashbacks) 

(Carter et al., 2020). An accumulation of these experiences can lead to symptoms similar to 

post-traumatic stress disorder (PTSD), but with the added burden of a socio-political context 

where threats are constantly present, and the impact of racist experiences are generally 

invalidated by the dominant White society (Carter, 2007b). Although the conceptualization 

of traumatic stress remains ingrained in non-Hispanic White perspectives, recent work, such 

as the Racial Encounter Coping Appraisal Socialization Theory (RECAST), provides a 

framework to understand how adverse, racist events require racialized coping self-efficacy 

(Anderson & Stevenson, 2019). However, such frameworks have limited integration of 

structural forces and do not address the impact of RBTS on pain production, exacerbation, or 

maintenance.

Our article fills this critical gap by introducing the Racism ExpoSure and Trauma 

AccumulatiOn PeRpetuate PAin InequiTIes – AdVocating for ChangE (RESTORATIVE) 

model, which conceptualizes the shared biopsychosocial pathways between RBTS and pain. 

The RESTORATIVE model contends that RBTS is a mechanism sustaining pain inequities 

on structural, cultural, interpersonal, and intraindividual levels. The RESTORATIVE model 

is informed by the biopsychosocial models of racism (Clark et al., 1999) and pain (Gatchel 

et al., 2007). The model focuses on providers reinforcing but not demanding cultural 

strengths and resilience, examining the effects of RBTS through the lens of intersectionality 

to consider multiple identities affected by racism, and acknowledging that coping with the 

interlocking systems of racism in our medical settings causes and exacerbates RBTS. Social 

inequities occur for most people living with chronic pain (Brown et al., 2018). However, 

to center the experience of people experiencing the most significant and pervasive pain 

inequities, the RESTORATIVE model focuses on people from racialized groups and the 

multilevel factors that systematically increase their pain burden.

We challenge psychologists to recognize and begin examining the oppressive systems 

that cause individuals’ need to cope with RBTS and ask them to modify their practices 

and processes as they care for people living with pain. To empower psychologists to 

work towards this goal, we offer suggestions for clinician and researcher antiracism 

education, provide tools for the assessment of RBTS in chronic pain populations, 

describe multidisciplinary approaches and collaboration with scholars and practitioners 

from complementary disciplines, and discuss cultural humility as a central component in 

implementing the RESTORATIVE model. Our model has the potential for scientific impact 

for people living with pain whilst highlighting innovative ways psychologists can interact 

within healthcare systems to reduce RBTS and chronic pain.

Positionality Statement

Racism and racialization – political and economic processes that ascribe ethnic or racialized 

identities to a group, often based on phenotypic skin color, and maintain deep-rooted White 
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European hierarchies and power to differentially allocate valued societal resources (Omi & 

Winant, 2014) – are a global scourge. However, the deep-rooted processes through which 

racism affects society and institutions in the US, notably anti-Black racism and the forced 

displacement of Native American Indigenous peoples, cannot simply be generalized to other 

countries. Moreover, the complexity of the byzantine collection of governmental, non-profit, 

and for-profit organizations, insurance providers, and hospital systems that systematically 

disenfranchises racialized groups is unique to US healthcare. Given this distinctiveness and 

because all of the authors received all or part of their training in the US, we feel we are best 

equipped to discuss the RESTORATIVE model within a US setting. Further, we have tried 

to use cultural humility to help us recognize and address our biases as we too, are learning, 

self-reflecting, and considering how to make our work align in a health equity perspective. 

The included positionality statement shares how our experiences have contributed to our 

interpretations regarding our research using individual statements rather than aggregating 

across demographic, training, and career factors to allow each author to share the elements 

of their lived experience they feel most applicable to the current work (see Table 1).

Racism

More than 50 years after the end of legal segregation and national civil rights legislation, 

racism persists in the US. Recently, we have seen the normalization of hate speech 

(Opotow & McClelland, 2020), an increase in hate crimes (Potok, 2017), and the instigation 

of domestic terrorism threatening racialized groups (Bell, 2019). Almost half of White 

Americans and nearly one-third of Black Americans hold pro-White bias and a negative 

bias toward Black Americans (Morin & Rohal, 2015), and 31% of Asian Americans 

report being subjected to racialized slurs and jokes since the beginning of the COVID-19 

pandemic (Ruiz et al., 2020). However, psychologists often remain hesitant to directly 

attribute health inequities to racism and draw implicit rather than explicit conclusions about 

key drivers identified in their work. Racism cannot be eliminated unless it is directly 

acknowledged. With this goal in mind, we will conceptualize “race” as a social construct 

that is a multifaceted and multidimensional form of oppression embedded within our social, 

economic, and cultural systems (Delgado & Stefancic, 2017).

At the macro level, cultural racism works through ubiquitous forces such as the traditional 

(i.e., television) and social media to instill an ideology that assigns inferiority across 

language, values, and imagery and reinforces negative stereotypes that racialized groups 

are less attractive, intelligent, trustworthy, or deserving (D. R. Williams et al., 2019). 

These incessant messages are adopted and normalized (Bramlett-Solomon & Roeder, 2008). 

Structural racism is an underlying system through which governmental policies, laws and 

housing practices are shaped, justified, and perpetuated to reinforce a racialized hierarchy 

and inequities (Feagin, 2006). Although it legally ended in the US in 1968, residential 

segregation is a far-reaching example of structural racism that remains fortified by federal, 

state, and local policies such as mortgage discrimination and redlining (D. R. Williams 

& Cooper, 2019). Segregation reduces access to high-quality medical care, educational 

resources, and employment opportunities, along with concentrating poverty. Segregation is 

responsible for persistent differences in socioeconomic status (D. R. Williams & Cooper, 
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2019) and reduced access to mental health services for racialized groups (Mensah et al., 

2021).

