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Abstract
Due to high profile initiatives at the national level, awareness of inadequate pain care affecting
many groups in our society has never been greater. Nevertheless, increased awareness of pain
disparities and the initiatives to address these disparities have yielded only modest progress, most
notably in the form of growing appreciation that pain disparities likely result from multiple
factors, including biological, psychological, environmental, health system, and cultural factors.
Much less progress has been made in developing interventions that target these multiple
determinants to reduce pain management disparities. In this paper we discuss key ethical and
methodological challenges that undermine our capacity to investigate and develop meaningful
interventions to improve pain outcomes among vulnerable populations. Key challenges in the
areas of research engagement, recruitment, design, and measurement are discussed from both
scientific and normative standpoints. Specific opportunities within emerging research paradigms
to improve designs and measures are also discussed. Finally, we conclude with identifying
potential synergies between the pain management disparities research agenda and the broader
areas of clinical practice, advocacy, and policy that could help to move the field forward.

Perspective—Researchers studying disparities in pain care face a number of ethical and
methodological challenges that must be addressed to advance the field towards eliminating
disparities. We discuss these ethical and methodological challenges and propose opportunities for
paradigmatic revisions in areas of research engagement, design, measurement, advocacy, and
policy.
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The year 2010 marked the conclusion of the “Decade of Pain Control and Research.”41

Despite high profile initiatives, pain continues to be a significant clinical problem. Current
estimates suggest that at least 100 million adults suffer from chronic pain in the U.S.37 This
estimate exceeds the number of people afflicted with cancer, heart disease, and diabetes
combined.37 And the economic impact of pain is escalating. In 1998, the estimated costs
associated with pain from all causes including health care utilization, loss of productive
time, compensation, and litigation were over $100 billion per year.41 In 2011, the annual
estimate ranged from $560 to $635 billion.37

Mounting evidence suggests that unrelieved pain results in pathological changes in the
central nervous system (central sensitization, cortical reorganization53) as well as functional
limitations,19 relational problems,25,26 loss of employment, and depression28 with increasing
risk of suicide.2,42,49 The wide-ranging negative physical and psychosocial sequelae and
related economic impact are unnecessary because most pain, including cancer pain, can be
successfully relieved.36,71

Amidst this backdrop of unrelieved pain and escalating costs across the U.S. population, a
growing body of research indicates that pain treatment received by members of racial and
ethnic minority groups is more likely to be inadequate.9,11,18,24,30,61 This disproportionate
suffering has led to increasing interest in pain management disparities as a distinct area of
inquiry for researchers and an area of policy concern for advocates and policymakers.

The field of pain management disparities is now in its third decade of formal existence as a
nexus of scientific inquiry, advocacy, and policy. In its first 2 decades, much emphasis was
placed on documenting disparities in pain care and pain outcomes in disadvantaged groups,
particularly among ethnic minorities. However, increased awareness of pain disparities and
the initiatives to address these disparities have yielded only modest progress, most notably
in the form of growing appreciation that pain disparities result from multiple factors,
including biological, psychological, environmental, health system, and cultural
factors.9,18,30,61 Much less progress has been made in identifying the individual contribution
of these factors or how they interact to create and maintain the pain management disparities
we see today. And perhaps most importantly, little research has been aimed at developing
interventions that target these multiple determinants to reduce or eliminate pain management
disparities.

Increasing our capacity to conduct research on the causes of pain management disparities
and the mechanisms through which disparities may be eliminated is critical for advancing
this field of inquiry. In this paper, we highlight ethical and methodological challenges in
conducting pain management disparities research with minority, underserved, and other
vulnerable populations. Additionally, we consider ways that this area of inquiry can be
positively influenced by greater input from practitioners, advocates, and policymakers who
are often best positioned to identify knowledge gaps and pose novel research questions
aimed at reducing pain care disparities. Fig 1 depicts interrelationships between ethics,
research methods, practice, advocacy, and policy issues to be discussed in this paper.

