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Abstract
Purpose of Review Opioid deaths have risen to unprecedented rates in the USA. Efforts to mitigate the opioid crisis include
supply-side strategies that reduce opioid availability. However, Patients of Color have historically reported less access to
analgesia and worse pain burden and pain management than Whites. In this narrative review, we examine the recent literature
on racial/ethnic disparities in pain care, including opioid access, and provide recommendations for advancing equity in pain
management.
Recent Findings Both cancer pain and non-cancer pain studies provide strong evidence of racial/ethnic disparities in pain burden
and pain management. Compared with Whites, Patients of Color reported worse pain severity and less access to opioid and non-
opioid analgesia. Rates of pain assessment/documentation during clinic visits were also lower among Patients of Color relative to
their White counterparts.
Summary Racial/ethnic disparities continue to persist in pain burden and pain management. To prevent further exacerbation of
existing racial/ethnic disparities in pain management, equity must be prioritized in the broader opioid debate.
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Introduction

Opioid abuse is now considered the nation’s most pressing
public health issue, with federal, state, and local officials
rapidly mobilizing resources to combat this epidemic.
Since the start of 2018, Congress has approved over $4.6
billion dollars to address the widespread misuse and abuse
of opioids in the USA [1]. However, as the nation works

toward mitigating the opioid crisis, it is critical that
policymakers and the public health community consider
the potential impact of such strategies on racial/ethnic in-
equities in pain and pain management.

Racial/ethnic disparities in pain burden and pain management
are well documented in the research literature, with People of
Color (e.g., Blacks, Hispanics/Latinos) reporting worse pain se-
verity, lower rates of analgesia receipt, and less neighborhood
pharmacy access to opioids than their White counterparts
[2–4]. Such disparities in pain treatment are concerning as they
have implications for racial/ethnic gaps in quality of life, includ-
ing mental health, employment status, and sleep quality [5–8].
Current opioid risk mitigation strategies that are supply-side fo-
cused (e.g., prescription limits, prescription drug monitoring) [9,
10] do not take into take into account these long-standing dispar-
ities in opioid prescribing. This is concerning since failure to
prioritize equity considerationsmay result in further exacerbation
of existing racial/ethnic disparities in pain management, and ul-
timately represents an extension of a long-standing systemic fail-
ure to address the structural inequalities that underlie our current
opioid crisis.

In this narrative review, we examine the recent literature
on racial/ethnic variations in pain burden and pain
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management. We then employ an equity prioritization lens
in evaluating existing data on racial/ethnic differences in
opioid overdose risk, as well as potential unintended con-
sequences of current opioid overdose reduction efforts on
racial/ethnic inequities in pain.

Methods

We used PubMed to conduct a search of the recent liter-
ature on racial/ethnic disparities in pain burden and pain
management. Under the guidance of the research team, a
graduate research assistant (GRA) performed the PubMed
search in August 2018 for the time period spanning 2013
to 2018. Search teams included “race,” “ethnicity,” “eth-
nic,” “ethnic groups,” “black,” “Asian,” “African
American,” “Latino,” “Hispanic,” “Native American,”
“American Indian,” “pain,” “disparities,” “inequities,”
“opioids,” and “analgesia.” The initial search resulted in
53 articles that were further examined for their relevance
to the review topic. We excluded conference abstracts,
non-peer-reviewed publications, non-empirical studies,
non-US publications, studies that did not include a pain
management or pain burden outcome, and studies that
lacked stratified data by either race or ethnicity.
Systematic reviews that were not inclusive of the
timeframe mentioned above were also excluded. This re-
sulted in 23 articles meeting criteria for inclusion in this
review. We also included relevant articles previously
known to the authors and examined the bibliographies
of all included articles to identify additional relevant ar-
ticles. In total, we identified and included 30 articles in
this narrative review (see Fig. 1 for article disposition).
Next, the first author and GRA performed a second re-
view of the 30 included articles to abstract pertinent de-
tails on each study, including disease focus (i.e., cancer
vs. non-cancer), study design (e.g., cross-sectional, lon-
gitudinal), data source (e.g., survey, administrative claims),
site(s)/sampling approach (e.g., single site, multi-site, nation-
ally representative sampling), care setting (e.g., emergency
care, primary care), age group (e.g., adults, youth), racial/
ethnic composition of study sample, pain-related outcomes
(i.e., pain burden vs. pain management), and main findings.