Structural racism encompasses institutional processes and practices resulting from an 

accumulation of many choices made by many people over time, within the expectations 

and routines in that setting. Stark evidence for structural racism and adverse health outcomes 

includes systematically higher morbidity and mortality for Black mothers (J. K. Taylor, 

2020). Rather than a condemnation of specific individuals within the system, structural 

racism acknowledges that decisions made in these institutions are in the context of a society 

that continues to struggle with racism (House-Niamke & Eckerd, 2020). Structural changes 

require large-scale, multimodal solutions often viewed as challenging to implement, so, 

unsurprisingly, discussions often center on interpersonal and individual racism. However, 

this focus is tied to deeply embedded cultural ideologies of meritocracy (e.g., systems 

reward the best people) and just-world beliefs (e.g., good things happen to good people) and 

lacks recognition of the larger structures that facilitate racism (Mathur et al., 2021).

Our institutions tend to consider racialized identity separate from sex, gender, age, and 

disability status. In her seminal 1989 work “Demarginalizing the Intersection of Race and 

Sex,” feminist scholar Kimberlé Crenshaw first described how aspects of an individual’s 

identities (i.e., political, social) combine and how racialized identity intersects and overlaps 

with other individual characteristics to create different modes of discrimination and 

privilege. Crenshaw coined the term intersectionality to describe this analytic framework and 

centered her analysis on the experience of Black women as they are “theoretically erased” 

(Crenshaw, 1990). Within this framework, eliminating prejudice requires focusing on macro 

interlocking structures of inequities rather than just internal processes. For example, women 

from racialized communities experience gender bias differently from White women (Settles 

et al., 2020). Relatedly, it is critical that communities are not treated as an undifferentiated 

mass and that within-racialized group differences are discussed. These differences can 

also operate through colorism, which is rooted in colonialism and is discrimination that 

privileges light-skin over dark-skin color within racialized communities (Hunter, 2007).

Racism-based Traumatic Stress

Racism is a chronic stressor, yet its psychological toll has only been formally studied in 

recent decades. Early work seeking to characterize the psychological effects of racism used 

several terms, such as race-based traumatic stress, societal trauma, racist incident-based 

trauma, and insidious trauma (Bryant-Davis & Ocampo, 2005). In the present article, we use 

the term “racism-based traumatic stress” (RBTS) to acknowledge that this form of traumatic 

stress is caused by the multi-level system of oppression rather than one’s racialized identity 

and intrapersonal factors. Many definitions of RBTS have been proposed. This article 

uses Carter’s (2007) definition of RBTS as “emotional or physical pain or the threat of 

physical and emotional pain from racism in the forms of racialized harassment (hostility), 

racialized discrimination (avoidance), or discriminatory harassment (aversive hostility)” 

(Carter, 2007b). Based on Carter’s scholarship, we conceptualize RBTS as psychological 

injury wherein the person experiencing racism had their rights unfairly violated and is valid 
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in their emotional response, regardless of whether the RBTS stressor includes overt events, 

covert acts, and/or vicarious or intergenerational stress (Carter, 2007a).

Across cultural, structural, and interpersonal domains, racism occurs along a continuum 

from explicit oppression to more subtle forms of discrimination (Bailey et al., 2017). Racism 

can take the form of microassaults – overt racialized disparagements (e.g., racialized epithets 

or slurs) (Sue et al., 2007). More commonplace is covert racism – acts that subvert, distort, 

restrict, and deny racialized groups access to societal privileges and benefits. Harrell et 

al. (2000) described these types of overt and covert racism as stressors that are often 

experienced in combination over an individual’s lifespan (Harrell, 2000). Racism-related 

life events are time-limited and salient experiences unlikely to occur daily (e.g., a Chinese 

American person is denied entry to a business because of the “Chinese virus’”). Daily 

microstressors (Sue et al., 2007), on the other hand, are subtle affronts that act as constant 

reminders that one’s racialized identity is a stimulus in a White dominant society such as 

microinsults (e.g., telling a Black person, “You are very articulate”), racialized profiling 

(e.g., a person of Middle Eastern descent is stopped at airport security), microaggressions 

(e.g., a professor of Mayan descent is mistaken for a janitor) or microinvalidations (e.g., 

asking an Asian American person “Where are you really from?”) (Coates, 2011).

Chronic-contextual stress is pressure to adapt to and cope with the social, political, and 

institutional structures of White society (e.g., an Iranian Muslim woman stops wearing her 

hijab). Collective and vicarious racism life events are collective, group-level events that 

are not directly observed by the person (e.g., an African American child learns about the 

1921 Tulsa massacre), whereas vicarious experiences are events targeting members of one’s 

racialized group that the individual observes (e.g., a Latinx teenager sees a video of police 

brutality against a Latinx adult). Finally, transgenerational transmission of group trauma is 

the long-lasting effects of racism on future generations (e.g., withdrawing federal resources 

from Indigenous communities).

Scholars have emphasized that RBTS is an understudied and underappreciated form of stress 

among racialized individuals, leading to trauma reactions similar to those observed in PTSD. 

PTSD is a constellation of distressing and/or interfering symptoms of intrusion, avoidance, 

changes in cognition and mood, and changes in arousal and reactivity that emerge after 

experiencing or witnessing a traumatic event (Wilson, 2004). Few studies have examined the 

degree to which symptoms of RBTS and PTSD overlap; however, preliminary work shows 

similar symptom profiles, and it is well-established that personal trauma is associated with 

a greater likelihood of developing PTSD than impersonal trauma (e.g., natural disasters) 

(M. T. Williams et al., 2018). Overlapping symptoms of RBTS and PTSD include low 

self-esteem, anxiety, depression, hypervigilance, dissociation, and sleep disturbance (Carter 

et al., 2020). Although there are similarities in individual responses between PTSD and 

RBTS, an RBTS framework specifically highlights the external system and processes that 

cause or reinforce the traumatic event (Carter, 2007b).

