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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.

Keywords Disparities - Race/ethnicity - Pain - Pain management - Opioids - Analgesia

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
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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 considerations may 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

@ Springer

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=15), 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=15). 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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Fig. 1 Literature flow diagram Studies identified through database

searching
(n=53)

Additional articles identified through reference

n=7)

l

searches or prior knowledge

Full-text articles assessed for eligibility

(n = 60)

v

Full-text articles excluded, with
reasons (n = 30)

> 5 = Identified as background
articles
3 = Non-US Study
4 = Lack of stratified data
18 = Lack of pain burden or pain
management outcome

Included for Review

(n=30)

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 with Whites, 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 [V 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 among Whites in 2015 [27]. The remaining

@ Springer



Curr Epidemiol Rep (2019) 6:275-289

278

o13ojooewreyd Aue

9A12001 0} A[OYI] $S9] PUE (£6'0-98°0 =1 %56 ‘680 =Ud®)
uonejuswnoop ured

payodaI-Jjels oAey 03 AJOXNI] SSO] A10M SYOE[q JUULA}

6€8°€0€ =N PIUM

ured pue 180°6€ =N 21o®Id QwoH aAneiuasaidor
juowoFeuew ured 10J SOUYAN 01 PareduIod JJO 9SIOM d1oMm Syor[g 026THE =N [eRAQ npy SuismN AjreuoneN Koamg [euonodds-ssor)  [«G1] Te 30 ORI
"SOYA\ PUE SOB[E US2MIOq SIOULIAYIP JuLoyIuSIS
A[reonsne)s ou
QIOM DIT]} “TOOUED JSEAIq AFL)S PIOUBADPE M SOLIBIOOUS]
QIeJIPIIA Suowe osn uonesrpawr ured prordo Sururuexs sasAeus TSL=N NYM
QJeLIEAD W U] I1€T =N orIg ae)
‘JuowoFeuew ured 0} preSol Ul SOOUAIIYIP OTUYIY/[BIORI ON €88 =N :[[eIAQ ynpy  ASojoouQ AS-NINA  dApeHSIIIWPY  [eurpmiSuo  [H]] Te 10 }odyD
(100> d ‘%81 A Lp)
surydiowr paquiosaxd 9q 03 Ajox1] d1ow 1M InqG (100 > ‘%78 A €6)
syuaned g
uey) SUopooAxo Jo uondiosaid € 9A10a1 0) A[NI] SSI] a1oM 60T =N MM
syuened syoejg €L =N 3oe|g ore) [e1]
uowdFeuew ured ur sanLiedsip o) pre3ar ur SSuIpuly paXIA 781 =N :[[e19AQ ynpy  ASojoouQ AIS-DINA Koamg  eurpmiSuo]  [e 39 IueySoN
(100" >d ‘%L “A €5) SANYA 0} paredwiod
QoudIoYpE S0P Jomo] ApuedyIuSis e pey pue (100> d ‘%14 ‘A 89) 121 =N ONYM
sprordo Sunoe-3uof jo uonduosaid e aaey 03 AJON1] SSI] A1oM SOB[g 98 =N oeIg ae) [eez1]
‘Juowegeuewt ured pre3or ur SONYA 03 pa1ediiod JJo 9SI0M 1M SYOR[g LOT =N :[[eIAQ Jnpy  ASojoouQ QUS-INJA QADRNSIUNUPY  [EUIPMISUOT [ 19 IUeySOA [
(9 = u) JuowaSeurw uRg
‘spuaned opy A\ 03 paredwod (10" >d ‘L' "A ') 9100s ured Jsed| 601 =N ONYAM
pue (100" >d ‘79 "A 9°L) 2100s }s10Mm ured 190URD 10)8aI3 pajrodar €L =N oeig are) [er1]
syoe[g ‘uaping ured 10J sAIYAY 0} pareduwod JJo asIom d1om Syde[g 781 =N :[[BI9AQ ynpy  ASojoouQ us-NNIA Koamng  [eurpmiSuo]  Te 39 weySo,
(100> d) INd 2Ane3au
pue (100" > d) ‘sa109s ured jsea] 10ysiy (10(" > d) s2109s ured 121 =N PNYM
i1s10m [dg 1oyJiy Surpnpour ‘ured 190ued 103813 pajtodar syoelg 98 =N oe[g are) [eez1]
‘uopang ured 03 p1e3aI U SYIYA\ 03 Parediod JJO ISIOM dIOM SB[ LOT =N :[[eIAQ Jnpy  ASojoouQ AMS-NINA  dADRHSIUIWPY  [eUIpmISUOT [ 30 TURYSIAL,
‘syuoned ony A\ 03 dane(ar ured podar 0y
(9£00=4:sv=9) TTL =N WO
AJod1] o10WI 910M SjuSned [eroRINW ‘UONIPPE U] L91 =N ‘[eroeImnA
syuoned oy A\ 06C=N
0) peredwod (9¢0' =d ‘S = ¢J) siuoned [eroemnu pue :JOPUE[S] OIJ10BJ/UBISY
(100054 99=¢) T6E =N omuedsiy
syuanjed yoelq 10y 10y31y sem Aoads ured ‘ured LLL=N Soerg
Aue yim syuoned Suowry -uopinq ured 1oy syuoned gy 066€ =N PNYM k) aAnEjuasaidor [11]
03 paredwod Jjo 9s10om o1om sjudnjed Soe[g pue [EIORINNA 19LS =N :[[eI0AQ Jnpy  ASojoouQ A[reuoneN AOAINS  [BUOI}OS-SSOID) ‘Te 12 ZaunJe
(¢ =u) uopinq ureq
._._.ﬁso% «(S)sons
s3urpulj urejy qrdureg 10 NPy Sumes are) 1o Surduwreg adfyereq  uSisop Apmg 20UAIJOY
(1 =u) sarprys juowageuew ured pue uoping ured pajejor-1ooue) | d|qe)