Results

Characteristics of Included Studies

Of the 30 articles included in this review, 23 were cross-
sectional quantitative studies and seven were longitudinal
quantitative studies (Tables 1 and 2). Seven studies were
limited to cancer patients and 23 studies were non-cancer

focused. Data sources included survey data (N = 17), ad-
ministrative data (N = 12), or a combination of the two
(N = 1). Most studies employed a nationally representative
(N = 15) or multi-site (N = 10) data collection approach;
however, five studies were based on a single study site.
Care settings varied and included emergency care (N =
11), oncology care (N = 5), primary care (N = 4), nursing
homes (N = 2), palliative/hospice care (N = 2), dental care
(N = 1), and other care settings (i.e., surgical care, any
care setting, or specialty care) (N = 5). Six studies were
focused on pain care in children and/or young adoles-
cents, while 24 studies primarily centered on adults. In
terms of pain-related outcomes, almost all studies (N =
24) primarily focused on pain management (e.g., pain as-
sessment, documentation, treatment), particularly opioid
prescribing/receipt, while three studies examined pain
burden (e.g., frequency and/or severity or pain symp-
toms), and three studies included both pain burden and
pain management outcomes. Twenty-five studies reported
race-specific data on Blacks and Whites, but fewer cap-
tured stratified data on Hispanics/Latinos (N = 11), Asians
(N = 4), or Multiracial individuals (N = 1). Three studies
compared Whites with an aggregated group of patients
labeled “non-Whites” or “minorities”; however, some ra-
cial equity advocates have argued that using such lan-
guage to describe diverse populations is both racially op-
pressive and disempowering [41–44]. Thus, consistent
with an equity prioritization lens, we employ a more
empowering term, Patients (or People) of Color, when
summarizing findings from studies that use “non-White”
and/or “minority(ies)” to describe racially/ethnically di-
verse patient groups.

Summary of Recent Literature

Overall, 21 out of 30 studies documented racial/ethnic dis-
parities in pain burden or pain management, with less fa-
vorable outcomes more commonly reported for Patients of
Color relative to Whites. In contrast, five studies reported
mixed findings by race/ethnicity for pain-related care or
outcomes. Additionally, findings from four studies indicat-
ed no racial/ethnic differences in pain management. Below,
we summarize key findings, separately, for cancer and non-
cancer pain studies.

Cancer Pain

Among the seven cancer-related pain studies, four docu-
mented worse pain burden or pain management among
Patients of Color relative to Whites, while three studies
reported no racial/ethnic differences or mixed findings by
race/ethnicity (Table 1).
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Racial/Ethnic Disparities in Cancer Pain Burden In one nation-
ally representative study of racial/ethnic differences in pain bur-
den in colorectal and lung cancer patients, Multiracial patients
reported pain more frequently than Whites, and both Black and
Multiracial patients reported worse pain severity than Whites
[11]. Another study assessed racial differences in analgesia ad-
herence in cancer patients at multiple clinics and found that com-
pared withWhites, Blacks were more likely to report severe pain
and Negative Pain Management Index scores (i.e., inadequate
analgesia prescription given pain severity), and were less likely
to have a prescription for long-acting opioids [12••]. Analgesia
adherence rates were also lower among Blacks than Whites in
this study.

Racial/Ethnic Disparities in Cancer Pain Management In terms
of pain management, one nationally representative study of pain
care among nursing home residents with cancer reported lower
rates of pain documentation (i.e., underreporting) and pain treat-
ment (pharmacological and non-pharmacological) in Blacks rel-
ative to Whites [15•]. Another multi-site study assessed racial
differences in the type of opioid prescribed to Black and White
cancer patients with and without a diagnosis of chronic kidney
disease (CKD) [13]. Their findings indicated that compared with
Whites, Black patients were less likely to receive oxycodone, but
more likely to receive morphine with 3- and 6-glucoronide me-
tabolite, a type of analgesia known to be associated with neuro-
toxicities in patients with CKD.