Williams and colleagues (2018) proposed an approach for diagnosing RBTS within a 

Diagnostic and Statistical Manual of Mental Disorders, 5th Edition (DSM-5) framework 

of PTSD. Importantly, they explain that the current DSM-5 constraints on the type of trauma 
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that an individual must experience to be considered for the diagnosis do not pertain to all 

forms of racism-related stressors, particularly more covert forms that occur regularly (e.g., 

microaggressions). For this reason, scholars (Butts, 2002) have called for the expansion of 

DSM-5 criteria to include trauma related to racism and other systems of oppression. Carter 

cautions, however, that in framing RBTS as a form of PTSD, researchers and clinicians 

should avoid conceptualizing RBTS as a dispositional matter and instead continue to see it 

as a form of injury from an external assault.

Pain

The chronic pain epidemic in the US exacts a heavy toll on individuals in the form of 

morbidity, mortality and disability, and on society with an estimated $560–635 billion in 

medical costs and lost productivity each year (Simon, 2012). A landmark report concluded 

that significant improvements are needed in pain prevention, treatment, management, 

and research (Simon, 2012), and there have been multiple calls and new initiatives for 

equitable care for people living with chronic pain (Collins et al., 2018). There is also a 

growing recognition of a significant degree of overlap between many common chronic pain 

conditions, a phenomenon known as chronic overlapping pain conditions (COPCs) that 

include, but are not limited to, fibromyalgia, migraine headache, and chronic low back pain 

(Fillingim et al., 2020). Evidence suggests a higher prevalence of COPCs in older adults 

who are racialized as Black or Hispanic/Latino/a/x (Plesh et al., 2011). Notably, greater 

stress, increased negative affect, and higher pain catastrophizing are similar across select 

COPCs (Fillingim et al., 2020). Regardless of its source, chronic pain is often accompanied 

by other somatic symptoms such as sleep disturbance, fatigue, and cognitive and physical 

functioning impairments (Phillips & Clauw, 2013).

The pathophysiology of acute and chronic pain are distinct. For acute pain, healing 

occurs over the ensuing days to weeks, after resolution of inflammation and cessation of 

pain signals in the body. Contrarily, for patients with chronic pain, the nervous system 

will continue to send signals for pain even after the initial injury has resolved. The 

pathophysiology of chronic pain revolves around this concept of central plasticity of 

the brain (“neuroplasticity”) in which neural connections are rewired and sensitivity to 

stimuli changes in response to an initial injury (Fregoso et al., 2019). Significantly, chronic 

stressors can influence the development of chronic pain (Chapman et al., 2008), with stress 

modulating pain perception. Previous models have described the mechanisms underlying the 

transition from acute to chronic pain with cumulative exposure to past traumatic life events 

(e.g., death of a loved one) (Casey et al., 2008) predictive of chronic pain and negatively 

valenced emotions heighten the impact of stress on pain (Ahmad & Zakaria, 2015). Pain 

and stress have also been conceptualized as “two distinguished yet overlapping processes 

presenting multiple conceptual and physiological overlaps” (Abdallah & Geha, 2017). 

However, there has been an overreliance on biomedical mechanistic studies to elucidate 

multifactorial contributors to acute-to-chronic pain transition despite evidence supporting 

forms of stress as candidate mechanisms for pain chronicity after acute injury (Fregoso 

et al., 2019). Traumatic events consistent with RBTS are associated with physical and 

emotional distress, similarities exist between RBTS and PTSD, and evidence links PTSD to 
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pain (see below), yet the association between RBTS and pain has not been theoretically or 

empirically explored.

The biopsychosocial model accounts for the complex array of biological, psychological, and 

social factors that shape the experience of chronic pain (Gatchel et al., 2007). Biological 

factors include the severity of the injury, physiological mechanisms, neurochemistry, genetic 

predisposition, comorbidities, medication effects, and pain sensitivity; psychological factors 

include anxiety, depression, and cognitive representations of pain; and social factors include 

others’ response to pain, environmental demands, and culture (Gatchel et al., 2007). Among 

Black individuals, in particular, interacting biopsychosocial dimensions are influenced by 

the toxic and health-damaging conditions produced by structural racism (Baker et al., 

2022). For example, Black Americans have increased “allostatic load” (a combination of 

biomarkers indicating wear and tear on the body) and weathering (i.e., accelerated aging) 

due to racism, resulting in high rates of multimorbidity and functional impairment that 

worsen pain’s impact on daily life (Phelan & Link, 2015). Lack of access to medical care 

and experiences of bias in the health care system means that pain is frequently undertreated 

and more likely to become severe and disabling. Psychological factors shaped by structural 

racism include chronic stress resulting from racialized economic disadvantage, experiences 

of discrimination, and RBTS (J. L. W. Taylor et al., 2018). Social factors influencing pain 

include social network stressors like mass incarceration of Black Americans that sever social 

bonds and undermine social support systems (Umberson, 2017).

PTSD and chronic pain commonly co-occur; people living with chronic pain are more likely 

to have PTSD, and among people with PTSD, pain is highly prevalent and one of the most 

common physical symptoms (Moeller-Bertram et al., 2012). Proposed models to explain 

this link include shared vulnerability, in which there are common predisposing factors for 

both conditions, such as anxiety sensitivity; mutual maintenance, in which symptoms of 

PTSD and pain exacerbate each other, leading to persistence of both (Otis et al., 2003); and 

fear avoidance, which contains elements of both prior models, as avoidance behaviors are 

thought to play a role in perpetuating both pain (by causing activity avoidance leading to 

depression and disability) and PTSD (in which avoiding thoughts or reminders of things 

associated with the trauma prevents effective processing of the event) (Otis et al., 2003).