Key Challenges in Conducting Pain Management Disparities Research
Limited Engagement in Research by Minority and Underserved Populations

Identifying the multiple, interrelated determinants of pain management disparities has
moved the field closer to framing appropriate research questions. However, most researchers
who conduct research in universities and academic medical centers must contend with the
research gap that exists between research institutions and minority and underserved
populations that are the focus of pain disparities research. This research gap is characterized
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by low research literacy and distrust of researchers,20,39 and limited efforts by researchers to
improve research literacy in the broader communities in which research institutions are
situated. Research literacy encompasses the degree to which an individual understands key
research concepts and procedures necessary for informed consent.27,29 Low primary literacy
(ie, limited ability to read and write) can contribute to low research literacy; however, even
among literate individuals, knowledge of the research process is frequently low, and
research on interventions to improve research literacy remains limited.27

One consequence of the research gap is low participation by groups who may have the most
to gain from advances in clinical research. Another consequence is lack of opportunity to
validate theories developed on typical study samples (ie, largely Caucasian and often middle
income) with understudied populations (eg, racial, ethnic, and lower income groups). Both
of these consequences limit the ecological validity of research findings. For pain disparities
research this means that the theories and concepts related to pain coping and outcomes go
untested among understudied racial and ethnic groups.14 The research gap is also a barrier to
evaluating pain measures for validity across different populations and their relation to the
intrapersonal, interpersonal, and systems processes that ultimately contribute to the
persistence of disparities.

Ethical Challenges
People suffering from chronic pain can experience negative effects of pain on their sense of
humanity, intelligence, and autonomy.54 Among minority and underserved individuals
disproportionately affected by chronic pain, these vulnerabilities are often compounded by
the effects of poverty, discrimination, and other markers of social disadvantage. Vulnerable
individuals volunteering to participate in pain research in hopes of receiving relief may put
themselves at risk for little to no benefit and may even take on undue harm.67 However,
exclusion of these pain sufferers from research would hinder progress toward addressing
persistent disparities in pain care. The ethical obligation for pain disparities researchers,
therefore, is to ensure that the research process is fair and does not place undue burden on
vulnerable populations.

We would argue that this fair and just standard might best be achieved by making research
methods and ethical issues in pain management disparities research the actual focus of
investigation. Studies that aim to identify research methods that are problematic for
vulnerable populations are needed to modify those methods to create equal and equitable
opportunities for underserved groups to participate in and benefit from pain research (Fig 1).
Using study design as an example, as pain disparities research transitions from primarily
focusing on quantifying disparities to developing interventions to eliminate disparities,
researchers will be increasingly challenged to employ control group designs to answer their
research questions. Current international recommendations suggest that control group
subjects in investigations of diagnostic, therapeutic, or preventive interventions should
receive an “established effective intervention.”21 In addition, the use of a placebo or “no
treatment” is permissible only when doing so will expose control subjects to “temporary
discomfort or delay in relief of symptoms.”21

The use of control group designs is complicated further by lack of consensus among
researchers and across Institutional Review Boards regarding acceptable wait time and risk
of discomfort to potential participants, especially when “no-treatment” control designs are
used.10,23,33 Given the link between untreated pain, nervous system changes that may
perpetuate pain,53 and reduced quality of life and psychological well-being,44 it will be
important for pain disparities researchers to examine whether it is ever appropriate to not
offer or to delay potentially effective treatment.
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In addition to the design issues discussed above, it will also be important for pain disparities
researchers to study other aspects of research, such as recruitment/retention methods and the
informed consent process. Ultimately, research on the full spectrum of ethical issues in pain
disparities research is needed to identify fair and just practices that promote greater inclusion
of minority and underserved populations in pain management disparities research.

Recruitment Challenges
In addition to the ethical issues emphasized above, researchers must also contend with the
practical challenges related to promoting inclusion and ensuring access to research. One of
the most challenging aspects of pain management disparities research is recruiting
participants from among populations most at risk for experiencing disparities in pain care
and pain outcomes. These populations include racial and ethnic minority groups, the
socioeconomically disadvantaged, and the medically underserved living in both urban and
rural settings. While these populations are often described as separate groups, the reality is
that there is considerable overlap. Many people experiencing pain disparities fall into more
than 1 category and are subject to the compound effects of multiple risk factors for worse
pain outcomes. When disparity populations become the focus of research efforts, these
multiple risk factors coalesce to produce a number of barriers to recruitment and research
participation that must be overcome (Fig 1).

Even among minority and underserved individuals willing to participate in research, several
primary and secondary access barriers may limit their capacity to participate.67,68 Primary
access issues include proximity of research site to the populations of interest and associated
transportation, financial, and time demands associated with study participation.15 Secondary
access relates to factors that influence willingness to participate when primary barriers do
not exist.15 In the pain management research context, secondary access issues might include
perceived relevance of the research to current clinical pain care needs (ie, research is seen as
a distraction from needed pain care).

