Pain Medicine, 23(8), 2022, 1401-1408
https://doi.org/10.1093/pm/pnac055

Advance Access Publication Date: 6 April 2022
Original Research Article

OXFORD

PAIN & AGING SECTION

Which Pain Treatment Goals Are Important to Community-Dwelling
Older Adults?

Clara Scher, MSc,* Charles R. Henderson, Jr., MS,' Karl Pillemer, PhD,* Patricia Kim, MSW,2 and
M. C. Reid (), MD, PhD®

*Rutgers School of Social Work, New Brunswick, New Jersey, USA; "Human Development and Psychology, Cornell University, Ithaca, New York, USA;
tCoIIege of Human Ecology, Cornell University, Ithaca, New York, USA; and $Division of Geriatrics and Palliative Medicine, Weill Cornell Medical Center,
New York, New York, USA

Correspondence to: M. C. Reid, MD, PhD, Division of Geriatrics & Palliative Medicine, Weill Cornell Medical Center, New York, NY 10065, USA.
Tel: 212-746-1378; Fax: 212-746-4888; E-mail: mcr2004@med.cornell.edu.

Conflicts of interest: The authors have no conflicts of interest to declare.

Received on 8 February 2022; revised on 23 March 2022; Accepted on 26 March 2022

Abstract

Objective. In this cross-sectional study of 237 older adults, we ascertained the importance of seven pain treatment
goals and identified factors associated with their perceived importance. Methods. Participants (mean age =72 years)
ranked each goal (e.g., pain reduction; finding a cure) on a 1 (not at all important) to 10 (extremely important) scale.
We used general linear models to identify sociodemographic and pain factors independently associated with the
perceived importance of each goal and repeated measures mixed models to examine their relative importance.
Results. The goal with the lowest adjusted score was “minimize harmful side effects from pain medications” with a
mean (standard error [SE]) of 6.75 (0.239), while the highest ranked goals, “finding a cure,” and “reducing my pain”
had mean scores of 8.06 (0.237) and 7.89 (0.235), respectively. Pain reduction did not differ significantly from the av-
erage of the other 6 goals (P=.072) but was significantly different when compared with the goals of minimizing side
effects (P<.0001) and finding a cause for the pain (P=.047), and different from the average of the five other goals
excluding finding a cure (P=.021). We did not identify differences in the importance of the seven goals by gender or
race/ethnicity. Age was inversely associated with the goals of minimizing harmful side effects and decreasing pain’s
effects on everyday activities. Pain reduction was rated more important than all other goals but finding a cure.
Conclusions. Future research is needed to establish the benefits of eliciting treatment goals when delivering pain care
to older adults.
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Introduction approach when providing pain care [3-5]. Preliminary

The Institute of Medicine defines patient-centered care as
a type of care that “is respectful of, and responsive to, in-
dividual patient preferences, needs and values, and ensur-
ing that patient values guide all clinical decisions” [1].
Central tenets of patient-centered care include eliciting
patients’ treatment preferences and goals, working to en-
sure that patients participate in treatment decisions, and
developing customized care plans that reflect patients’ in-
dividual preferences and values [2]. There have been in-
creasing calls for providers to adopt a patient-centered

results suggest there may be benefits associated with
patient-centered pain care, but more research is needed
to establish the value of this approach [6, 7].

The need to determine the benefits of patient-centered
pain care among older adults is particularly great, be-
cause treatment trade-offs are often very difficult to navi-
gate. Treatment-related risks increase as a function of
age, particularly for pharmacologic and surgical inter-
ventions, and efficacy data underlying many customary
treatments are often lacking [8]. However, little is known
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about older adults’ pain management preferences and
goals. Prior research employed either qualitative methods
to ascertain patient preferences [6, 9] or a pilot study de-
sign to establish the feasibility of a goal-setting interven-
tion for use by older adults with arthritis [7].

To the best of our knowledge, no study has employed
quantitative methods to characterize the pain treatment
goals of a racially and ethnically diverse sample of
community-dwelling older adults. Accordingly, the current
study sought to determine the relative importance of seven
specific goals (e.g., pain reduction, minimize treatment side
effects, find a cure for pain, determine a cause for the pain)
among older adults experiencing pain. Given the attention
paid to reducing pain intensity over the past two decades
that includes efforts such as the “Pain as the Fifth Vital Sign”
initiative [10, 11], prior research demonstrating that pain in-
tensity reduction was rated as the most highly ranked goal in
studies of non-older adults with pain [5, 12] and our own
clinical experience delivering pain care to older adults, we
hypothesized that participants would rate reducing pain in-
tensity more highly than the other treatment goals.