An adjacent body of work provides strong evidence for an association between racialized 

discrimination and chronic pain, potentially mediated through psychological distress (Brown 

et al., 2018). We can speculate about similarities and differences between mechanisms 

underlying the established relationship between PTSD and pain and the possible association 

between RBTS and pain. There are potential similarities in explanatory models—including 

shared psychological or physiological vulnerabilities to both the effects of RBTS and pain 

and the mutual maintenance of symptoms. Potential differences in mechanisms include that 

the fear avoidance model presents differently in RBTS, as a hallmark of this condition 

is that avoidance of exposure to acts of racism either directly or vicariously is often 

impossible, given its pervasiveness. The shared vulnerability model of RBTS and PTSD 

should recognize that a key vulnerability in RBTS is not intrinsic to the individual but 

rather is imposed by structural racism. That is, the same factors that give rise to racialized 
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traumatic events that cause RBTS also expose racialized individuals to ongoing risks for 

developing chronic pain and sustained pain inequities.

Pain-related Coping

Dominant psychological models have traditionally differentiated chronic pain coping 

strategies as “active and adaptive” (using internal resources to control pain and engaging 

in activities) vs “passive and maladaptive” (external sources to control pain and/or the 

avoidance of activities) (Snow-Turek et al., 1996). Within these models, chronic pain 

coping strategies, such as prayer, have often been classified as a passive strategy, and a 

meta-analysis found Black people in the USA use prayer as a coping strategy more often 

than White people (Meints et al., 2016); however, prayer or religiosity are not equivalent 

to attempting to escape or denial of the pain similar to other guarded responses. Notably, 

most evidence that active coping strategies contribute to better mood and functioning among 

people with chronic pain have been developed by and primarily tested on people of White 

European descent and may not be valid in other cultural traditions (Snow-Turek et al., 1996).

In relation to RBTS, more recent theories highlight that people from racialized groups must 

manage overt racist encounters and microstressors that can trigger stress-based physiological 

and psychological responses over time, and they must flexibly choose between “active” 

(e.g., calling out discriminatory bias) or more “passive” (e.g., being silent) coping strategies 

depending on the situation often with little warning or time to make a decision, which 

may differ depending on their racialized coping self-efficacy (Anderson & Stevenson, 

2019) and what is needed for optimal for pain coping (Robinson-Lane et al., 2021). For 

racialized individuals experiencing chronic pain, after months or years of obstacles and 

not receiving adequate pain treatment regardless of actions they may take (Meints et al., 

2016), they may instead use stoicism (i.e., enduring pain or without displaying feelings and 

without complaint) as a pain coping strategy (Booker, 2016). Therefore, we propose that our 

field needs to expand our thinking to understand that chronic stressors, subsequent trauma 

symptoms, and the choice of pain coping strategies are inseparable from structural racism 

for people from racialized groups living with pain.

The RESTORATIVE Model

In the previous sections, we have detailed the significant impact of racism on the lives 

of racialized communities and evidence for a relationship between RBTS and PTSD and 

PTSD and pain, all of which point toward a theoretically and clinically plausible association 

between RBTS and pain that has not yet been examined. Therefore, we posit Racism 

ExpoSure and Trauma AccumulatiOn PeRpetuate PAin InequiTIes – AdVocating for 

ChangE (RESTORATIVE) as a new conceptual model that incorporates the multilevel, 

combined, and interacting effect of the biopsychosocial factors of racism and pain, along 

with the shared contribution of RBTS and PTSD symptoms, in maintaining and perpetuating 

the systematically higher burden of chronic pain in racialized groups. Critically, however, 

we also contend that systems need to change to remove the multi-domain threat of racism 

from individuals’ lives. Thus, psychologists and medical providers should incorporate the 

impact of multilevel racism into their conceptualizations of trauma and design interventions 
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that specifically account for the entrenchment of multi-level generational (e.g., epigenetic), 

cultural (e.g., television, movies), structural (e.g., laws, segregation), and institutional (e.g., 

involuntary hospital admissions) racism as a causal factor in RBTS and pain inequities.

The RESTORATIVE model explicitly outlines the considerable overlap and interaction in 

processes, factors, and symptomatology between racism, specifically RBTS and PTSD, 

and pain, visualized as “two halves of the same coin.” Our model also incorporates 

that people from racialized groups must choose from a reservoir of “active and passive” 

coping strategies during healthcare encounters and when managing pain and argues that 

through a non-Eurocentric perspective, spirituality is not “passive.” Instead, it may be better 

conceptualized as “active” for racialized communities who have used their faith to preserve 

culture, family, and identity (Danoff-Burg et al., 2004). We emphasize the importance of 

not treating racialized groups as a monolith. For example, although some people from 

Latinx and Black communities value spirituality, this will differ considerably across and 

within groups. For those seeking to understand oppression, intersectionality and across and 

within-group distinctiveness should be at the forefront of implementing this model.

Our RESTORATIVE model (see Figure 1) also helps to elucidate the complexity and 

interrelatedness of the biopsychosocial factors of racism and pain. In the outer circle, we 

include the macro-level processes (e.g., vicarious, generational, and structural factors of pain 

and racism) that shape and are directly tied to biopsychosocial factors in the circle within. 