pringer

Qs



279

Curr Epidemiol Rep (2019) 6:275-289

(1opro pue g1) syuedronied jnpe jo pasudwos Ajuewrd
QI0M INQ ‘YINOA SWOS IpN[oul ABW SAPNIS  JNPY,, dWOS (S7—8]) SIUSIsa[ope SunoA 10/pue (7 [—() USIP[IYD 0} PAHWI] A[OAISN[OXD JIOM SAIPMS :£=o>:.=. ‘yoeoidde Furjdwes
aAneussardor AJ[eUoOnEU € SAJOAUT JOU PIP JNq ‘OIS JIUI[O J[SUIS & WO UOTOI[[0D BIEP PIAJOAUT SAIPMS 9)Is-9[SUIS,, "yoeoidde Surdures oanejussardar AJjeuoneu e 9AJoAUT JOU

PIp Inq ‘s3I J1UI[d Jo/pue seare d1yder3ood oydninuu woiy uorod[[0d BIEp POAJOAUI SIAIPNJS AIS-NNJAL. SIS IUI[D Jo/pue sedre dryderdood ojdnnu ssoroe yoeordde Jurduwes
aAnejuasaIdal AJ[EBUOHEU & PIAJOAUI SAIPIIS JANEIUISAIADI A[[BUOHEN]; "90UO UL dI10W PIAEIASIP 216 pue sawooino jusweSeuew ured pue uapimgq ured yyoq papnpour sApmS

"SOJIYA\ PUE SYOB[ USOM)OQ SIOULIJJIP JUedIUSIS AJ[BOT)SIe)s ou

d1om 1oy ‘ured ur syudned 100uBd paoUBApE 10 UoneoIpaw ured
onooreu jo uonduosard oy Jururuexd sasAJeur dJeLIBANW U]

JuowaFeuew ured 0} pIeSal Ul SOOUSIQPIP JIUYIQ/[RIORI ON

(60°1-20°1-1D %56 50T =O®)

soruedsIH-uou u10q-§ 03 paredwoo sprordo 9A10991 03 A[oX1]
QIOW 1OM SOIUBASIH U10g-S() 19AMOY “soruedsIH-uou
u10g-§ 0} paredwiod (56'—£80" 1D %S6 ‘16" =d0O®)

spro1do 9A1901 0) AJOYI] SSO] OS[e 21oMm SoruedsIH-uou
110q-USI10] ‘UONIPPE U] "USWOM druedSIH-uou uI10q-SN