Another secondary access issue is the distrust that exists between medical researchers and
groups that have traditionally been underserved.20 This distrust has its roots in past
egregious research and medical misconduct such as the often-cited Tuskegee Syphilis
Study38 and the decades-long sterilization programs carried out upon vulnerable populations
throughout the U.S.62 Finally, if study participation requires rigid adherence to a schedule or
has a high demand for time, undue burden may be placed on the participant, and recruitment
and retention can be negatively affected.31,69

Additional barriers may exist for research studies evaluating medical or psychosocial pain
interventions in pain patients. In addition to long-standing suspicion and mistrust of
medically related research, the pain experience itself and associated emotional distress can
often increase participant burden and reduce motivation for participating in a research study
when participants perceive a low likelihood for direct pain control benefits.13 Finally, in
psychosocial pain research there is the additional secondary access barrier of social stigma
associated with psychological services, including concerns that seeking such services may
be perceived as a sign of weakness or mental instability.

Several methods have been used to reduce barriers to access. Strategies such as the provision
of babysitting, taxicab fare or bus vouchers to the research site, flexible scheduling, and the
use of incentives have been used with limited success.34 More successful strategies for
recruiting minority populations are those borrowed from ethnography.12 Success depends
upon the relationships researchers develop with the underserved population and the degree
to which community members are involved in critical phases of the research project such as
design, recruitment, data collection, and dissemination.
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Successful strategies for recruitment published in the literature include 1) crafting a strategic
plan that uses nontraditional means to attract, recruit, and retain ethnic minorities34; 2)
allowing sufficient time to identify community leaders and build trusting relationships4; 3)
involving bilingual/bicultural medical clinic staff in the recruiting process5; 4) partnering
with community leaders or their designees as cultural brokers8; and 5) including cultural
brokers as legitimate members of the research team.45 Cultural brokers will warrant
particular attention as pain disparities researchers look for ways to make research accessible
to populations at greatest risk for undertreatment of pain. Brokers are often community
health workers who speak the language (eg, promotoras) and reside in the community of
interest. Their role has traditionally been to assist in recruitment, but cultural brokers also
provide feedback on the order and language of survey questions, advise on methods of data
collection, and may be trained to participate in the actual collection of data.8,45

Ultimately, successful recruitment and retention of underserved groups in pain management
research will require greater use of cultural brokers and other strategies shown to be
successful, as well as identification of new approaches to promote research participation. In
other words, resarchers are called upon to make better use of existing knowledge in this area
and to create new knowledge for the next generation of researchers to employ in order to
advance the field.

Measurement Challenges
The importance of measurement to pain management disparities research cannot be
overstated (Fig 1). As the field begins to focus increasingly on reducing or eliminating
disparities in pain care, the ability to measure change will become increasingly important.
Research examining the psychometric equivalence of the most widely used measures of self-
reported pain and related variables (eg, pain coping) across different racial and ethnic groups
remains limited. The existing literature provides some support for cross-cultural equivalence
with a subset of measures of pain and pain coping, with most research comparing
Caucasians and African Americans.32,57,63

Future research must also consider whether existing measures demonstrate adequate
reliability and validity in other populations, such as among diverse Latino cultural groups.14

To move toward this goal there is a need for greater refinement in defining racial, ethnic,
and cultural groups. It has been argued that broad definitions of these terms produces an
“ethnic gloss”64 that undermines our capacity to identify relevant intra- and intergroup
differences, including the moderating effects of national origin, immigration, and
adaptation.43

A noteworthy advance in pain measurement research is the development of pain domains in
the Patient Reported Outcomes Measurement Information System (PROMIS), a multicenter
cooperative project initiated by the National Institutes of Health (NIH) in 2004.50 We
highlight PROMIS because of its potential utility for pain management disparities research.
PROMIS consists of a network of clinicians, clinical researchers, and measurement experts
collaborating across 13 primary research sites. It is hoped that PROMIS will facilitate
research in a number of relevant areas in pain care including symptom and function
monitoring, provider-patient communication, and patient self-management.52 PROMIS has
3 domains relevant to pain research: pain intensity, pain interference, and pain behavior.
Importantly, instruments for the pain intensity and pain interference domains have been
translated into Spanish.