For example, social factors of racism and discrimination can produce robust biological 

(e.g. epigenetic changes, cardiovascular effects, brain impacts) and psychological (e.g. 

anxiety, depression, vigilance) consequences. Generational trauma (e.g., intergenerational 

relationship between trauma in parents and chronic pain experienced in children) and 

structural trauma (e.g., chronic pain of racialized groups discounted or not believed) 

(Hoffman et al., 2016) are not currently included in our biopsychosocial models of pain; 

however, we advocate for change that includes a greater focus on these systemic and 

interacting factors. We theorize that these contributing processes influence how a pain event 

or racialized microstressor is managed, whether trauma symptoms occur, and how and if 

pain becomes chronic. The severity of RBTS and pain may be moderated by the cumulative 

effects of numerous events (Carter, 2007b). Using our model, we advocate for an active 

engagement in which clinicians acknowledge the contribution of racism, recognize and 

oppose racism in all domains including their clinical encounters (Jones et al., 2021), and 

understand that interpersonal interactions with people from racialized groups occur within 

the context of an “inclined field of prejudice” (Lopez et al., 2000).

Overall, we propose that our model provides the structure for a deeper understanding 

and path forward for empirical research and multidisciplinary interventions (quantitative 

and qualitative designs) assessing the distinctive and overlapping process of racism and 

pain and the shared contribution of trauma symptoms (racism-based and PTSD). The 

RESTORATIVE model can drive research that does not just identify disparities but 

addresses the key drivers. To highlight this more clearly, we next include a fictional case 

example which illustrates how the different cultural, vicarious, structural, institution factors 

of the RESTORATIVE model can result in repeated, ambiguous, and unexpected RBTS 

for an individual from a racialized group influencing their function, healthcare utilization, 
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as well as assessment and treatment, contributing to chronic pain. Although many aspects 

of the poor-quality care described are, unfortunately, pervasive in pain medicine, we argue 

these factors compound for people from racialized groups to perpetuate pain inequities.

Case Example

Kim Johnson is a 42-year-old, Black, heterosexual, cisgender woman living with her 

husband and 2 children (son aged 12, daughter aged 14) in a lower-middle class community 

on the outskirts of a mid-size city in the southern US. Ms Johnson has close relationships 

with her family, friends, and church community and draws strength from her faith. She 

shares a car with her husband, so she often uses public transportation. Intergenerational and 

structural barriers stem from being raised in a segregated neighborhood surrounded by the 

aftermath of decades of cordoning off and disinvestment in public services and infrastructure 

for racialized communities, including limited transportation (i.e., unreliable bus service) 

and Ms Johnson having to navigate increasingly challenging physical, social, and economic 

environments in pursuit of healthcare options.

Ms Johnson experiences widespread body pain that started 7 years ago after a minor car 

accident. She sought medical treatment, but diagnostic tests were unremarkable. However, 

her lower back pain has progressively worsened over the past five years. Ms Johnson has 

recent weight gain (BMI > 40) and deconditioning due to sedentary behaviors because of her 

chronic pain. Her pain interferes with her household responsibilities and social engagement; 

her comorbid symptoms secondary to pain include sleep disturbances, fatigue, anxiety, and 

cognitive challenges. Despite this cluster of symptoms, only within the last 8 months has 

she been diagnosed with fibromyalgia after her primary care physician referred her to a pain 

clinic. Notably, the diagnosis of fibromyalgia has not facilitated Ms Johnson’s pain care. 

For example, her primary care physician has frequently commented about her weight and 

focused on weight management rather than her fibromyalgia diagnosis. These experiences 

have led to justified mistrust of her primary medical provider.

Similar to many other people from racialized groups in the southern US, Ms Johnson 

worked in customer service. She was often subjected to microassaults with customers 

telling her “the topic was too complex for her to understand” and asking for “that colored 

girl.” During an annual review, she received feedback that her natural hairstyles were 

unprofessional for the work setting. The physical demands of her job and exposure to 

RBTS contributed to episodic pain ‘flare-ups’. Ms Johnson was recently terminated from her 

restaurant supervisor role (after 25 years in the industry) due to the COVID-19 pandemic 

related closure and lost her health insurance, which has limited her ability to access 

necessary pain care.

Ms Johnson’s current care plan includes physical therapy, psychological support services, 

a social work evaluation, and consultation with pain medicine. She is in the process 

of applying for disability benefits, but her lack of insurance has precluded her from 

scheduling regular appointments. Despite these delays, Ms Johnson has persisted in 

seeking care but has encountered numerous racism-related barriers. To illustrate this 

point, her predominately White MDT has made medical decisions paternalistically instead 
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of using a sharing decision-making process, and her primary care physician did not 

discuss with her why opioids were not advised to manage her pain or that trialing 

antidepressants was recommended as part of a multimodal intervention strategy for chronic 

pain management. Similarly, without an advocate or facilitator in her pain care team, 

she was not cautioned that she might experience soreness after physical therapy, so only 

attended once. Across treatment modalities, Ms Johnson has encountered stereotyped views 

affecting her willingness to engage in health care utilization. She recently presented to the 

emergency department (ED) for severe pelvic pain. After waiting 8 hours to be seen, her 

request for pain medications was met with skepticism. Providers questioned if she was 

“drug-seeking,” a common stereotype leveled at racialized communities seeking pain relief 

in ED settings. She left without any new recommendations and felt exhausted, disappointed, 

and helpless regarding her pain management.

Ms Johnson has attended 3 psychology sessions but is unsure if she will return. Her 

psychologist caused her to feel invalidated when they advised Ms Johnson that her coping 

strategies (e.g., prayer) are “passive or maladaptive.” She feels pressure to present as a 

“superwoman” and has not shared her concerns that she is a “failure” as she struggles to 

fulfill her family roles and cannot return to employment. Her psychologist focused sessions 

on Ms Johnson’s internalized anxiety symptoms rather than structural factors, and they 

did not assess RBTS or consider it as a contributor to Ms Johnson’s chronic pain. When 

Ms Johnson shared her negative experiences in the healthcare system, her psychologist 

dismissed her concerns and said, “many people have difficulty getting a diagnosis for pain.”

