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It is widely understood by those who study the subject that pain is significantly undertreated in the United States. This is true for all kinds of pain, including acute pain, chronic pain from cancer, chronic nonmalignant pain (CNMP), post-operative pain, and various other manifestations of pain. The reasons for this undertreatment are complex, having to do with the healthcare system, insurance coverage, legal and regulatory issues, views on the virtues and vices of analgesics – particularly opioids – and perceptions about pain itself. The difficulty of addressing these issues is compounded when variables of race, ethnicity, and gender are entered into the equation.

A clear preponderance of the medical literature indicates that people belonging to racial and ethnic minorities are, on average, significantly less likely to receive treatment for pain, including opioid therapy, compared to non-Hispanic White people.28-32 The reasons for this difference are manifold. Putting aside those reasons cited above – which are, to some extent, applicable to patients of all races and ethnicities – one is still faced with an issue that defies easy categorization. Which does not mean that the subject is beyond comprehension, or cannot be dealt with; it does mean that it may manifest in multiple ways at the same time, and cannot be simply attributed to societal racism. To be sure, racism plays a role, but it would be inaccurate and counterproductive to describe all instances of undertreatment of racial and ethnic minorities as a consequence of bigotry.

Studies that have sought to measure the degree and nature of undertreatment for pain in minority populations are revealing, if not entirely revelatory, of the diversity of the issues involved. Numerous studies, a majority conducted in emergency medicine settings, have shown that African-Americans and Hispanics are less likely to receive analgesia for pain than Whites. A typical cross-section of such studies may be seen in a recent review by Bonham that looked at eight separate studies of prescribing of analgesic medications in different settings.28 Three of the studies dealt with emergency department pain treatment, two of the studies looked at treatment for cancer pain, two studies addressed post-operative pain, and one study looked at treatment for low back pain. Of these eight studies, six found significant undertreatment of pain in minority patients. Of the two studies that found no difference in treatment, one occurred in an emergency department and the other dealt with low back pain.

Details of these studies suggest that several forces were at work. Perhaps most obvious was the notion that some physicians hold stereotypical views of racial minorities that causes them to underestimate pain in these patient populations. More subtly, differences in treatment may result from poor communication between physician and patient, in which racial or ethnic difference may play a role, but in which racism itself is not the guiding factor.28 Differences in race and ethnicity may create cultural barriers between physician and patient; this may simply be a lack of familiarity or comfort level, or it may manifest as a sense of not being understood. Of course, these feelings can come from either or both parties. Even a small degree of discomfort, or an inability to accurately read verbal cues or body language, can contribute to a less engaged relationship between physician and patient.28 Such disengagement is likely to have an impact on treatment. It is not hard to see that physicians are more likely to pay greater attention to, and be more engaged in the treatment of, patients with whom they feel a closer connection. This issue may be regarded with some optimism, since physician behavior is more likely to be modifiable if effective communication is the problem rather than racial bias.

	
To be sure, differences in race and ethnicity are not the only grounds for poor communication between physician and patient. Differences in socioeconomic status can also be a strong influence on communication, and patients with fewer economic resources are known to receive poorer medical treatment in general, and are more likely to be undertreated for pain, than those with greater resources. Since members of some racial and ethnic minorities are, on average, more economically disadvantaged – and possess, on average, a lower level of education – multiple social forces may be at work in lessening the quality of medical treatment.28 

It is important to note that different approaches to studying the impact of race, ethnicity and gender in treatment for pain have yielded different results. A recent study by Tamayo-Sarver et al employed a survey, delivered and returned by mail, to evaluate emergency physicians' inclinations toward prescribing opioids in hypothetical pain presentations.33 The survey used three different vignettes, alternating the race and ethnicity of the patients, to see if treatment recommendations would vary. Race and ethnicity was conveyed by using identical color photographs of the areas of complaint – ankle, back, and head – in which skin tones were digitally altered to suggest a patient was African-American, Hispanic, or White. Patients names were supplied that would further cue racial/ethnic background (e.g. Shaquil Robinson, Luis Martinez, Sean O'Connor). Results of the survey, in which 2872 physicians participated, showed no significant difference in inclination to prescribe opioids based on race or ethnicity. Knowing that a patient had a higher-prestige occupation or a primary care provider increased the likelihood of an opioid prescription to a small degree.

A similar survey of 111 primary care physicians was conducted by Weisse et al to establish differences in pain treatment for patients of different race, ethnicity, and gender.34 Of those physicians surveyed, 55% were male, 79% were white, 13.5% were of Asian descent, and 2.7% were African-American. No overall difference was seen in decision to treat or in maximum permitted doses on the basis of ethnicity, race, or gender. There were, however, differences in treatment. In hypothetical kidney stone pain, male doctors prescribed twice as much hydrocodone for White patients as they did for African-American patients, while female doctors did the opposite, prescribing twice as much hydrocodone to African-American patients. For hypothetical back pain, male doctors prescribed twice as much hydrocodone to male patients versus female, and female doctors prescribed twice as much hydrocodone to female patients versus male patients.

These surveys may be seen to have a certain advantage over studies of prescribing behavior in clinical settings in that they eliminate some of the variables that might tend to skew results. By using identical photographs with only skin tone altered, the Tamayo-Sarver study would appear to even the playing field and eliminate the inconsistencies and variables inherent in particular patient interaction. Indeed, such studies may have a lot to say about the pervasiveness of outright racism in physician behavior. But by eliminating the patient interaction factor, these studies risk missing a central cause of treatment inequity: flawed physician-patient communication.

While many studies have revealed a disparity in pain treatment among different racial and ethnic groups, much work needs to be accomplished in addressing the issues that such studies describe. Taking note that the problem exists is no doubt helpful, but ultimately strategies must be consciously created to overcome such disparities. For example, development of pain assessment measures which take into account cultural and linguistic differences in patient populations could help bypass some of the communication issues that currently hinders proper diagnosis and treatment. Similarly, intervention strategies based upon an understanding of the various factors – racial, ethnic, cultural, gender, economic – associated with treatment disparities would go a long way toward closing the gap in quality of care for all patient populations.

	
References
28. Bonham VL. Race, ethnicity, and pain treatment: striving to understand the causes and solutions to the disparities in pain treatment. J Law Med Ethics. 2001;29(1):52-68. 
29. Smedley BD, Stith AY, Nelson AR, eds. Unequal treatment: confronting racialand ethnic Disparities in Health Care. Washington, DC: National Academies Press; 2002. 
30. Green CR, Anderson KO, Baker TA, Campbell LC, Decker S, Fillingim RB, Kaloukalani DA, Lasch KE, Myers C, Tait RC, Todd KH, Vallerand AH. The unequal burden of pain: confronting racial and ethnic disparities in pain. Pain Med. 2003;4(3):277-294. 
31. Calvillo ER, Flaskerud JH. Evaluation of the pain response by Mexican American and Anglo American women and their nurses. J Adv Nurs. 1993;18(3):451-459. 
32. Todd KH, Samaroo N, Hoffman JR. Ethnicity as a risk factor for inadequate emergency department analgesia. JAMA. 1993;269(12):1537-1539. 
33. Tamayo-Sarver JH, Dawson NV, Hinze SW, Cydulka RK, Wigton RS, Albert JM, Ibrahim SA, Baker DW. The effect of race/ethnicity and desirable social characteristics on physicians' decisions to prescribe opioid analgesics. Acad Emerg Med 2003;10(11):1239-1248. 
34. Weisse CS, Sorum PC, Sanders KN, Syat BL. Do gender and race affect decisions about pain management? J Gen Intern Med. 2001;16(4):211-7.