PROMIS, as a measurement model, is unique owing to its advantages in the areas of 1)
comparability (ie, common standardized metrics to allow comparisons across domains and
conditions); 2) strong psychometric properties; 3) flexibility (ie, ability to administer in
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static or adaptive forms); and 4) inclusion of individuals regardless of literacy, language, or
physical function. This latter property of inclusiveness makes the PROMIS model
particularly attractive to pain disparities researchers. Yet, despite this theoretical advantage,
evidence suggests that further efforts are needed to make the PROMIS model truly
inclusive. For instance, in the development of pain-related item banks, the sample remains
overwhelmingly Caucasian, and several racial and ethnic groups are underrepresented
compared to their population representation in the U.S.7,56 Furthermore, there are limited
data available on the socioeconomic characteristics of the sample. Thus, while PROMIS
represents a notable advance in pain research methodology, further refinements are needed
to optimize its applicability to pain management disparities research.

Another advancement in pain-related measurement is the Initiative on Methods,
Measurement, and Pain Assessment in Clinical Trials (IMMPACT).66 The goal of the
IMMPACT initiative was to identify a comprehensive set of outcomes to characterize both
the statistical and clinical significance of interventions used in pain trials, facilitate
comparison of data across studies, and enable clinicians to make informed decisions
regarding the utility of treatment.22,65 Six core domains for chronic pain efficacy and
effectiveness clinical trials were recommended65 and appropriate measures corresponding to
each of the 6 core domains were identified.22 The 6 domains included 1) pain; 2) physical
functioning; 3) emotional functioning; 4) participant ratings of improvement and satisfaction
with treatment; 5) symptoms and adverse events; and 6) participant disposition (eg,
adherence to the treatment and reasons for withdrawal).

While the set of outcomes is comprehensive, there remains a need to characterize these
identified domains for disparities populations as well as to compare how the available
normative data and measures compare with regard to psychometric properties across
subgroups. This will be important to ensure that findings have not only a common metric but
also shared meanings and understandings across subpopulations.16

Clinical Practice and Pain Management Disparities Research
Pain disparities research does not occur in silos separate from clinical practice (Fig 1). Many
forces that drive clinical practice can directly or indirectly influence the pain disparities
research agenda. For instance, the “demise” and trending down of multidisciplinary pain
centers in the U.S.59 may discourage generation of scientific knowledge related to
potentially effective interventions in ameliorating disparities.46 Because pain is a
biopsychosocial phenomenon, multidisciplinary pain programs are considered an optimal
paradigm in pain care.35 It has been argued that the poor and minorities disproportionately
have conditions (eg, greater emotional responses to pain, higher levels of physical and
psychological comorbidities and pain-related distress, and less control and task persistence)
that may benefit from several components of multidisciplinary pain care.46 However, it is
not surprising that little research exists on the effect of multidisciplinary pain programs on
vulnerable populations. Scientists may not be keen on testing interventions that have little
viability with regard to reimbursement and third party payment. Thus, a clinical practice
trend driven by market forces may create a vacuum in generating scientific knowledge on
pain care disparities. Researchers must be cognizant of clinical and economic realities that
may influence the pain care disparities research agenda.

The realities of clinical practice influence not only what is studied (drug efficacy, behavioral
interventions, etc) but increasingly how it is studied or toward what end (eg, dissemination
into real-world clinical settings and uptake by clinicians). With a greater emphasis on
translational research, federal research funding agencies (eg, NIH and Agency for
Healthcare Quality and Research) are challenging researchers to conduct science that
produces high-quality data48,58 that are timely and meaningful for clinical practice.70
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Given that high-quality data are an important component of translational science, we wish to
briefly note some of the issues surrounding data quality and to link these issues to pain care
disparities research. Quality evidence is evidence that is appraised, synthesized, ranked, and
representative of the current state of science.48,58 Conventional approaches to ranking of the
quality of evidence places synthesis or meta-analysis of data from randomized clinical trials
(RCTs) and/or data from a single RCT as the highest level of evidence.60 However, it can be
argued that utilization of current best evidence will not help to eliminate pain management
disparities because, more often than not, RCT study designs create homogeneous samples,
control for (ie, eliminate) potentially relevant participant and environmental variables, and
use the group average as the unit of analysis. Real-world clinical practice does not mimic a
controlled environment; individual reactions to an intervention may differ from that of the
average group member; and RCTs lack representation from disadvantaged, underserved, or
minority participants, thus limiting applicability of findings from RCTs or systematic
reviews to this large and ever-growing portion of the U.S. population.