Implementation

The RESTORATIVE model provides an empirical framework for researchers to investigate 

and develop interventions to assess the relationship between RBTS and pain. Based on 

our present understanding of factors that can assist with this goal, we offer the following 

suggestions related to provider and researcher antiracism education, assessment of RBTS in 

pain populations, and using cultural humility to support the implementation of our model.

Antiracism Education and Clinical Practice

Antiracism is neither colorblindness (a belief that racialized identity does not affect a 

person’s socially created opportunities) nor passively non-racist. In fact, colorblindness and 

passivity uphold White supremacy. As the first step in antiracism education, psychologists 

and the MDTs with whom they engage can develop cultural humility, particularly in working 

with racialized individuals (Rodríguez et al., 2021). Cultural humility is a lifelong process 

starting with examining one’s own beliefs and cultural identities, followed by the ongoing 

self-evaluation to learn about others’ cultures and is a central component for medical care, 

psychological practice, and implementation of the RESTORATIVE model (Yeager & Bauer-

Wu, 2013). This foundation of self-knowledge is critical for redressing power imbalances. 

Cultural humility is essential for applying a RBTS lens to eliminating pain care inequities 

by bridging the gap between the predominantly White pain clinician community and the 

members of racialized groups whose pain is under-assessed and undertreated (Green et al., 

2003). Without cultural humility, we are ill-equipped to address unmet pain care needs of 
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those whose racialized identities position them on the lowest rungs of social hierarchies and 

determine aspects of their pain experience and the extent to which it will be assessed and 

treated (L. C. Campbell et al., 2012; Green et al., 2003). An example of cultural humility in 

implementing the RESTORATIVE model is provided later in this article.

Through antiracism education more broadly, individuals not only recognize racism but 

actively do something about dismantling it (Cox, 2021). Education and social justice efforts 

require acknowledgement that racism infects all of our systems, and even if a person does 

not see themselves as racist, they are likely not engaging in antiracism behaviors. Antiracism 

moves beyond multicultural competence or diversity and inclusion training as they often fall 

short in actively assessing and addressing how structural factors, privilege, and underlying 

White bias impact clinical praxis and an individual’s lived experience (Gray et al., 2020). 

Instead, antiracism education includes learning the history of the social construction of 

“race” to promote White hegemony, taking accountability for one’s actions that contribute to 

systemic racism, and developing skills to actively fight against these actions and structural 

forces that maintain systemic racism (Corneau & Stergiopoulos, 2012). To achieve the 

desired outcomes of antiracism practices, psychologists must learn from and engage in 

community-informed approaches. Health equity has the most significant impact when 

communities lead and when social indicators of health (e.g., housing, employment) and 

intergenerational effects are acknowledged and integrated. Antiracism education could easily 

be embedded as a natural facet of training in the responsible conduct of research and good 

clinical practice trainings (Buchanan et al., 2021).

The APA, Society for Behavioral Medicine, United States Association for the Study of Pain, 

and American Academy of Pain Medicine are particularly positioned to develop training and 

continuing education to support the development of antiracism competencies and changes 

in diagnostic criteria relevant to RBTS and chronic pain (see Table S1 in the supplemental 

materials). Fitting well within these competencies at the practitioner and institutional level 

is trauma-informed care – practices that promote a culture of safety, empowerment, and 

healing along with acknowledging the impact of trauma on health (Protocol, 2014). Ninety 

percent of mental health providers never ask about trauma, citing barriers that include 

embarrassment, pity, repulsion, avoidance or disinterest in the response (Havig, 2008). Thus, 

RBTS likely receives even less attention. To develop trainees’ antiracism clinical skills, 

supervisors can use reflexive supervision – encouraging introspection and exploration of 

how one’s beliefs and values influence the therapeutic relationship (Tang Yan et al., 2021). 

Further, individuals must recognize their power to advocate and achieve change within their 

current space (e.g., lab culture), in their work with patients and supervision of trainees, 

and engaging in social advocacy (e.g., advising policymakers) with or without a leadership 

position (Chaudhary et al., 2020; Salles et al., 2021). White colleagues can take on some 

of the heavy lifting in the fight for equity to support the work of scholars from racialized 

groups (see Table S1) (Hood et al., 2022).

Multidisciplinary Teams and Assessment of RBTS in Chronic Pain

The RESTORATIVE model creates an opportunity for shared knowledge, cross-disciplinary 

collaborations, and to think deeply about how sociocultural mechanisms of injustice shape 
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inequity and lead to changes in patients’ lives (Mathur et al., 2021). In addition to 

psychologists, the scholarship of public health scientists and medical anthropologists can 

be utilized. Due to the biopsychosocial etiology, chronic pain management requires the 

clinical expertise of a diverse group of professionals to form a MDT (Smith et al., 2019). 

MDTs should communicate regularly (e.g., weekly) to review cases, ensure continuity of 

care, and formulate treatment recommendations (Pergolizzi et al., 2013). MDTs can include 

specialities such as pain medicine (i.e., anesthesiologists) who often serve as the director 

along with primary care, rheumatology, emergency medicine, nursing, psychiatry, social 

work, pharmacy, community health, integrative medicine, palliative care, physical therapy, 

pastoral care, and care partners and coordinators.