In contrast, two studies documented no racial disparities in
pain management among patients with cancer. Specifically, one
multi-site study evaluated cancer care disparities in the Veterans
Affairs (VA) Healthcare System and documented similar rates of
pain medication use among Black and White veterans with can-
cer [17]. Similarly, another study conducted among Black and

White Medicare beneficiaries with stage IV breast cancer re-
vealed similar patterns of opioid use by race [14]. Finally, mixed
findings were reported in a more recent study examining gaps in
supportive medication use by ethnicity and nativity status among
Medicare beneficiaries with breast cancer. Compared with US-
born non-Hispanics, foreign-born Hispanics and non-Hispanics
were less likely to receive opioids; however, rates of opioid re-
ceipt were higher among US-born Hispanics relative to US-born
non-Hispanics [16].

Non-cancer Pain

Racial disparities in pain burden or pain management were re-
ported in 17 out of 23 non-cancer pain studies, with most studies
(N = 21) evaluating inequities in pain management. Six studies
reported no racial/ethnic difference or mixed findings by
race/ethnicity for non-cancer pain management (Table 2).

Racial/Ethnic Disparities in Non-cancer Pain Burden With re-
spect to pain burden, findings from a multi-site palliative care
study revealed that pain prevalence was 10 percentage points
higher among Blacks relative to Whites, though this differ-
ence was marginally statistically significant [18•]. In another
multi-site study of hemophilia patients, POC were five times
more likely to report severe chronic pain than Whites [19].

Racial/Ethnic Disparities in Non-cancer Pain Management In
terms of pain management, four studies observed no racial/
ethnic differences in analgesia receipt/prescribing.
Specifically, one study employing nationally representative sur-
vey data reported a narrowing racial gap in opioid use during
2000 to 2015, with rates of opioid use among Blacks closely
approximating rates amongWhites in 2015 [27]. The remaining

Studies identified through database 

searching 
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Full-text articles assessed for eligibility 

(n = 60)

Additional articles identified through reference 

searches or prior knowledge
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Full-text articles excluded, with 
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5 = Identified as background 
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Fig. 1 Literature flow diagram
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three studies were all single-site studies of emergency care pa-
tients, including one study that described no racial differences
in the evaluation (e.g., abdominal X-ray) and therapeutic treat-
ment (e.g., pain medications) of pediatric emergency care pa-
tients presenting with abdominal pain [22]. Another study doc-
umented no racial disparity in receipt of analgesia for post-
operative pain among emergency care pediatric patients, but
higher rates of intravenous opioid use among POC relative to
Whites [34]. In a third study of adult emergency care patients,
rates of morphine and opioid prescribing and dosing were sim-
ilar for Hispanics and non-Hispanics [23].

However, the vast majority of studies with non-cancer pa-
tients revealed racial disparities in pain management that fa-
voredWhites over their POC counterparts. Most of these stud-
ies were conducted using nationally representative data for
emergency care patients. For example, in a nationally repre-
sentative study of emergency care patients reporting
moderate-to-severe pain, Blacks were less likely to be pre-
scribed opioids than Whites [31]. In a similar study of pain
treatment for emergency department toothache visits, Whites
were prescribed opioid pain medications at higher rates than
Blacks [32]. Additionally, another study reported racial dis-
parities in analgesia administration for pre-hospital emergency
patients with blunt trauma, with non-Hispanic Blacks and
Hispanics less likely to receive analgesia than non-Hispanic
Whites [40]. A longitudinal study of racial/ethnic and sex
differences in opioid administration among emergency care
patients with appendicitis and gallbladder disease observed
that male Patients of Color were less likely to receive opioids
than female Patients of Color, White males, and White fe-
males [38]. Additionally, two nationally representative studies
of pediatric emergency care patients reported that Blacks were
less likely to receive opioid analgesia than their White coun-
terparts [26•, 35]. One of these studies also found that rates of
opioid receipt were lower among hospitals with higher con-
centrations of Black patients [35].

Findings from three emergency care studies were mixed.
One study reported no racial differences in opioid prescribing
among a nationally representative sample of patients with
toothaches, fractures, and kidney stones; yet, among patients
with back pain and abdominal pain, Blacks were less likely to
receive an opioid prescription at discharge than Whites [39].
Additionally, one single-site study of emergency care for back
pain, migraines, and long bone fractures revealed that Blacks
with back pain were less likely to receive opioids than their
White counterparts [24]. However, no racial differences were
observed in regard to receipt of opioids for migraines or long
bone fractures, or receipt of “any analgesia” for all three con-
ditions. Findings from another nationally representative study
of children in emergency care for abdominal pain indicated
similar levels of analgesic administration and pain score doc-
umentation among non-Hispanic Whites, Hispanics, and pa-
tients of other races/ethnicities; however, non-Hispanic

Blacks exhibited lower rates of analgesia receipt than non-
Hispanic Whites [30].