01 paredwioo (z6—08" =10 %S6 ‘980 ="dOr) sproldo aa1001 0)
AJo¥1] SS9] 210M udWwoMm druedsiH u10q-ugra1oj ‘sasAjeue pajsnipe
uf ‘soruedsIH-uou u10q-§N 03 paredwos juswogeuew ured

03 pedor ur Jjo

9sI0M 1)Oq

d10M soruedsIy u10q-ugio10§ pue soruedsIH-uou UI0q-ugiaIo

209°6S =N UM
SOI'LT =N ™I are)
LOL9L=N ‘61280 unpy  A30j0ouQ

L¥L =N HOPO/UEISY
0L61 =N ™ouId

NS-NINJA  SANRISIUIUPY  [BUON03S-SS01) [£]] e 10 [onwes

‘Juowodeuew ured 9G9°LT =N OUYA JAnEuasaidar [o1]
0} pIeSa1 Ul SOOUIIYIP OIUYI9/[e1oR] JO SSUIpUL) POXIA 160°€Z =N :[[BIAQ nNpy YO A[[euoneN QANBHSIUIWPY [BUONIIS-SSOID) ‘Te 30 oxoyuId
(66°0-L6'0=1D
%66 ‘86°0 = UdE) SOMYA\ M paredwiod juswaFeuew ured
#ﬁ:e% «(S)says
s3urpuyy urejy ordureg 10)Npy Sumas are) 10 Surjdureg adfyeeg  uSisop Apus 20URIRJOY

(ponunuod) 1 3[qeL,

pringer

Qs



Curr Epidemiol Rep (2019) 6:275-289

280

'SaINJORIj QUOQ SUO[ JO SouTeISIW (IM Sjuoned

10 sprordo o 1d10091 J0J 9OUIJIP OIUY)d/[BIOR] B JOU SAINIORI}
duoq uoj 1o ‘soureisiu ‘ured doeq 10} eIsoS[eue Jo odA) Aue jo
1d19991 10J QOUQIQIIIP OIU)I/[LIORI OU SeM I “10AIMOH (100" > d
‘950"7L) stuaned Ay 03 paredwiod (950°(0S) proido Ue 9A100ax