As a secondary objective, we assessed for associations
between participants’ sociodemographic (e.g., age, gen-
der) and pain status (e.g., intensity) and the perceived im-
portance of the seven goals. An improved understanding
of pain treatment goals among older adults and factors
associated with them could inform the development of
strategies to enhance delivery of patient-centered pain
care.

Methods

Sites and Methods of Recruitment

Participants were recruited using multiple sites and
approaches. We recruited participants from one ambula-
tory care practice serving older adults in New York
City located in the borough of Manhattan. This practice
provides care to over 5,000 older adults who are
mostly of non-Hispanic origin. Trained co-investigators
approached prospective participants prior to a scheduled
medical appointment and described the study in detail
before asking if they were interested in enrolling in the
study. We also recruited participants from 6 senior cen-
ters located in New York City. Of the six centers, one
serves a predominantly Hispanic clientele, one serves a
diverse clientele with predominantly African Americans
and Hispanics, another provides services mostly to
African Americans, while the remaining three centers
provide services to older adults from no predominant
race/ethnicity group. Recruitment at the senior centers in-
volved having the senior author (M.C.R.) give a talk on
pain self-management to clients that typically lasted be-
tween 20 and 30 minutes. The talk did not include any
discussion about the importance of identifying individual
treatment goals. At the end of the talk, members of the
audience were informed of the study; interested persons

were then asked to answer the screening questions and
those eligible were asked to complete the self-
administered survey.

Additional methods of recruitment included posting
flyers in Weill Cornell offices, social media posts in spe-
cialty = Facebook  groups (e.g.,
Management, Geriatric Pain, Surviving Chronic Pain),
and direct contact through leveraging an existing list of
individuals who agreed to be contacted for future studies
on the topic of pain. Flyers and social media postings
contained a link for participants to complete the survey.
The number of participants recruited using each method
is shown below (see Sample Assembly).

Practical  Pain

Eligibility Criteria

Prospective participants were first asked whether they
had experienced any pain condition in the past 6 months
that was bothersome or interfered with their enjoyment
of life or interfered with their general activity level.
Individuals who answered yes to one or more of these
questions were then asked if they were between the ages
of 55 and 89. The upper age restriction was required by
the local institutional review board so that the study
would be compliant with HIPAA privacy rules for de-
identified data, since ages 90 and above are considered a
HIPAA identifier. Participants who answered yes to both
eligibility questions were invited to participate.

Survey Development and Administration

The survey tool was developed in collaboration with four
experts in pain management and 4 in geriatric medicine,
as well as a review of the literature [12, 13]. We piloted
the survey on a convenience sample of older adults
(n=10). We purposefully sampled participants in the pi-
lot to ensure diversity with respect to age, sex, and race/
ethnicity. Based on the feedback received from pilot par-
ticipants, we modified the wording of several questions
to enhance the survey’s readability.

Due to the anonymous nature of the study, consent
language was included in the survey, and by completing
the survey, subjects voluntarily agreed to participate.
Surveys took approximately 10 minutes to complete and
were available in either English or Spanish with bilingual
research staff available to answer questions as needed.
The Spanish survey was translated by the in-lingua metro
New York language school, which provided an IRB ap-
proved affidavit of accuracy. Surveys were conducted
from June 2019 to January 2020, and the Weill Cornell
IRB approved the study. Individuals recruited from the
senior centers were entered into a raffle to receive 10-dol-
lar gift cards, and 10 cards were distributed at each
center.

Data Collection
Participants rated their average pain severity level over
the past week on a three-item response scale that ranged
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from “mild” to “severe.” Participants were asked to av-
erage the pain they experienced across all sites. We did
not ascertain the number or location of participants’ pain
sites. Participants were also asked if they discussed a pain
problem with their provider in the past 12 months. If
they answered yes, they were asked how many times they
saw their healthcare provider over the past year for a
pain concern. Response items for this question included
“1to2,” “3to4,” or “5 or more visits.”

