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D espite long-standing efforts to promote productive dis-
cussions about chronic pain treatment, these conversa-

tions are often still frustrating for both patients and clinicians.
These frustrations can be exacerbated when opioids are in-
volved. Shared decision-making, a process in which patients
and clinicians share opinions, information, and preferences in
an effort to reach mutual agreement on a treatment,1 is a well-
recognized strategy for fostering productive treatment discus-
sions. Policymakers, patient advocates, and medical ethicists
have broadly promoted shared decision-making. Consistent
with this stance, federal guidelines emphasize the need to
involve patients in treatment decisions about chronic pain.
Definitions of shared decision-making vary, but the core ele-
ments, as defined by the classic Charles et al. model, are 1) at
least two parties are involved; 2) both parties participate in
decision-making; 3) participants share information, including
discussion of treatment options and their potential conse-
quences (e.g., risks/benefits); and 4) both parties agree on
the final decision.1

Most chronic pain is managed in primary care, so we focus
our comments on treatment discussions between primary care
clinicians (i.e., primary care physicians, nurse practitioners,
physician assistants) and their patients. Ensuring that patients
are engaged in decisions about their care is important; how-
ever, in this essay, we argue that for shared decision-making to
take place, it must arise from a foundation of a strong, trusting
patient-clinician relationship. Without this foundation, engag-
ing in honest sharing of information, opinions, and preferences
is more challenging—especially in pain care where mutual
frustration regarding pain treatment and opioid prescribing is

common. Fostering a productive relationship involves taking
steps to ensure the patient feels believed and cared for, using
behaviors such as listening to and validating the patient’s pain
experience, expressing empathy, and demonstrating concern
for the patient. Creating and maintaining this therapeutic at-
mosphere then set the stage for productive, shared discussions
about pain treatment.
Several aspects of chronic pain treatment fit well within the

shared decision-making model. Chronic pain treatments are
preference-sensitive, meaning that, while numerous treatments
exist, there is rarely one clear best choice. In addition, many
behavioral and nonpharmacologic pain treatments require ac-
tive patient participation to achieve results, and patients are
more likely to follow through with a treatment when they
participate in decision-making.2 However, traditional models
of shared decision-making fall short in a number of ways.
First, to engage in shared decision-making, patients and clini-
cians must agree on the clinical problem. But patients and
clinicians often disagree about the nature and meaning of
chronic pain, especially when there is no clear precipitating
injury or pain seems out of proportion with findings from
imaging or the physical exam. Patients tend to understand
chronic pain through a biological lens, whereas clinicians tend
to view pain as a biopsychosocial phenomenon. For example,
a patient might believe that worsening low-back pain repre-
sents a new injury that warrants imaging, while the clinician
attributes the pain to deconditioning or psychosocial stress.
Without a shared understanding of the problem, patients and
clinicians are less likely to agree about both treatment goals
and what treatment options are reasonable.
Second, most chronic pain treatments have small to moder-

ate effects, so patients typically need to combine multiple
treatments and modalities (e.g., pharmacologic, movement-
based, behavioral, and integrative therapies) to achieve opti-
mal pain control.3 Because of this, treating pain is complex,
with an almost infinite number of treatment combinations that
require trial and error. As a result, it is impractical to discuss
and elicit patient preferences for every reasonable combina-
tion. Instead, decision-making in chronic pain is an iterative
process whereby patients and clinicians continually reassess
the problem and adjust the treatment plan over time without
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always formally engaging in elements of shared decision-
making such as explicit discussions of preferences, risks, and
benefits.
Finally, shared decision-making models do not fully ac-

count for disagreement about treatment options, nor do they
suggest strategies for managing disagreement when it arises.
Although some shared decision-making models acknowledge
a role for persuasion,4 they are based on a transactional view of
communication in which patients and clinicians engage in a
rational exchange of information and opinions. The 2016
CDC guidelines for opioid prescribing reflect this transaction-
al perspective by emphasizing information exchange about
risks and benefits of treatment options. Despite the importance
of such discussions, these models do not offer strategies for
navigating disagreements. Disagreements may occur through-
out the course of diagnosing and treating pain; however, they
are more likely to occur when opioids are discussed, which
can lead to emotionally charged discussions and mutual dis-
trust.5 Such breakdowns can have potentially deleterious con-
sequences: A recent study6 found that opioid tapering was
associated with patient termination of care, which can have
far-reaching negative consequences for patients.
A key conclusion that follows from these points is that,

while shared decision-making is an important approach to
treatment decision-making and patient-centered care, it is of-
ten insufficient for achieving optimal pain care—particularly
when disagreements about opioids occur. We are not arguing
that shared decision-making is inappropriate for chronic pain
treatment. Our point is that a narrow focus on shared decision-
making and the steps involved (e.g., discussing alternatives,
pros/cons, risks/benefits) has the potential to obscure the
broader need of creating and maintaining an atmosphere of
care, concern, and mutual trust, which patients have identified
as integral to effective pain care.5 For these reasons, unless
patients are at imminent risk of serious harm, clinicians’ first
priority should be improving or maintaining the quality of the
patient-clinician relationship when managing chronic pain.
Relationship-building behaviors often overlap with elements
of shared decision-making (e.g., listening to patients’ opinions
and eliciting their desires), but also include additional behav-
iors such as acknowledging patients’ fears about uncontrolled
pain, taking a patient’s pain seriously, and convincing patients
that clinicians are seeking to serve patients’ best interests
rather than merely to comply with clinic policies. These ele-
ments are particularly important when opioids are part of the
discussion, given the current environment that encourages
clinicians to limit and taper opioid prescriptions.
Placing greater emphasis on the patient-clinician relation-

ship better reflects the clinical realities of pain management
and helps to overcome some shortcomings of shared decision-
making in chronic pain management. Engaging in behaviors

that are part of the process of shared decision-making, such as
sharing opinions and listening to one another, can go a long
way toward relationship building and thus may render the
desired outcome of shared decision-making (mutual
agreement1) less important. In other words, if a patient trusts
their clinician and is confident that he or she is committed to
their best interests, the patient is more likely to be open to
trying a different treatment or a lower opioid dose, even if they
are initially skeptical.7 Finally, creating an environment of
care, concern, andmutual respect has its own therapeutic value
that can be as important as the treatment itself.
Chronic pain care has long been characterized by mutual

frustration, as patients struggle to feel believed and clinicians
struggle to find safe and effective pain treatments. Shared
decision-making is an important approach that can help create
a collaborative atmosphere in which patients and clinicians
work toward the same goal. However, clinicians should not
lose sight of the more important and fundamental task of
building and nurturing the clinician-patient relationship. It is
from this solid foundation that effective, mutually satisfying
pain care, including shared decision-making, can best occur.
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