Racial/ethnic disparities in pain management were also
documented outside of the emergency care setting. In a
multi-site study of North CarolinaMedicaid beneficiaries with
chronic non-cancer pain, Whites exhibited higher rates of opi-
oid utilization than Blacks [37•]. In another multi-site study of
opioid prescriptions among Medicaid patients needing dental
care, Hispanic patients were less likely to receive opioids than
non-Hispanic Whites or Blacks [29]. Similarly, in a nationally
representative study of outpatients with chronic pain,
Hispanics were less likely to receive opioids than non-
Hispanics [36]. Another nationally representative study con-
ducted in the VA setting reported that compared with Whites,
Black veterans were less likely to be screened for pain during
outpatient visits [21]. Moreover, another VA study reported
lower rates of pain documentation and fewer referrals to pain
specialists among Black veterans relative to Whites [28]. In
the nursing home setting, one nationally representative study
found that compared with Whites, Blacks and Asians were
less likely to receive a prescription analgesic for chronic pain
[20]. Furthermore, in a nationally representative study of pain-
related care in hospice patients, rates of pain assessment were
lower among non-Hispanic Blacks relative to non-Hispanic
Whites. Additionally, compared with non-Hispanic Whites,
Hispanics were less likely to receive opioids or report no pain
at discharge [25•]. Finally, in another nationally representative
study of opioid prescribing patterns among outpatients with
back and abdominal pain during 2006–2015, both non-
Hispanic Blacks and Hispanics were less likely to receive
opioids than their White counterparts [33•], and in contrast
to findings from one recent study of trends in opioid prescrib-
ing during 2000–2015 [27], this study documented no change
in racial/ethnic gaps in opioid prescribing.

Discussion

This study examines evidence from the recent research litera-
ture and suggests that little progress has been made in achiev-
ing racial/ethnic equity in the burden andmanagement of pain.
Compared with Whites, Patients of Color report worse pain,
yet are less likely to receive opioids and other forms of anal-
gesia to manage pain. Moreover, on average, pain screening/
documentation is less common among Patients of Color rela-
tive toWhites. These findings were consistent among individ-
uals with and without cancer, and across various clinical set-
tings (e.g., emergency care, dental care, hospice).

Some limitations of the recent literature on pain disparities
include the large number of studies that focused on comparing
Blacks and Whites. Fewer recent studies assessed and report-
ed on pain burden/management among Hispanics/Latinos,
Native Americans, and Asians. Such data are needed to
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determine the distinct and common pain-related care needs
among Patients of Color. Additionally, the vast majority of
studies evaluated racial/ethnic variations in receipt of pain
medications, particularly opioids; however, no recent studies
examined other outcomes of pain management such as ade-
quacy of pain medication dosing. More longitudinal and in-
tervention studies are also needed in order to monitor pain-
related disparities and identify evidence-based solutions to
improve equity in pain care and outcomes.

Moreover, there was wide variation in regard to use of socio-
economic status (SES; e.g., insurance, income, education) adjust-
ment across studies, with about half of studies (14 out of 30
studies) reporting race/ethnicity-specific estimates of pain
burden/management that reflected adjustment for socioeconomic
status, and the other half of studies (16 out of 30 studies) not
accounting for socioeconomic status in their analysis (not pre-
sented in Table 1). As described in prior studies, presenting to-
gether both, SES and non-SES adjusted estimates of racial/ethnic
health care disparities is preferable, as this approach allows as-
sessment of both the independent effect of race on care (non-SES
adjusted disparity estimates) aswell as the residual direct effect of
race on care (i.e., SES adjusted disparity estimates) that accounts
for potential mediating factors [14, 17, 45]. It is worth noting,
however, that SES adjustment was similarly common among
studies reporting racial/ethnic disparities (9 out of 21 studies)
and those that did not or reported mixed findings (5 out of 9
studies), suggesting that disparities in pain exist and persist de-
spite SES adjustment. Finally, none of the studies from the recent
literature attempted to evaluate modifiable drivers of pain ineq-
uities; however, findings from earlier studies suggest that provid-
er behavior (e.g., implicit bias) and supply-side factors such as
racial/ethnic differences in community-level access to pain med-
ications and specialists may contribute to these disparities [46].