Within the MDT, psychologists can act as facilitators. Given the training and tools available 

to psychologists, they are well-placed to lead the assessment of RBTS. This would 

streamline the assessment process and limit the retraumatization of patients by having to 

repeatedly respond to the same traumatic questions. They can also advocate to make sure 

the patient voice is at the center of all decisions. This goal may be accomplished by using 

shared decision-making – an approach that is a collaborative process where the healthcare 

profession and patient work together to achieve informed preferences about their treatment 

(Elwyn et al., 2012). Shared decision-making supports an effective partnership between 

patients, families, and clinicians with trust and clear communication (Elwyn et al., 2012). 

Shared decision-making can help to limit the inherent power imbalance and paternalistic 

role of the clinician through the use of decision aids (widely available online) to ask the 

patient, “what matters to you?” In cases where appropriate, psychologists can serve as the 

link between the traditional culture of the person living with pain and the biomedical culture 

of medicine. Psychologists could also lead a needs assessment to identify gap areas in 

treatment for the patient (e.g., massage therapy) and the MDT to ensure that members have 

the support and training of the institution in skills such as cross-cultural communication, 

community-and-family focused strategies, and cultural sensitivity.

To foster a therapeutic alliance, psychologists can change the structure of their pre-intake 

form to be strength or solution focused (e.g., asking “Where would you like to see yourself 

one year from now?” instead of “How long have you experienced pain?”) (Richmond et al., 

2014). This is also a chance for a thoughtful exploration of racialized and cultural identity, 

acculturation, trauma, and intergenerational family history. Importantly these changes need 

to be standardized, and questions should be given to all new clients and patients to avoid 

clinician bias. This information lays the groundwork for an in-depth clinical interview. Many 

psychologists find discussions about racism uncomfortable and may avoid conversations to 

prevent a verbal misstep, not considering that the benefits of dialogue outweigh these fears 

(Mensah et al., 2021). To help allay concerns, standardized instruments may be used to 

assess RBTS or racism (see Table S1 for examples) (Atkins, 2014). Pain assessment should 

also be included in the clinical interview along with standardized instruments. Notably, there 

is a gap in formal measurements of co-occurring RBTS and chronic pain; research is needed 

to develop such instruments for clinical practice to advance the RESTORATIVE model. 

However, clinicians can still document and discuss the overlapping symptoms between 

RBTS and chronic pain with their patients.
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Cultural Humility in Implementation of the RESTORATIVE Model in our Case Example

Using the case example described above, the psychologist treating Kim Johnson may not 

have developed enough awareness of their history and beliefs to acknowledge racism or its 

traumatic effects (Helms, 1990). Rather than assuming Ms Johnson was “fine” because she 

did not mention racism directly, with more self-reflection, they may have acknowledged 

that Ms Johnson used avoidance because the therapeutic relationship was not one of 

mutual respect and trust. Ms Johnson’s psychologist had an opportunity to acknowledge 

her resiliency, whilst recognizing the real and harmful effects of years of cumulative chronic 

adversities. Some people respond to chronic stressors through resilience, but resilience, in 

turn, can contribute to weathering and allostatic load in high-risk environments (Bryant & 

Anderson, 2021). Practicing cultural humility requires the capacity to sit in discomfort and 

bear witness to the emotional pain that may be beyond personal experience or that one 

is unwilling to acknowledge (Butts, 2002). Intolerance of discomfort can draw a clinician 

toward intellectualizing the experience of racism rather than acknowledging the emotional 

harms (Bryant-Davis & Ocampo, 2005).

Cultural humility could have helped bring greater awareness of how the traumatic effects 

of racism shaped and exacerbated Ms Johnson’s chronic pain (Helms et al., 2012). Had 

this foundation been established, Ms Johnson’s psychologist could have begun discussing 

racism early in the therapeutic relationship to explore reactions and racism-related coping 

(Anderson & Stevenson, 2019) and shared racialized trauma self-care tools (see Table S1). 

When discussing coping, Ms Johnson’s psychologist could have worked to understand how 

faith and prayer were active strategies to cope with pain and discussed meaningful ways Ms 

Johnson could maintain her community ties and fulfill her spiritual needs (e.g., volunteering 

at her church) and that supporting Ms Johnson’s cultural value of familism (i.e., warm and 

close family relationships) might reduce RBTS and the extent of Ms Johnson’s chronic 

pain (Corona et al., 2019). Through these practices, Ms Johnson’s psychologist could work 

honestly and collaboratively to establish a shared understanding of the role of RBTS in the 

pain experience and integration into the multimodal pain treatment plan where indicated.

Ms Johnson’s psychologist would then have been optimally positioned to provide structured 

guidance to the MDT to address Ms Johnson’s functional decline, disability, and increased 

social isolation. Specifically, they could have shared with the MDT that Ms Johnson chronic 

microassaults (e.g., critiques of her natural hairstyle) at her previous customer service 

position and microinvalidations (e.g., questioned as “drug-seeking”) within the current 

healthcare system work similarly to contribute to Ms Johnson’s RBTS and pain experience 

as they are both examples of structural racism. Further, a legacy of generational racism 

(i.e., unreliable transportation) affects Johnson’s ability to attend appointments, so the MDT 

could have discussed ways that they could connect services (e.g., psychology, physical 

therapy appointments) on the same day and utilize social work to assist Ms Johnson with 

navigating the healthcare system and determining if she was eligible for transportation costs. 

Ms Johnson values and preferences should be central in any decision making process whilst 

acknowledging that racialized bias is pervasive and manifests in patient-provider interactions 

reducing communication. One way to streamline communication could be to use a decision 

navigator for Ms Johnson to create a personalized summary report, including questions she 
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could ask the MDT (DeRosa et al., 2021). Finally, although cultural humility is a starting 

point for building rapport and delivering meaningful care, the RESTORATIVE model could 

be used to develop pain interventions with greater and equitable impact for individuals from 

racialized groups.