We asked participants to rank the importance of all 7
goals using a 1-10 numeric rating scale, where 1 repre-
sented, “not at all important” and 10 represented
“extremely important.” The seven goals included:
1) “reduce my pain,” 2) “decrease the effects of pain on
my ability to do everyday activities,” 3) “minimize harm-
ful side effects from my pain medicines,” 4) “decrease the
effect of pain on my ability to enjoy life,” 5) “determine
what is causing my pain,” 6) “find a cure for my pain,”
and 7) “help to decrease the effects of pain on my ability
to relate, connect, or spend time with loved ones.” We in-
cluded an “other” category that allowed participants to
write in additional treatment goals, as appropriate.

Finally, participants were asked to provide informa-
tion on their sociodemographic status, including their
age, gender, ethnicity, race, education, marital status,
and living arrangement.

Sample Assembly

Of the 374 individuals screened, 265 (71%) were eligible
to participate in the study, and of these 237 (89%) en-
rolled. Of the 109 ineligible individuals, 81 (59%)
screened out because they did not experience a pain prob-
lem in the past 6 months, 13 (9%) did not meet the age
criteria, while 15 (11%) failed to meet both the pain and
age criterion. Of the 237 participants, 139 (59%) were
enrolled from one of the senior centers, 40 (17%) were
recruited by a research assistant at the ambulatory care
practice or by phone from the agree-to-contact list of par-
ticipants assembled from prior research studies, 31
(13%) were recruited by way of study flyers, while the
remaining 27 (11%) were recruited via the social media
posts.

Statistical Analysis

We first generated univariate statistics for all sociodemo-
graphic, clinical, and outcome (pain management goals)
variables. The first set of primary models examined each
of the seven goals in separate general linear models, in-
cluding gender (male vs female), education (some college
or less, college graduate, postgraduate degree), marital
status (separated/widowed/divorced, single/never mar-
ried, married or domestic partnership), living situation
(alone, with spouse/partner, with others), and race/eth-
nicity (white, Hispanic or Latino, Black, Asian, multiple
race, or other) as fixed classification factors and average
pain level, age (in years), number of times visited health

care provider for a pain problem in past 12 months as
covariates (quantitative independent variables). The inde-
pendent variables were chosen based on possible impor-
tance as determined by our prior research and the
literature.

We also examined a mixed model with a fixed re-
peated measures factor (termed goals, with the seven
goals as the seven levels of that factor) added to the
above model, as well as individuals included as levels of a
random classification factor. The score on the goals was
the dependent variable. In this model, we specified a pri-
ori contrasts for pain reduction vs each of the other 6
goals and a further contrast, not independent of those six
other comparisons, contrasting pain reduction with the 6
other goals jointly. We examined a post hoc contrast,
closely related to the one just described, comparing pain
reduction with the five other treatment goals exclusive
finding a cure. In the repeated measures model, we also
examined interactions of the goals factor with each of the
other independent variables.

Results

Descriptive statistics for the sample appear in Table 1.
Participants’ mean age was 72.5 (SD=9.4), and most
were female (76%). Race/ethnicity status of the sample
was 46% of the participants White, 27% Hispanic or
Latino, 11% Black, 10% Asian, and 6% biracial or
reported another race. A little less than half of the sample
was either separated, widowed, or divorced, 37% were
married, and 18% were single or never married. About
17% reported experiencing mild pain, 55% reported the
presence of moderate pain, while 28% reported
experiencing severe pain. Almost 90% of participants
had discussed a pain problem with their healthcare pro-
vider in the past 12 months: 31% reported having visited
their healthcare provider 1-2 times due to a pain prob-
lem, 35% visited 3-4 times, while the remaining 23%
reported having visited their provider 5 or more times to
discuss a pain issue. Two-thirds of the sample (n=158)
completed the interview in English, while the remaining
79 participants completed it in Spanish.

Associations between the sociodemographic and pain
variables and each pain management goal appear in
Table 2. We included an “other” goal category that par-
ticipants could use to record and rank the importance of
other management goals. Twenty participants (8.4%) de-
scribed additional pain management goals, including to
enhance their ability to exercise/walk (n=38), decrease
the effects of pain on sleep (n=3), find new approaches
to manage their pain better (n=1), and alter negative
cognitions, for example, adjust to the idea that the pain
will always be present (n=1).