03 AJoY1] sso a1om syuaned yoerg ‘ersodeue Aue jo uondiosard
ey pue ured yoeq yim sjuoned Suowry JuswdFeuew

LLT=N ‘umowyun
8% =N 19O

L =N PHYM
S6E1 =N “ouId

d

ured 03 p1e391 Ul SOOUIYIP OIUL}Y/[BIRI JO SSUIPUL PIXIIA 19%C =N :][eI9AQ npy  a1e) AouosSrowyg IS J[SUIS  SATBNSIUIWPY [BUONIIS-SSOID) [B 30 UOSBYII]
(0L =d 80'1-88'0 =10 %S6 ‘L6'0="0) siuaned anym
03 paredwoo uoneorpaw prordo Ue 9AIO0I 0} POOYI[INI] JE[ILIS
e pey os[e sjuoned omwedstH (29" =d ‘L1 1-96" 1D %S6 90T =40)
syuoned ayyAy 03 paredwod jusuniedoq AouoSIowy oy ul o[Iym 0891 =N :omuedsiy
uonedipaw ured Aue SUIAIO0AI JO POOYI[AYI] Je[Iwis € pey syuaned CETTL =N PNYM [e7]
omedsty usweSeuew ured 0 p1eSaI Ul SIOUIQPIP OIUYIS/[BIORI ON 090°ST =N :[[BISAQ mpy  a1e) KouaSrowg Mg 9[uIg Aoamg  JeurpmiSuoT [ 10 UOABI)
suaned san Ay s paredwod (L6°0-07'0 =1 %S6 “T9'0 = "dOE)
so1sageue prordo 9A19031 03 AJOYI] SS9 1M sotuedsiH “syuoned LS =N 390
MY\ 03 uosedwod Ut (€8 —/7° 1D %S6 ‘L0 = YOr) JUSWSSasse 11 =N :oruedsry
ured 1se[ € 10 (§9'—[1" =D %S6 ‘9T°0 = YOE) JUSLSSISSE EEVE=N UM aAn
ured Js11J & 0AeY 0} AJOYI] $S9] 219M spuaned yoeqg JuswoSeuew ured 91€ =N oeIg ae) -ejuosardar [oz]
0} preSar ur soiy A\ 03 paredwiod Jjo osiom d1om sotuedsiH pue syoe[g 816€ =N [[BI9AQ ynpy  do1dsop/eAnered AJreuoneN KoAIng [eUONOS-SSOID) TeRe)
€€V =N “1PW0
‘ured feurtiopqe pue ‘uonjednsuod ‘sprpuadde yym syoalqns Fuowe S90L =N ONYM
2081 AqQ pajorpaid j0u 21oM UONEISIUTUPE BISIF[BUE PUE UOISSIUIPE 9761 =N oelg [zl
JO sajey uoweSeuew ured 0) pre3ar ul 9OUIILIIP OIULY/[RIORI ON YTH6 =N :1[BIDAQ ynox  are) Aoudowryg OIS 9[SUIS  OANBNSIUIWIPY [BUONIIS-SSOID) ‘e 30 [[o1ade)
(1000°0 > “6L°0 ="JO) uted 10J pauaaIos 9q 0} SAYA 0} pareduwiod TTI0TT=N M
K[y ss9] Apueorjrudis a1om sjuoned YA oe[g udwadeuew 78€°ST=N porIg [12]
ured 0) pre3a1 ur souyA\ 0} pareduwiod JJo IsI0M 1M SYIB[ $0S‘SYT =N :[[810AQ INpy a1e) Arewg AS-NNA AoAIng [eUONOIS-SSOID)  [e 19 ssaging
(17 =) yuowoSeuew ured
LS =N PPO
TII =N :otuedsiy
spuaned sapyAy s paredwod (66°0-2t'0 \1 %S6 ‘$9°0="JOr) EEVE =N PNYM 9AD)
93xeyosip e ured paptodar ou daey 0} A[ONI] SSI 2I19M SotuedsI 91€ =N oeIg are) -ejuasaxdar
‘uopang ured 10J SOy A\ 03 paredwiod JJo 9sIom d1om sotuedsiyq 816€ =N :[eIRAQ Jnpy  9o1dsopy/eanereq A[reuoneN Kaamg  [euonoss-sso1) [og] Te 10 8D
(10> 605011 =1 %S6) SOMUM
ue 1omo] syutod 97 a10m 1By} Sa109s 9J1] Jo Aijenb [eorsAyd uerpaw
pey pue ured o1UOIYD 219A3S-03-d)eropout Jodar 01 (°£1-79'1 =1D 61 =N 10[0D) JO sjuaned
%S6 ‘1€°S ="40) POOYI[aY] 1aJeaIS pey 10[0D) JO Sjudled UdpINg [9=N =MUM [61] &0
ured 0} p1e3ox ur soiy A\ 0} pareduwiod JJo 9SI0M 919M I0[0)) JO sjudLe] 08 =N :[[eIAQ nox V/N MS-DINA AoaIng [euonods-ssor)  ulyIne o
(90" =a) (9%1°95) seIym SLO=N NUM
03 paredwod (95(°99) A1112A3s Aue Jo ured Aue paprodar syoeg 20 001 =N oeIg a1e) [«81]
‘uopinq ured o) pre3or ur SOIYA\ 0} paredwiod JJo 9SIoM AIoM SNIR[g SLL =N [eIAQ Jnpy  oordsop/eaneredq AMS-NNJA  QANBHSIUIUPY  [BUONIIS-SSOI) T 30 fewey]
(¢ =u) uopinq ureq
.=.€:ox «(S)aus
s3urpuly urejy o[dweg 10 3npy Suipes are) 1o Surdureg adfyereq  uSisop Apmg 20UAIJOY

(g7 = u) sarpms JuowdSeuew ured pue uoping ured paje[or-100uLd-UON ¢ 3|qel

pringer

Qs



281

Curr Epidemiol Rep (2019) 6:275-289

'SOJELIBAOD QIO pUE
‘smyejs-Aanfur ‘o3e ‘[oad]-ured 1oy Suljonuod Io)e SHS JO SAINSBIW

