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would like for them to know that I am in pain or
this part of my body hurts or the other part hurts
— that I am not lying about it. To examine me

and to cut down on the pain…. And help me out.1

Patient with Sickle Cell Disease,
Focus Group Participant

Pain in the United States is widely recognized to be
undertreated; however, the capacity to treat pain has never
been greater.2 The causes of this undertreatment are varied.
As we focus on pain and why it is too often ineffectively
treated, we also discover that this undertreatment afflicts
some more than others. What divides the some from the
others isn’t limited to one factor, but one particularly dis-
turbing factor is race and ethnicity. Racial and ethnic minor-
ity populations are at higher risk for oligoanalgesia, or the
ineffective treatment of pain. Only through further study of
the differences in pain treatment based on race and ethnicity
can we develop strategies to reduce the disparities in care.

Racial and ethnic disparities in health care in the United
States have received greater focus in the last ten years than
any time in our history. Numerous studies have revealed that
racial and ethnic minority groups often receive different and
less optimal management of their health care than white
Americans. Research studies have identified inequalities in
the treatment of black Americans for early stage lung can-
cer,3 ischemic heart disease,4 and access to invasive cardiac
procedures5 as well as cadaveric renal transplantations.6 Stud-
ies have shown that a patient’s race has a substantial effect
on the treatment provided and the mortality rates among
Medicare beneficiaries7 and veterans.8

Scholars have concluded that persistent racial dispari-
ties in access to health care and treatment result from un-
equal health care that is the legacy of a racially divided health
system.9 In October 1999, the Henry J. Kaiser Family Foun-
dation published a comprehensive review of the literature on
racial and ethnic differences in access to health services from
1985 to 1999.10 This major study did not, however, include
a review of racial and ethnic differences related to pain treat-
ment. It is time that this occurred.

This paper has three aims. It will (1) review the pub-
lished literature on disparities in the treatment of pain based
on race and ethnicity; (2) outline what may be some of the
causes for disparities in pain treatment; and (3) provide sug-
gestions for future health-services research regarding the causes
and solutions to pain treatment disparities.

Biological and cultural disparities in pain?
People interpret and react to health symptoms, including pain,
based on their life experiences and their cultural norms.11

Numerous anthropological studies have been conducted on
differences in the perception of pain based on culture, race,
and ethnicity.12

The 1969 seminal study by Mark Zborowski, People
in Pain,13 is a comparative study of the role of cultural
patterns in attitudes toward and reaction to pain. Other
anthropologists and sociologists have expanded on
Zborowski’s work. Subsequent studies have included vari-
ous racial and ethnic groups;14 the studies, however, are
not without limitations.15 Some of the studies demonstrated
significant racial and ethnic variation in baseline pain
threshold and/or tolerance.

A second body of literature involves experimental stud-
ies in which subjects are exposed to pain stimuli and the
pain responses of the different racial, ethnic, and cultural
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groups are studied.16 These studies have not found differ-
ences in the ability to discriminate painful stimuli of a neu-
rosensory basis based on race and ethnicity.17 Researchers
will continue to look for biological and cultural differences
in the perception of pain, but we must also study actual
clinical treatment and investigate the differences that have
been documented there.

A SUMMARY OF THE LITERATURE

The studies chosen for this review were published in peer-
reviewed journals indexed in the bibliographic databases,
MEDLINE18 and HealthSTAR.19 The databases were
searched for articles published in the United States between
July 1, 1990 and June 30, 2000 using the following search
words: analgesic, pain, ethnicity, race, and treatment.

A total of 472 articles were identified. Reviewing the
references cited in the selected articles provided additional
articles. Eight published studies that had a primary objective
to investigate differences in pain treatment were then se-
lected for this literature review. Table 1 provides a summary
of each study, including author and publication source, study
population and location, research question, methodology,
results, and limitations. In the discussion below, the studies
have been divided by type of health-care setting (emergency
department, inpatient post-operative care, and nursing home)
and by type of pain (long bone fracture pain, cancer pain,
and other types of pain).20

PAIN TREATMENT IN THE EMERGENCY DEPARTMENT

The emergency room used to be the worst part of
my going to the hospital; the nurses didn’t under-
stand, the doctors didn’t understand, they do all
this questioning. They wanted to know why the
medication was not working? Why you are still in
pain? If you are crying, why you are crying; if you
are not crying, how can you be in pain? If you are
laughing or talking, it is mental. Really you are
not only experiencing your pain — the crises you
are going through — but you are experiencing other
peoples’ opinions and feelings; that makes it worse.
Dealing with your crisis and dealing with some-
one else who comes into your room to tell you
that you can do this or, if you are doing that, some-
thing else is wrong. It’s better for them to keep
their opinions to themselves and just treat you.21

Patient with Sickle Cell Disease,
Focus Group Participant

The lack of an established patient-physician relation-
ship in an emergency department may increase the influence

of physicians’ stereotypes of patients and, consequently, the
failure to properly treat pain. Four studies were reviewed in
which the clinical setting was the emergency department.