Implications of Federal/State Opioid Risk Mitigation
Strategies on Pain Disparities

Rates of opioid overdose deaths in the USA continue to grow
at an alarming rate. While historical data indicate that Whites
account for a disproportionately larger share of opioid-related
deaths in the USA, recent data suggest that opioid abuse death
rates are growingmore rapidly among People of Color relative
toWhites [47]. For example, data from the Centers for Disease
Control revealed that between 2015 and 2016, the percent
change in opioid deaths ranged from 56.1% for non-
Hispanic Blacks to 36.4% among Asians/Pacific Islanders,
32.6% among Hispanics, 25.9% among non-Hispanic
Whites, and 14.9% among American Indians/Alaskan
Natives. Clearly, the impact of the opioid epidemic is far-
reaching across population subgroups and warrants further
attention by policymakers and stakeholders.

Federal and state efforts to combat opioid deaths include
prescribing policies to reduce the widespread availability of

opioids, public awareness campaigns around the harms of
opioid misuse, increased access to substance abuse treatment,
improvements in overdose response (e.g., naloxone access
and use), criminal penalties for traffickers, and legal and dis-
ciplinary action against companies and medical providers
[48]. While these efforts may be effective in curtailing opioid
use, there is emerging evidence suggesting that the current
environment of heightened opioid surveillance (i.e., “opioid
pharmacovigilance”) may negatively impact patient access to
adequate pain management [49], including access for patient
groups thought to be excluded from new restrictions on opioid
prescribing (e.g., cancer patients in active treatment).
Moreover, given existing inequities in pain care, some opioid
risk mitigation strategies may widen disparities where opioid
prescribing is indicated and have overall unintended conse-
quences for racial/ethnic equity in pain management. In par-
ticular, strategies that emphasize reducing opioid availability
across the USA are likely to have a greater impact on com-
munities of color, where pharmacies are less likely to carry a
sufficient stock of opioid medications [50].

At the provider level, clinician concerns around possible
litigation and disciplinary action may cause some providers to
alter their opioid prescribing and dispensing practices in ways
that harm patients with significant pain management needs.
This adverse effect on provider behavior may exacerbate
existing clinician biases in pain management practices, as pri-
or studies indicate that providers are more likely to underesti-
mate pain severity in Patients of Color and less likely to refer
these patients to a pain specialist than their White counterparts
[21, 28, 51, 52]. Thus, additional research is needed to evalu-
ate the effects of opioid risk mitigation efforts on both, racial/
ethnic differences in opioid death rates and inequities in
community- and individual-level access to adequate pain
management, including opioids, non-opioid analgesics, and
non-pharmacological treatments (e.g., acupuncture).

Recommendations for Advancing Equity in Pain
Management

Cancer Pain

According to the American Society of Clinical Oncology
(ASCO), “cancer patients represent a special population
that should be largely exempt from regulations intended
to restrict [opioid] access or limit doses, [due to] the
unique nature of the disease, its treatment, and potentially
life-long sequelae [53].” As such, many new opioid pre-
scribing regulations and guidelines, including the Centers
for Disease Control and Prevention (CDC) guidelines for
opioid prescribing among patients with chronic pain, ex-
clude patients in active cancer treatment, palliative care,
or end-of-life care [54]. However, recent data from the
American Cancer Society (ACS) suggest that since
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2016, when the CDC guidelines were published, a grow-
ing number of cancer patients and survivors have been
less able to fill opioid prescriptions due to problems at
the pharmacy (e.g., insufficient stock of opioid drugs;
16% in 2016 vs. 41% in 2018) and challenges with insur-
ance (e.g., insurance company did not cover drug; 11% in
2016 vs. 30%) [55]. Furthermore, 48% of ACS partici-
pants reported that their provider informed them that op-
tions for treating their pain were limited due to current
laws, guidelines, or insurance companies.