%1€ YO

T1e ssoxoe syuaned g we (18°0-99°0 =10 %56 *€L°0="JOr) %EYT AoRId oA
udyo ss9[ sprordo paquosaid arom syusned yoelg “JuoweSeueu 9%9°7L MY -gjuosaidor [1€]
ured 0} preSor ur soNYA 0} poredion Jjo asI0M dIoM SR | €9t PRL E]T =N ‘[[EI0AQ npy  a1e) AouoSiowryg A[reuoneN AoAINg  [BUONOIS-SSOID) ‘e 32 Jukor
‘syuonjed ayA\ 03 pareduwiod eIsaS[eur dAI01 03 AN
$9] A1oM (61°0-00°0 =D %S6 T0'0 ="40) sdnoid orurpo/eroer
Toypo woxy syuoned pue (L8'0-¢7'0 =10 %S6 ‘€v'0="YO) siuened
yoerg ‘ured 21040s Yim syuoned Suowry (18°0-81°0 ‘1D %S6 [ TPE69T =N YO
‘8€°0 “IO) O1S9T[BUE SNOIBU B IO (L8'0—EH 0 =1D %56 *19°0 =UO) 1C€9°9L9°T = N :otuedsty
o1sa3[eue Aue 9A10921 0} syuaned YA\ Uey) AJONI] SSof a1om syuaned (SSL'806°T =N oe[d oAl
yoelg uowoSeuew ured o) predor ur soyyAy 03 paredwod Jjo [SPO'E8T Y = N IIM -eyuasardar [og]
as10m d10m sdnoi3 oruye/[eroel 1Yo woiy syuaned pue syuaned yoeg PLLLET'8 =N “T[EIAQ ynox  are) AouoFiowg A[reuoneN AoAINg [EUONOIS-SSOID) [ 9 uosuyof
‘syuoned orewd) oruedsiy Suowe uey) (G¢¢—1°€=1D
%S6 HT € =Y0) siuened deway Ay pue (07 €-81°¢ =10
%56 67 € =40) siuoned o[ewdy yoe[g Suowe 1oySIy sem asn 0ST9IT =N 1oy0
prordo pue (6 T-€8°T =10 %56 88’1 =4O PUe LI'T-S0'T=1D 608°9L =N :oruedsI
%S6 ‘11°C="40) SoruedsIf d1om uer) sprordo oA1201 0} A[o3I] €SH'RIT=N RId
arowr 201m) A[jewunrxordde arom syuaned yoeg pue A\ syuaned 80T 08F =N PUYM [6z] TR 10
yoeg pue MYA\ 03 paredurod Jjo osiom a1om syuoned oruedsiy 0ZL 168 =N :I[BIAQ npy a1e) ey AS-NNJA  QANBHSIUIWPY [BUONOIS-SSOID) welnyeues
(10=d
‘06'0-€7'0 =10 %S6 ‘790 ="YO) Isi[eroads ured e 0} pardjer
9q 03 syuaned ayyA\ ueyy K[| SS9 AppueoyTudis arom syuaned
3orIg (100" >d '80°0 01 91°0 =10 %S6 ‘T1°0 —= ¢) siuaned g
10} uey) syuoned yoelg Joj syuounurodde areo Arewnd jo oFejusorod €ST=N JorIg
JOMO] B UI pajuawinoop sem ured ‘sojyap 03 paredwo)) Juswogeueu 9991 =N NYM [87] Te 10
ured 0) pre3ar ur souyA\ 0} pareduwiod Jjo 9s1om 1M SYIr[g 6681 =N :[[eI0AQ Inpy a1e) Arewtg OIS O[SUIS  QANRNSIUIWIPY  [eUIpMISUO] uuewISNeHq
(L80=d %ET~) S10T oAl
ur synpe AIYAN Jo ey 03 zerurs 219m suondirosard prordo Suraredar -ejuasardar [L2]
s)npe yoe[g JuswoSeuew ured 0) pIeSal Ul 9OUIIP OIUII/[BI1oRI ON - npy Kuy AJTeuoneN AoAING  [BUONOIS-SSOID) ‘[ 30 UOSLLIBH
(607900 =10 %S6 ‘T0="40)
syuoned AIYA\ 03 9ATIE[aI SPIOTdO 9ATI0AT 03 AJOYI] SSI[ QIoM %G1 IOYIO
syuaned yoelq ‘ured a10A9s yum syuoned Suowe pue (8°0-20°0 =1D 9%]1°€ URISY
%66 ‘1°0 =JO) siuaned ayyay uey) ersag[eue Aue 9A1001 %88 MYM oAl
0} A[oY1] SS9 21om ured ojeropowt Yim sjuaned yoe[q JudwoTeuBw 9,9'98 oeIg -ejuasaxdar [«92]
ured 0} pregar ur S 03 pareduiod Jjo as10M a1oM SYOB[E | UOI[[IW H6°) = A :[[eIOAQ pnox  are) Aouadiowyg A[reuoneN AoAIng  [BUONOS-SSOID) ‘Te 30 [eA0D)
[8=N -19YIO
9L =N -UeIsy
"SJUOPISAI YA\ 03 paredwod o1sagdfeue uonduosard €6 = N omuedsig
© 0AT0001 0) A[oI] sso] a1om (0T €—CT T =10 %S6 “L6'T = O) UeIsy L9ET =N 3orld oAl oAy
10 (6€1-€0°'T =1D %S6 0T’ =JO) OBl oM Oy SJUSPISL STV E1 =N ONum -ejuosaidor “ensIuupy [s2]
Qwoy SuIsInN ‘SHYA\ 0} pareduiod JJo 9SI0M dIe SURISY PUB SYOB[g 97S‘8T =N :[e10AQ npy Qwoy Sursiy A[reuoneN {AoAING  [BUOINOIIS-SSOI) ‘Te 10 urej
.=.€=o> «(S)as
s3urpuyy urejy odweg 10 )npy Surpos are) 1o Surpdureg adfyeeg  uSisop Apmis 20URIRJOY