Pain severity was the variable most consistently asso-
ciated with the perceived importance of the treatment
goals. Individuals with higher levels of pain ranked five
of the seven goals as more important than those with
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Table 1. Sample descriptive statistics (N =237)

Mean (SD)/Frequency

Age 72.48 (9.38)
Female 76.4%
Race and/or ethnicity

White 45.8%

Hispanic or Latino 26.9%

Black 11.6%

Asian 9.7%

Multiple race/Other 6.0%
Education

Some college or less 54.8%

College graduate 24.5%

Post graduate degree 20.7%
Marital status

Separated/Widowed/Divorced 45.1%

Married or domestic partnership 36.9%

Single/Never married 18.0%
Living situation

Alone 42.4%

With spouse/Partner 34.3%

With others 23.2%
Average pain level in the past week

Mild 17.1%

Moderate 55.3%

Severe 27.6%
Discussed pain problem with provider

<12 months

Yes 89.2%
Number of visits to a health care provider

for a pain problem in past 12 months

None 10.9%

1-2 31.3%

34 35.2%

S or more 22.6%

+Due to missing data, the total number of responses provided for each var-
iable listed above is as follows: age =216, gender =220, race/ethnicity =216,
education =208, marital status = 206.

Living situation =198, average pain =228, discussed pain problem with
provider =232, and number of times visited provider in the past 12 months
due to a pain problem =205.

lower levels of pain. A one-unit increase in pain level was
associated with a 1.14 increase in the perceived impor-
tance of decreasing the effects of pain on one’s ability to
engage in everyday activities (P < .0001). This effect
translates into a mean score of 9.6 on the 1-to-10 scale
for this particular goal among participants with severe
levels of pain vs a mean score of 7.4 for those who en-
dorsed only mild pain.

While women consistently ranked each goal as more
important than men (Table 2), these differences were not
statistically significant. We did not identify any race/eth-
nicity differences across the seven goals. Education was
associated with one treatment goal: individuals with
higher levels of education ranked the goal of “seeking to
reduce harmful side effects from pain medications” as
less important than those with lower levels of education.

Table 3 shows the primary results. The adjusted
means (and standard errors) are shown for all seven
goals. The mean differences and p’s for the contrasts of

pain reduction with each of the six other goals along
with the unadjusted means and standard deviations are
also shown in Table 3. Pain reduction has a higher score
than all other goals but finding a cure, with significant
differences for side effects and finding a cause, providing
at least partial support for our primary hypothesis.
Table 3 further shows that the p for the contrast of pain
reduction with the average of the six other goals
approached (P=.072) but did not achieve significance,
while the p for the contrast of pain reduction with all
other goals exclusive of finding a cure was significant
(P=.021).

There was a highly significant interaction of goals
with age, although the significant regressions were nega-
tive for all goals. In contrast, there was no interaction of
goals with race/ethnicity or other sociodemographics.

Discussion

To the best of our knowledge, this is the first study to
identify the relative importance of seven pain treatment
goals among community-dwelling older adults and to as-
sess whether their importance varies as a function of sa-
lient demographic and pain variables. Our primary
results indicate that pain reduction has a higher perceived
importance score than all other goals but finding a cure,
with significant differences with the goals of minimizing
harmful side effects and finding a cause. Finding a cure
encompasses pain reduction and, while not specified a
priori, the contrast of pain reduction vs the other goals
exclusive of finding a cure is significant, providing partial
support for our primary hypothesis.

Our findings are consistent with the limited literature
on pain treatment goals in aging adults. In one US-based
study of primary care patients (mean age = 59 years) with
chronic musculoskeletal pain receiving opioid therapy
(N=87), nearly half of the sample reported reducing
pain intensity as their top goal, followed by establishing
a diagnosis that was endorsed by 22% [12]. In a recently
published study of treatment goals in individuals (mean
age =53 years) living with chronic pain in one of six
European countries (N =487), obtaining pain relief was
the highest ranked goal (by 56% of participants) fol-
lowed by improving sleep by 12% [5].