Long bone fracture pain

Todd, Samaroo, and Hoffman
Todd, Samaroo, and Hoffman published, “Ethnicity as a
Risk Factor for Inadequate Emergency Department Anal-
gesia,” in the Journal of the American Medical Associa-
tion in 1993. The objective of the study was to determine
whether Hispanic patients with isolated long bone frac-
tures are less likely to receive emergency department an-
algesics than similar non-Hispanic white patients.22 This
retrospective cohort study is important because it is the
first article published in the Journal of the American Medical
Association to analyze disparities in pain treatment due to
one’s ethnicity. The study has stimulated other research-
ers to conduct similar studies (with a similar study de-
sign) with different populations.

The study found that Hispanics with isolated long
bone fractures were twice as likely as similar non-His-
panic whites to receive no pain medication in the emer-
gency department. Fifty-five percent of Hispanics received
no analgesic, as compared with 26 percent of the non-
Hispanic whites. The relative risk of receiving no analge-
sic was more than twice as great for Hispanics compared
with non-Hispanic whites. Controlling for specific
covariates, such as patient characteristics (sex, language,
and insurance status), degree of injury severity (admis-
sion, open fracture, and reduction), and factors associated
with potential presentation (concurrent ethanol intoxica-
tion, time of presentation, and occupational injury), did
not substantially change the relative risk.23

Todd and colleagues concluded that one possible expla-
nation for the differential analgesic use relates to a failure on
the part of physicians, and perhaps other staff members, to
recognize the presence of pain in patients who are culturally
different from themselves. They also concluded that it was
unlikely that the underuse of analgesics in Hispanic patients
occurred because these patients felt less pain than did the
non-Hispanic white patients.24

The study is limited by its sample size of 139 patients —
specifically, 31 Hispanics and 108 non-Hispanic whites
— who were diagnosed with isolated long bone fractures
and treated at the UCLA Emergency Department between
January 1, 1990 and December 31, 1991.25 Nonetheless, the
study begins to unravel the causes of the disparities in pain
treatment based on race and ethnicity: What is the role of
language and physician-patient communication in the differ-
ences in pain treatment based on ethnicity? Is the issue of
disparity also a function of education, income, and status?
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Todd, Lee, and Hoffman
A 1994 published study by Todd, Lee, and Hoffman ana-
lyzed whether physicians’ estimates of pain severity were
influenced by a patient’s ethnicity.26 This companion study
to Todd’s 1993 study27 was a prospective analysis of the doc-
tors’ medical judgment of pain severity at the time the pa-
tients were seen in the emergency department for medical
care and pain treatment. The study did not investigate the
actual treatment of pain28 (see Table 1).

They found that there was no difference between physi-
cians’ assessment of pain for white and Hispanic patients.29

In the context of the body of research of treatment differ-
ences in pain based on perception, communication, and cul-
ture, this study is important for its finding of no difference in
how physicians assessed pain based on ethnicity.30 Todd and
colleagues commented: “Thus the unequal use of analgesics
we observed in our original study is not explained by physi-
cians’ inability to assess the pain experience of Hispanic
patients, assuming that physicians in this study do not be-
have in a fundamentally different way from the very similar
group of physicians whose behavior was the subject of the
previous study. Another possible explanation of the discrep-
ant treatment pattern is straightforward bias by physicians
who are equally aware of pain in both ethnic groups, but less
interested in treating it when patients are Hispanic.”31

Is physician behavior based on stereotypes and discrimi-
nation the cause of the disparity? What Todd and colleagues
in the 1994 companion study did was to confront the ques-
tion of physician bias in pain treatment. They presented data
in support of the position that physician bias and discrimina-
tion are factors in the disparity of pain treatment based on
ethnicity.

Karpman, Del Mar, and Bay
In 1996, Karpman, Del Mar, and Bay conducted a study
to replicate the study by Todd and colleagues in 1993.32

The study, titled “Analgesia for Emergency Centers’ Or-
thopaedic Patients: Does and Ethnic Bias Exist?,” was pub-
lished in Clinical Orthopaedics and Related Research in
1997. The objective of the study was to determine if a
correlation existed between the race and ethnicity of the
patient and the amount of analgesia administered to re-
duce pain related to a long bone fracture.33 The study was
conducted in a community hospital in Phoenix, Arizona.
The community surrounding the facility had been histori-
cally diverse both ethnically and racially, with a majority
of the residents Hispanic.34 The study included both an
adult and pediatric cohort of patients. The adult cohort
consisted of 84 patients (29 Hispanics and 55 whites) seen
between January 1, 1992 and December 31, 1992 for iso-
lated long bone fractures requiring a closed reduction.