(ponunuod) g 3[qeL,

pringer

Qs



Curr Epidemiol Rep (2019) 6:275-289

282

‘sofew YA\ 03 paredwoo

LLE'S9 =N 0WO
€L1°699 = N :oruedsiy

(100> d :€£°0-CTL'0=1D %56 ‘TL'0 =YO) sprordo 210001 T8S°9SE =N SHSIA Jorlq 9AD)
0} A[oYI] SSI] d10M I0[0)) JO S)UANRJ "SI[BW AIYA 0} pareduiod POLSES T =N MYM -ejuasaxdar [g¢] Te 10
JuowoFeuew ured 0) p1e3a1 UI JJO 9SI0M AI9M JO[0)) JO SHudNEe] 9T6°TTY T=N ‘[[ERAQ Jnpy  are) AouoFiowrg A[reuoneN Aoammg  [eurpmiSUOT  WOO[QUSOY
‘suerorsAyd
sumdIpaw A[rwey/souonnoeld [eI0UoS pue ‘OuIdIPOW [BUINUL
‘A30]000UA3 pue soLyRIsqo ur sjsierdads jo syuaned Suowre 10jeaI13
19 SOUBIIIP 301 33U, “(¥6'0-88'0 =1D %56 ‘16'0="d0)
SOLIBIOIJAUA] AYAN 0} paredwod uonduosaid proido ue [ 8SH°SL =N orlg
0} AJOY[1] SSO] 910M DN UI SOLIBIOIJAUq PIEOIPIIA] OB JudwoSeuet L616Y =N DMYM [er€]
ured 03 pre3a1 ur soYAN 01 paredwiod JJo 9SI0M AIOM SyoRg 8SHSL =N :[[BIAQ Inpy Yo AS-NINJA  SANBNSIUIWIPY  [BUONIIS-SSOID)  “[e 19 Jem3ury
-0d&y uerorsAyd pue ‘oFe ‘Goueinsur se yons €T80TI‘8ET =N 1oyI0
SOJRLIEAOD JOU}O JOJ SUnUNOdIL JYe ‘soruedsiH-uou 0} pareduwod $99779°7S = N :omuedsiyq
prordo ue paquiosard 99 0} (96'0—Lt'0 =12 %S6 *L9'0 =YOB) 9EI°ELTTO9 =N PIMIM aAn
K[y $s9] a1om ured oruoryd Juniodar soruedsry soruedsiH-uou 0€0°786°€9 =N oelg -ejuasardar
0 pareduoo juotdSeuew ured 0) presar Ul o 9SI0M AIoM SIIURdSIH | 06Z°S0T 069 =N ‘[[EIAQ INpy are) Arewig A[reuoneN AoaIng [euonoss-ssor) [9¢] e 1o nsey
‘ured jeon o) e1sad[eue Aue jo 3d1ooar ur punoy
QIOM SOOUQIYJIP OIUY)S/[BIdRI OU IIAMOY “(68°0—09°0 =1D %56
‘€L°0="40) sprordo oA12021 03 A[oYI] SSO[ 21oMm syuaned ooel yoe[g
Jo uonzodoxd Y31y e yum spepdsoy ur pojear) UaIp[Iyo ‘uonippe
U "udIp[IYd YA\ 03 pareduwiod sprordo oA190a1 03 AJOYI[ SSI] dIoM oAl
(68'0-€S°0=TD %S6 ‘69°0 = YO) UIP[IY0 Yor[g IUSdTeULW -ejuosardor [s¢]