The most highly ranked treatment goal was finding a
cure. Prior research has documented that this goal is
commonly endorsed by many patients experiencing
chronic pain [14]. Other research has documented that a
goal of “cure” is associated with shorter pain durations
as well as greater pain interference but negatively associ-
ated with depressive symptom severity [15]. One group
of investigators has speculated that belief in a cure may
have some adaptive significance, that is, hoping for a
pain free existence may protect against psychological dis-
tress [15]. We speculated that hope for a cure would be
associated with greater use of health services utilization.
In a post hoc analysis, we examined whether scores on
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Table 3. Perceived importance of the seven pain management goals

Adjusted Mean Unadjusted Mean (SD)
Specific Goals (SE) Score Mean Difference (SE), P (contrast with reduce pain) Score
Symptom reduction
Reduce my pain 7.89 (0.235) 8.52 (2.08)
Minimize harmful side effects from 6.75 (0.239) ~1.14 (0.245) <.0001 7.32 (3.14)
my pain Medicines
Disability reduction
Decrease effects of pain on one’s 7.64 (0.237) —0.25(0.244) .300 8.27(2.18)
ability to do everyday activities
Decrease effects of pain on one’s 7.72 (0.236) —0.17 (0.242) 486 8.42 (2.21)
ability to enjoy Life
Decrease effects of pain on one’s 7.76 (0.237) —0.13 (0.243) .606 8.27 (2.36)
ability to connect with loved ones
Etiology and Management
Determine cause of pain 7.41 (0.235) —0.48 (0.241) .047 8.09 (2.64)
Find a cure for the pain 8.06 (0.237) 0.17 (0.242) 482 8.61(2.15)
Average of all goals but reduce pain 7.55(0.268) —.33.(0.185) .072
Average of all goals but reduce pain and 7.45(0.275) —0.43 (0.187) .021

find cure for pain

The means in column 1 are adjusted for gender (male vs female), education (some college or less, college graduate, postgraduate degree), marital status (sepa-
rated/widowed/divorced, single/never married, married or domestic partnership), living situation (alone, with spouse/partner, with others), and race/ethnicity
(White, Hispanic or Latino, Black, Asian, multiple race or other) as fixed classification factors and average pain level, age (in years), number of times visited health
care provider for a pain problem in past 12 months as covariates (quantitative independent variables) in a mixed model with goals as a classification factor (a re-
peated measure) and individuals as levels of a random classification factor. A priori contrasts for pain reduction vs each of the other six goals and further con-
trasts, not independent of the other six, contrasting pain reduction with the other goals jointly and with other goals (excluding “finding a cure”) are shown in the
third column. Scores for each treatment goal range potentially from 1 (not at all important) to 10 (extremely important). SE is standard error. The means shown
in column 3 are unadjusted difference scores. Due to missing data, the total number of responses provided for each variable listed above is as follows: reduce my
pain =232, minimize harmful side effects from pain medicines =224, decrease effects of pain on one’s ability to do everyday activities =226, decrease effects of
pain on one’s ability to enjoy life =234, decrease effects of pain on one’s ability to connect with loved ones =229, determine cause of pain =234, and find a cure

for pain=231.

this goal were associated with number of provider visits
over the past 12 months but did not find an association.
Clearly more research is needed to determine the impact
of endorsing a hope for cure in older patients with pain.
Another key finding of this study is that participants
rated all seven goals as relatively important. This finding
provides strong support for routine assessment of
patients’ treatment goals prior to the start of any pain
treatment. Knowing whether patients’ goals are focused
on a single goal (e.g., pain reduction) or on multiple goals
(e.g., pain reduction, functional enhancement, finding a
cure) could help to inform tailored treatment plans and
may have benefits in terms of what constitutes treatment
success. For example, a treatment plan that determined
etiology and sought to enhance patient functioning, but
did little to decrease pain level, may be considered a suc-
cess in patients who rated all 3 of these goals as impor-
tant. Routinely inquiring about older patients’ pain
treatment goals is likely to have several additional salu-
tary effects in practice. First, treatment engagement and
adherence are likely to be enhanced when patients’ goals
form the basis of the management plan [16-19]. For ex-
ample, patients who report “minimizing harmful side
effects from pain medications” may be more amenable to
trying nonpharmacologic approaches to manage their
pain, while patients who endorse “decreasing the effects
of pain on everyday activities” as an important goal may
be more likely to accept referral for rehabilitative-based

therapies (e.g., physical therapy) to ensure independence
in activities of daily living. Second, eliciting treatment
goals can help to identify patients with unrealistic goals
(e.g., finding a cure in a patient who has lived with pain
for many years) that can be potentially addressed
through education. Prior research has demonstrated that
many patients with pain maintain unrealistic expecta-
tions about the degree of pain relief that can be achieved
with customary treatments [18]. Establishing realistic
expectations prior to treatment initiation could also help
to enhance treatment engagement and adherence [20].
Finally, almost one in 10 participants listed additional
treatment goals to include functional enhancement, de-
creasing the effects of pain on sleep, and addressing nega-
tive pain-related cognitions. These data support efforts to
employ comprehensive goal assessment tools or use
open-ended questions in practice.