Conclusion

In 2007, Carter charged the research community with a responsibility that there “is the need 

for trauma researchers to consider racial–cultural contexts,” and yet we have fallen woefully 

short in this endeavor. We originally intended to propose a model focused on treatment and 

intervention for RBTS and pain, drawing on a rich literature addressing this critical health 

inequity. However, although scholars – predominantly from racialized groups – have done 

exemplary work, no theoretical model linking RBTS and pain has been formally proposed 

or empirically evaluated in research, and chronic pain disparities persist for racialized groups 

in the US. Therefore, 15 years later, we answer Carter’s call with the novel RESTORATIVE 

model as a framework to help guide research in this area. Psychologists can lead efforts to 

investigate and collect data to examine the shared contribution of trauma symptoms (e.g., 

RBTS and PTSD) that maintain and perpetuate higher chronic pain levels and incorporate 

the combined, interacting, and multilevel effects of the biopsychosocial factors of racism and 

pain into their conceptualizations of pain disparities. Moreover, psychologists can more 

intentionally engage and collaborate with scholars with complementary expertise (e.g., 

anthropologists, sociologists) to enhance theoretical models of racism and discrimination 

and to propose potential solutions to our current problems.

Although the RESTORATIVE model describes how cultural, structural, generational, and 

vicarious racism relate to individuals from racialized groups’ pain experience, we emphasize 

that most components of the model require a change from psychologists and medical 
providers in their education, assessment, and practice to make an impact on patient care. 

We believe that psychologists are uniquely placed to facilitate expansive changes within 

their MDTs and institutions to advocate for patient needs, center the community voice in 

decision-making, and support health with awareness of structural influences. Clinicians’ 

labor has to be supported through structural changes within institutions and organizations 

(e.g., APA), including funding to create culturally-responsive standardized assessments, 

reflexive protocols and clinical guidelines that consider structural factors and the influence 

on adherence and healthcare utilization, and diagnostic criteria that include external factors 

and RBTS. More broadly, greater inclusion of psychologists in pain MDTs both within 

and outside of large, academic tertiary care centers is a pressing need. Related to this 

drive, training and recruitment of psychologists currently systematically excluded from the 

profession (e.g., people from racialized identities or who are cognitively diverse) need to 

increase significantly as outcomes improve when the MDT better reflects the population 

it serves. We are not naïve and understand that challenges require a willingness from 

individuals and institutions to engage in cultural humility and self-reflection. However, 

fostering empathy and wanting more meaningful lives for patients is why most people join 

the healthcare profession. Thus, eliminating the ongoing marginalization of people from 

racialized groups in healthcare should be a clinical-standard imperative.
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There are limitations to the RESTORATIVE model as some connections have not been 

empirically tested; however, the model can provide a blueprint for future empirical 

research (including qualitative methods such as ethnography) to assess the magnitude 

and directionality of associations among model components. For example, we ask the 

field to test whether higher levels of RBTS predict worse chronic pain or does worse 

chronic pain predict capacity for coping with RBTS? Standardized and validated instruments 

are available for both constructs, and new research can help develop instruments that 

capture their co-occurrence. However, even with these testable hypotheses, before critical 

considerations of feedback loops, potential moderators and mediators, intersectionality, and 

how the results may differ or identify shared commonalities for racialized groups (e.g., 

Black, Latinx, Indigenous Peoples), they have not yet been explored, likely due to many 

of the structural factors outlined in this paper. Once a relationship has been established, 

funding mechanisms that include time to co-produce and implement patient stakeholder 

input (Janevic, 2021) are necessary to assess longitudinal interacting processes. However, we 

believe that implications for the RESTORATIVE model in understanding the co-occurrence 

of RBTS and pain are high if the scope, frequency, and intensity of effort required to 

withstand racism challenge all of us to reckon with the depth and breadth of its harms 

honestly.
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Refer to Web version on PubMed Central for supplementary material.
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Public Significant Statement:

Chronic pain is systematically more severe and disabling, yet undertreated, among 

racialized individuals. The Racism ExpoSure and Trauma AccumulatiOn PeRpetuate 

PAin InequiTIes – AdVocating for ChangE (RESTORATIVE) model posits that 

biopsychosocial mechanisms of racism-based traumatic stress and PTSD interact with 

the pain experience and create these inequities. Psychologists are well-positioned to lead 

multidisciplinary efforts advancing knowledge and interventions in this area to improve 

the wellbeing of racialized people living with pain.
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Figure 1. 
Racism ExpoSure and Trauma AccumulatiOn PeRpetuate PAin InequiTIes – AdVocating 

for ChangE (RESTORATIVE) model. The models of racism and pain have mostly 

overlapping constructs, although some have primarily studied with respect to racism or 

pain (bolded). These complementary factors and symptoms combine and contribute to the 

progression of trauma symptoms [racism-based traumatic stress (RBTS) and post-traumatic 

stress disorder (PTSD)]. Within and between interactions occur at the model’s macro levels 

represented in dark gray and dark red (i.e., racism: structural, vicarious, generational; 

pain: structural, triggers, generational), the biopsychosocial factors within the middle level 

represented in gray and red, and for the interpersonal and intraindividual levels in the inner 

level represented in light gray and light red (i.e., racism: microstressors; pain: life situations, 

vulnerabilities, pain event). These shared contributions maintain and perpetuate chronic pain 

for racialized groups in the United States, which is further exacerbated by Eurocentric 

psychological and functional assessment and treatment for chronic pain (represented in 

purple). A path towards restoration and achieving chronic pain equity for people from 

racialized groups must be driven by providers (e.g., psychologists, pain scientists, clinicians) 

and structural change (represented in yellow).
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