ured 0) p1eSa1 ul SOOUAIQPIP OTUYI/[BIORI JO STUIPUL} PIXIIA] - (E81°LT=N ‘[[eI9AQ0 pnox  are) Aouddowyg A[reuoneN KoAIng eUONOIS-SSOID)  [B J9 Ajoosey
(€0 =d 79T-50'T =10 %S6 €9’ =¥0)
wool A19A0031 oy} Ul sproido “A'T SulA1e021 Jo sppo paisnipe 1oysiy
9%¢€9 © pey 100D JO syuaned P[IYo ‘sisA[eue ajerreAnnw uy (¢o' =d
TTHOT=1D %56 ST =0 ‘%T € ULIP[IYO AJLIOUIL SA %GHT)
UDIP[IYO NYAN 119y} uey) eisoS[eue prordo ‘A'T 9A101 03 AJy1] TS1 =N :10[0D) JO syuaned
QIOW 319M 10[0)) JO sjuane  p[iy) Juswedeuew ured o) predar 619 =N OMIM [¥€]
ur 10[0)) JO syudned PIIYo 0} paredwod JJo 9SI0M T8 UIP[IYD YA ILL =N :I[BIAQ YINOA a1Vl 9IS J[SUIS  SANBHSIUIUPY  [BUONIIS-SSOID) ‘Te 30 neN
‘siuoned g 03 pareduwod (¢¢0" S ‘8¥1°0—=¢)
ured 3joeq pue (120" 4S ‘€90° — = ¢) uted [eurtuopqe 10y sprordo
QAT1921 0 sjuaned oy AN uey) Ao SS9 a1om syudned oruedsiy
‘Aprejrutg syuened YAy 0} paredwoo (Geo" :FS ‘1L'0—=¢) 789 =N :otuedsiy
ured >oeq pue (0g0" :4S ‘090" —= ¢) ured [eurwopqe 1oy YOLY =N HYM 9AT)
sprordo 9A19001 03 A[oY1] sSo] 21om sjuaned yoelg uowaFeuew ured 769 =N Joelgd -eyuasardar
0} p1ega1 ur s AN 0} pareduwiod Jjo 9SI0m 9Iom SOTURdSIH pue syoe[g €819 =N :[[eI0AQ INpy e Arewg A[reuoneN KoaIng euonods-ssor)  [«c€] e 10 A
‘prordo ue uey) 1oyer surorpaw ured prordo-uou
e AJuo SurA10a1 Jo syuaned YA\ 03 oAne[aI (L1°¢-ST1=1D oAl
%66 ‘66'1 =M0O) SpPpo Ioyeard pey sjyuoned yoe[q JuswoSeuew -9T6°9L9°68€ =N -gjuosardar
ured 0 pre3a1 ur soYAN 03 paredwiod JJo 9SI0M AIOM SoR[g {[[eIOAQ npy  a1e) AouoSiowryg A[reuoneN Aoang [euonods-ssor)  [zg] e 10 097
.=.€=o> «(S)as
s3urpuyy urejy odweg 10 )npy Surpos are) 1o Surpdureg adfyeeg  uSisop Apmis 20URIRJOY

(ponunuod) g 3[qeL,

pringer

Qs



283

Curr Epidemiol Rep (2019) 6:275-289

(19p[o

pue 1) syuedionred Jnpe Jo pasuduwods Ajurewtid a1om Jng ‘YINOA SWIOS IpNOUT ABW SIAIPMYS NPV, AWOS *(GZ—8 ) SIUISI[OP. SUNOA 10/PUE (/ [—()) UIP[IYO O} PAJTUI] A[OAISO[OXD 2IOM SIAIPMNYS  INO, ?v._._.