An increasing level of pain was associated with greater
perceived importance of several goals, whereby those
with greater levels of pain ranked achieving pain reduc-
tion, being able to perform activities of daily living and
being able to connect/spend time with loved ones as more
important than participants with milder levels of pain.
These findings are consistent with prior research demon-
strating marked increases in pain interference as a func-
tion of pain intensity [21, 22].

Taken together, our results raise several important
questions that should be the focus of future research.
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First, how often do providers ask patients with chronic
pain about their treatment goals and then formulate
treatment plans based on patients’ goals? Second, various
applications, for example, PainTracker [23] and PainAPP
[24] and new approaches, for example, Patient Priorities
Care [25] have been developed to promote patient-centered
care. To what extent can these new tools and approaches
facilitate elicitation of treatment goals among patients who
experience chronic pain and contribute to improved out-
comes? Third, prior research indicates that older adults
with chronic pain vary in their willingness to engage in
patient-centered pain care [6]. Although older adults did
not have difficulty rating the importance of several treat-
ment goals in a research setting, it remains unclear whether
older patients are comfortable articulating their treatment
goals in a clinical setting and working jointly with providers
to establish care plans to achieve those goals. Most impor-
tant, research is needed to determine the value of eliciting
older patients’ treatment goals who experience chronic pain
where outcomes include treatment engagement/adherence,
quality of life, satisfaction with care, reduction in the level
of pain-related interference, and enhanced functional
status.

Although our study has several strengths including a
high response rate, few missing data, and diversity with
respect to race/ethnicity, it also has limitations in the
areas of study measures, methods of recruitment, and the
final sample assembled for study. Limitations regarding
our study measures include the fact that our measure of
pain consisted of single item that assessed participants’
pain severity level. It is possible that we could have
found associations between other dimensions of the pain
experience (e.g., level of disability, pain self-efficacy,
pain-related affect, level of catastrophizing) and study
outcomes. The responses for the pain severity measure
ranged from mild to severe and did not provide an option
for no pain. Furthermore, we did not assess participants’
cognitive status. It is possible given the mean age of the
sample that some individuals were experiencing cognitive
difficulties at the time of the study that could have af-
fected their ability to recall information accurately, in-
cluding the number of visits made to their healthcare
provider over the past year. Finally, we restricted the
number of treatment goals participants were asked to
rate in an effort to decrease subject burden and minimize
the possibility of missing data. Important treatment goals
such as improving sleep, sex life, and emotional well-
being were not assessed [26].

Providing a pain talk prior to enrolling and surveying
a participant could have biased our results, since only
participants recruited from senior centers (n=139) re-
ceived these talks. It is possible that we could have
“primed” these participants to reflect on their goals and
treatments as a consequence of attending the talk.

Possible limitations of our assembled sample include
the fact most participants were in the “young-old” cate-
gory. Only one in four participants was 80 years of age

or older. It is possible that persons in their eighth decade
of life and beyond have different pain treatment goals. In
addition, our sample was composed of individuals who
experienced a pain problem in the 6 months prior to the
study; we did not inquire about the duration of pain indi-
viduals experienced. It is possible that treatment goals
vary as a function of pain duration. We restricted the
number of treatment goals participants were asked to
rate in an effort to decrease subject burden and minimize
the possibility of missing data. Important treatment goals
such as improving sleep, sex life, and emotional well-
being were not assessed [26].

Conclusion

In conclusion, our study indicates that older adults view
pain reduction as one of the two most highly rated goals
besides finding a cure for the pain, which itself encom-
passes pain reduction. Our results add to a small but
growing literature on treatment goals in older individuals
with pain and underscore the need for future research to
establish the benefits of eliciting older patients’ goals as
part of patient-centered pain care initiatives in this grow-
ing population of patients.
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