In response to the limited utility of RCTs for addressing pain management disparities, it can
be argued that there is a need to broaden our idea of high-quality evidence to encompass
generalizability to disparity populations. One solution to the limitations of RCTs is use of
practical controlled trials (PCTs). PCTs study the impact of the therapeutic ritual and other
contextual variables on disease and quality of life.55 PCTs are designed to capture the
nuances of clinical expertise and patient preferences/beliefs when comparing clinically
relevant interventions within diverse populations over varied settings.

Another solution to the limitations of RCTs is data mining of electronic health records
(EHRs) with adequate representation of disparity populations.52 Health information
technology allows for the standardization of electronic data collection in health care
settings.1 EHRs store real-time data relevant to clinical encounters including race, ethnicity,
insurance status, residential zip code, reason for visit, diagnosis, treatment, and outcomes.
Using EHRs, researchers can design large observational and innovative quasi-experimental
studies52 that will provide real-time, clinically relevant data related to pain disparities. Data
extracted from diverse practice settings can be compared and disparities in pain management
can be identified using geographic information system technology.

PCTs and large studies mining data from electronic health records have the potential to 1)
greatly expand research productivity relevant to pain management disparities; 2) better
inform practice; 3) assess real-world application of translational research; 4) study the
process of staff and clinician uptake of empirically validated approaches to improving care,
when such approaches are identified; and 5) move research beyond efficacy to effectiveness
research.

Advocacy and Pain Management Disparities Research
Advocacy is action in support of a cause or in favor of a particular policy.3 In recent years,
pain advocacy efforts have become increasingly visible, culminating in the Institute of
Medicine report on pain37; however, a concerted agenda to ameliorate pain disparities is not
explicitly or consistently identified in the advocacy mission of the prominent pain advocacy
groups in the U.S.47 The Institute of Medicine report37 put forth several recommendations
with direct relevance to advocacy and pain management disparities research. At the national
level, the report recommends that NIH designate a lead institute responsible for pain
research, and that the scope of and support for the NIH Pain Consortium be expanded. The
report also recommends the development of a comprehensive strategy for population
research addressing pain prevention, treatment, and management.
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Recommendations involving agencies at various levels (ie, national, state, regional, local)
include improving data collection and reporting on pain, especially with subpopulations at
risk for undertreatment; and developing strategies to reduce barriers to pain care.37 A
subsequent report by pain disparities researchers identified a comprehensive set of
opportunities within recent legislative initiatives to overcome advocacy, policy, and research
barriers to effective pain treatment in the U.S.47 Specific to advocacy, the authors reviewed
the mission statements of all leading pain organizations in the U.S. and concluded that a pain
disparities agenda should be specifically articulated in the missions of leading pain advocacy
organizations. The report proposed recommendations for advocacy models that aggressively
engage key stakeholders in generating solutions.47

One such innovative advocacy model is the The Pain Action Initiative: A National Strategy
(PAINS). The PAINS initiative was launched by the Center for Practical Bioethics to assess
the capacity and readiness of individual leaders and organizations across the country to
develop a national strategy to improve treatment for those living with chronic pain. In late
2010 this initiative convened 5 regional meetings (held in Seattle, Boston, Chicago, Tampa,
and San Diego) to hear from pain leaders across the country.17

Across the regional meetings, advocates articulated a number of issues that are relevant to
pain management disparities. Issues noted included the need for 1) more guidance on
working with diverse patient groups; 2) improvements in medical education and continuing
education to include more training on cultural factors that may promote pain care disparities;
3) challenges of providing high-quality pain care to rural populations; 4) limitations of
evidence-based medicine for meeting the needs of patients having pain; and 5) the need for
greater interdisciplinary collaboration among researchers and agencies.17 The ideas coming
out of these regional meetings suggest that advocacy communities across the country have
been underutilized in pain management disparities research to date. Pain care advocates are
well positioned to identify the many research gaps that exist and can be important partners in
refining research foci to transform advocacy into policy17,37 (Fig 1).

Policy and Pain Management Disparities Research
Pain policy is distinct from advocacy but is often shaped by advocacy efforts. Policy refers
to a set of basic principles and associated guidelines formulated and enforced by a governing
body for the purpose of directing actions in pursuit of long-term goals. Pain advocacy efforts
have produced numerous recommendations for policy with the potential to impact disparities
in pain care, but very few of the existing recommendations have been translated into policy
(Fig 1). This is due, in part, to a paucity of research to guide policy development,
implementation, and evaluation. In this section we highlight policies relevant to pain care
disparities and ideas for further translation of advocacy into policy through research.