yoeoidde Surjdwes oanejuosardor A[jeuoneu & 9AJOAUI JOU PIP NG ‘O)S OIUI[D J[SUIS & WL UOHOIJ[[OI BJEP PIAJOAUI SAIPMYS A)IS-[SUIS

yoeoxdde Surdures oanejuaesardor A[Jeuoneu & 9AJOAUI JOU PIP INq ‘SIS JIUIO Jo/pue seare dryderSoad ojdninur wioxy Uorod[0d BIEp POA[OAUT SAIPNYS ANIS-NIA

SIS o1uI[d Jo/pue seare d1yderSo0a3 ordnnw ssoide yoeordde Surjdwes sanejussardar Ajeuoneu & poAJOAUT SAIPNIS dANEIUASAIdAI AJ[RUOneN 4

ordwes Jo umopyeaiq [eroer 10 dzis sjduwes 1oy AJ10ads jou pig—

20u0 uey drow pakedsip dxe pue sawoomno juewegeuew ured pue usping ured yloq papnjoul SAPNIS

SUSIA pojySIomup)

UMOPEIQ JIUYJ3/[BIORI PUE SYISIA PAYSIoM Pajewns |

“eISag[euR 9A12021 03 sjuaned YA\ Uel)
131 $9] 910M (08°0-01°0 =1D %S6 ‘6T°0 ="40) PIPI0dI 21008

ured € oI pue (00'1-€€°0) =1D %S6 ‘LS'0 =YO) papiodar 9YC=N 1O
21095 ured € yym syudned oruedsIy ‘A[Te[iuIS “eIsag[eue 9A1903I 0} 008 =N :otuedsiy
sjuoned oIy Ay wet AT $S9] 210M (Z6—60" =1D %S6 ‘ST°0 =YO) YYC=N ‘UBISY
papi100a1 01005 ured e oy pue (16°0-€€°0 =10 %S6 ‘$S'0="40) [66 =N -oeld
PapI10931 2109s ured & yim syuoned yoerq JuswaFeuew ured 669€ =N PNYA [o¥]
0} p1ega1 ur s AN 0} pareduwiod Jjo 9sI0m 9Iom SOTURdSIH pue syoe[g 86£9 =N :[[BI9AQ Jnpy  are) AouoFiowrg AIS-BINJA  QADBHSIUIWPY  [eUIpmISuo| ‘Te 30 unox
'SQUO0)S AQUPIY JO SAINJOBI] ‘SAUYOBL}00)
10§ 231eyostp Je uonduosaid prordo 103 pajsixo AjuredsIp oruyo,/[eroel
OU “I9AOMOH “(88'—CS" =10 ‘L9"="dO) ured [eurwopqe pue
(0L =Ly =10 ‘LS =g0) ured oeq 10§ SPSIA (I SuLMp dF1eyosIp oAl
je uondirosaid prordo 9A19031 03 SANMYAN O} SAE[I A[ONI] SSI AIoM -gjuosardar [6€]
syoe[q JuswoFeuewr ured ur soniredsp o) preSor ur SSUIpU PAXIN -~ 00Z°00€ €9 = N :[[BIPAQ npy  a1e) AouoSiowryg A[reuoneN AoaIng [euonods-ssor) e 30 [eysulg
.=.€=o> «(S)as
s3urpuyy urejy odweg 10 )npy Surpos are) 1o Surpdureg adfyeeg  uSisop Apmis 20URIRJOY

(ponunuod) g 3[qeL,

pringer

Qs



284

Curr Epidemiol Rep (2019) 6:275-289

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-
vored Whites 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

@ Springer

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 Carolina Medicaid 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 and management 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 to Whites. 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) as well 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 growing more rapidly among People of Color relative
to Whites [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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Table 3 Recommendations for

advancing equity in pain Cancer pain (1a) Maintain and improve access to opioids for all cancer patients.
management (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 (2a) Address racial/ethnic inequities in pain assessment, encourage non-opioid prescribing as
pain 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.

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 (la) 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.
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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 were more 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 ineg-
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. As more 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
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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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