Such unintended changes in care for oncology patients
raise serious concerns around potential exacerbation of in-
equities in the management of cancer-related pain, as
Patients of Color with cancer are already at greater risk
for worse pain burden due to provider bias in pain man-
agement [56–59]. Thus, advancing equity in cancer-related
pain management will require both (1a) maintaining and
improving access to opioids for all cancer patients; and
(1b) addressing racial/ethnic inequities in pain assessment,
use of opioid prescribing as first-line pain therapy, and
access to other forms of pain management (see Table 3).
Given the unique pain management needs of cancer pa-
tients, providers and pharmacies should be prepared to
use aggressive opioid regimens in this special patient
group without fear of possible litigation. To that end,
policymakers, the CDC, and other public health and health
care stakeholders will need to take a firmer stance in rein-
forcing messages related to the appropriateness of opioid
prescribing for managing cancer-related pain, so that clini-
cians feel supported in making pain management decisions
that prioritize the functional status and well-being of can-
cer patients. Raising provider awareness regarding system-
atic racial/ethnic differences in opioid prescribing and pain
burden should also be an integral component of provider
education efforts. Relatedly, provider-level strategies that
interrupt bias and provide evidence-based guidance in pain
management should also be explored in future research,
along with implementation of routine monitoring of
race/ethnicity-specific rates of opioid prescribing and pain
severity within oncology clinical practice. Similar strate-
gies have already been successfully implemented and eval-
uated to address gender biases in the administration of
blood clot prevention treatment in trauma care [60, 61],
and hold much promise for future dissemination and use
in pain care.

Non-cancer Pain

Guidelines for managing non-cancer pain have shifted in recent
years toward a preference for non-opioids over opioids as first-
line therapy [62–64]. This shift in guidelines was partly moti-
vated by efforts to curb the opioid epidemic as well emerging
evidence regarding the comparative safety and efficacy of non-
opioid analgesia for managing non-cancer pain. For example,
data from a recent clinical trial demonstrated that compared
with opioid regimens, non-opioid regimens weremore effective
in managing chronic non-cancer pain and resulted in fewer side
effects [65]. It is worth noting, however, the vast majority of
participants in this trial were White (87%), which raises ques-
tions regarding the generalizability of these findings to Patients
of Color.

Thus, we couch our recommendations for addressing ineq-
uities in non-cancer pain management in the broader current
context of growing support and research investigation of non-
opioid treatments for pain. Specifically, we recommend (2a) ad-
dressing racial/ethnic inequities in pain assessment, encouraging
non-opioid prescribing as first-line therapy, and increasing pa-
tient access to non-opioids. As described earlier, increasing pro-
vider awareness of inequities in pain burden, interrupting implicit
bias in analgesia prescribing, and implementing routine
race/ethnicity-specific monitoring of analgesia prescribing and
pain burden are all critical to achieving goal (2a). Moreover, for
the subset of non-cancer pain patients requiring opioid therapy,
the focus should be to not only equalize rates of opioid prescrib-
ing by race/ethnicity, but also to ensure safe prescribing across all
patients (e.g., informed consent process prior to prescribing opi-
oids, prescribe lowest effective dose, ongoing evaluation of
harms/risks for chronic pain, limit the duration of use for acute
pain) [64]. We also recommend (2b) increasing racial/ethnic di-
versity of participants in non-opioid pain research. Asmore stud-
ies of non-opioid analgesia and non-pharmacological approaches
are conducted, it will be important to prioritize enrollment of
Patients of Color into these studies in order to ensure equitable
uptake and benefit from non-opioid regimens.

Conclusion

The recent evidence overwhelmingly suggests that the quality
of pain care varies by race/ethnicity in the USA. Future re-
search should continue to monitor racial differences in pain

Table 3 Recommendations for
advancing equity in pain
management

Cancer pain (1a) Maintain and improve access to opioids for all cancer patients.

(1b) Address racial/ethnic inequities in pain assessment, use of opioid prescribing as first-line
pain therapy, and patient access to other forms of pain management.

Non-cancer
pain

(2a) Address racial/ethnic inequities in pain assessment, encourage non-opioid prescribing as
first-line therapy for all patients, and increase patient access to non-opioids.

(2b) Increase racial/ethnic diversity of participants in non-opioid pain research.
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burden and pain management, particularly in the present en-
vironment of opioid pharmacovigilance. While the nation’s
opioid crisis is unprecedented, our national response needs
to address current injustice and inequities in pain manage-
ment. Addressing one national crisis should not come at the
cost of inflicting further pain and suffering among groups
already marginalized in pain care delivery.
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