The Commonwealth Fund, a proponent for the development of policies to eliminate racial
and ethnic disparities, recommended establishing state standards, routine collection of racial
and ethnic data by health care providers, evaluating disparities reduction programs,
establishing minimum standards for cultural and linguistic competency, and increasing
minorities in the workforce. Following this and other advocacy efforts, recent legislative and
regulatory changes have resulted in new policies for pain care but without addressing
disparities. For example, in July 2011, SB 1083 was signed into law limiting the practice of
“Fail first” or “Step therapy” for people suffering from chronic pain. This practice,
encouraged by insurance companies, forced physicians to prescribe the cheapest drug first
even if the alternative was a better option for the patient. As a result of this practice, patients
had to undergo a process of trial and error to find the medication that worked best for them.

Campbell et al. Page 8

J Pain. Author manuscript; available in PMC 2014 March 19.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



State policies governing pain management practices can serve to either facilitate or inhibit
research on pain management disparities. The Pain & Policy Study Group (PPSG) evaluates
state pain policies using the balanced policy approach and assigns grades to states based on
their ability to achieve a balance between positive and negative policy provisions.51 The
PPSG report51 reported that state pain policies have steadily improved since 2000 and
continue to make gains. According to this report, 88% of states currently scored above
average (better than a C) in achieving a balance between negative and positive provisions in
their pain policies. Interestingly, while the latest PPSG report acknowledges unrelieved pain
as a particular burden to minorities (among other vulnerable groups), it does not explicitly
link pain policy to pain management disparities. However, we would argue that pain policies
are an important contextual factor to consider in pain management disparities research.

Policies governing collection of ethnic identifiers are also relevant for conducting pain
management disparities research. Among the many uses of these data, the most important is
their utility in documentation of progress toward eliminating disparities in pain
management. Based on a previous legal challenge in California, it should be noted by pain
management disparities researchers that future access to these data cannot be assumed.6

Also, the effect of these policies on equitable pain care has yet to be seen. Researchers
should make every effort to make use of available data to demonstrate its current utility to
policymakers and to recommend refinements to how these data are collected to further
increase their usefulness in understanding, monitoring, and reducing disparities in pain
care.6

Importantly, disparities in pain and other health issues are garnering new attention as an
economic challenge that must be addressed. The economic realities of pain disparities could
help to spur pain disparities research that will support policy development. In a recent
report, the Joint Center for Political and Economic Studies reported that 30% of direct
medical costs incurred by African Americans, Hispanics, and Asian Americans over a 3-
year period from 2003 to 2006 were excess costs owing to health inequities and that these
inequities cost more than $230 billion over the period evaluated.40 Furthermore, when
indirect costs related to these inequities were taken into account (ie, lost productivity,
premature death), the total was estimated at $1.24 trillion. As was noted earlier, the costs of
untreated pain are considerable and the current and future economic climate may provide the
backdrop to help amplify the message that timely, appropriate, and effective pain care is not
only morally sound but also economically sound.

Bolstered by this economic argument, pain management disparities researchers have new
opportunities to enhance the translation potential of their work. Collaboration with health
economists will become increasingly important to formulate research questions and enhance
study methodology to capture important information on the costs of disparities in pain care
and the cost-effectiveness of policies to reduce or eliminate these disparities. Research
examining the impact of new policies on socially disadvantaged groups will be helpful to
ensure that systemic and individual provider biases are not being perpetuated. Furthermore,
examining innovative models of care and their effectiveness on diverse populations will help
facilitate the development of targeted, successful, and cost-effective therapies.

Summary and Conclusions
Due to high profile initiatives at the national level, awareness of pain management
disparities has never been higher. Yet despite this progress in increasing awareness,
solutions for eliminating pain management disparities remain elusive. In this paper, we
discussed challenges that pain management disparities researchers encounter in advancing
the field. We also discussed links between pain management disparities research and the

Campbell et al. Page 9

J Pain. Author manuscript; available in PMC 2014 March 19.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



clinical practice, advocacy, and policy arenas. We believe these links must be strengthened
in order to turn awareness and advocacy into research, research into policy, and policy into
real progress toward closing the pain management disparities gap.
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Figure 1.
Links between research, ethical issues, clinical practice, and advocacy and policy.
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