Karpman and colleagues found that 44.8 percent of the
Hispanic patients and 43 percent of the white patients re-

ceived no analgesia. The relative risk of Hispanic patients
not receiving analgesia was not significant. Their findings
indicted that 55.2 percent of Hispanic patients and 56.4 per-
cent of white patients received analgesia. Analysis of high
versus low dose for those who received analgesia also indi-
cated no statistically significant differences (50 percent of
Hispanic patients and 32.3 percent of white patients received
the high dosage).35 The study did not confirm the findings of
the 1993 study by Todd and colleagues,36 but found that His-
panics were not likely to be undermedicated for fracture
reduction at that facility.37

Karpman recognized that the study’s small sample size
of 84 adults was a limitation of their study,38 which was
smaller than the sample size in Todd’s 1993 study.39 Karpman
and colleagues concluded that the health-care facility’s di-
versity might account for the differences found between this
study and Todd’s.40

This study directly raises the question of whether the
type of facility and the patient populations there influence
the treatment of pain. Does it make a difference where the
facility is located and the demographics of the patients who
are typically treated there? Does it matter if the facility is a
large urban academic health center, a community hospital in
an ethnically and financially diverse neighborhood, or a com-
munity hospital in an upper socioeconomic neighborhood
with limited ethnic and racial diversity? This study identifies
the type of health-care facility and its geographic location as
important variables in investigating the disparities in the treat-
ment of pain based on race and ethnicity.

Todd, Deaton, D’Adamo, and Goe
The most recent study published as of June 30, 2000 on race
and ethnicity as variables in pain treatment is a January 2000
study published by Todd, Deaton, D’Adamo, and Goe, titled
“Ethnicity and Analgesic Practice,” in the Annals of Emer-
gency Medicine.41

The objective of this study was to determine whether
black patients with extremity fractures were less likely to
receive emergency department analgesics than similarly in-
jured white patients. The study builds on Todd’s 1993 study
of Hispanics at the Southern California Academic Center in
the city of Los Angeles.42

The study was a retrospective cohort study at an urban
emergency department in Atlanta, Georgia. Emergency de-
partment records were reviewed for a forty-month period
(September 1, 1992 through December 31, 1995) to identify
all black and white patients discharged from the emergency
department with a diagnosis of isolated long bone fracture.43

The study consisted of 217 patients, of whom 127 were black
and 90 were white. The study found that the white patients
were significantly more likely than black patients to receive
analgesics (74 percent versus 57 percent, p = 0. 01) despite
similar records of pain complaints in the medical record.
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The risk of receiving no analgesic while in the emergency
department was 66 percent greater for black patients than
for white patients.44 The researchers stated:

We have previously examined health profession-
als’ ability to assess pain in different ethnic groups,
by testing physicians’ skill in estimating pain se-
verity among Hispanic and white patients with
extremity trauma. Although disparities between
patient and physician pain scores were noted, they
were identical for the two ethnic groups. This
implies that any ethnic disparity in analgesic pre-
scribing could not be attributed to differences in
pain assessment. We are left then, with the final
step, the physician’s decision to administer anal-
gesics. Our findings suggest that patient ethnicity
affects decision-making independent of objective
clinical criteria. Beyond this, we have no specific
data to shed light on the reasons physicians order
analgesics less frequently for minority patients than
for white patients.45

This study replicates Todd and colleagues’ original
work with a different population. The findings conclude
that disparity in the treatment of pain for long bone frac-
ture in an emergency room is different based not only on
the ethnicity of the patient, but also on the race of the
patient. Being black is just as significant a factor as being
Hispanic in receiving different pain treatment from white
patients. The study also shows that disparity of pain treat-
ment based on race and ethnicity occurs in different geo-
graphic areas of the country. Seven years after his first
study, Todd and colleagues require us to confront empiri-
cal evidence of continued disparities in pain treatment in
the emergency department based on race.

PAIN TREATMENT OUTSIDE THE EMERGENCY DEPARTMENT

Cancer pain
In 1994, Cleeland, Gonin, Hatfield, and additional colleagues
published a multicenter study in the New England Journal of
Medicine that found that outpatients with cancer who went
to clinics that served ethnic and racial minority patients were
three times more likely to be undermedicated with analge-
sics than were patients in other settings.46 The percentage of
patients indicating inadequate analgesia was significantly
higher in community clinical oncology programs that treated
predominantly black and Hispanic patients than in univer-
sity cancer centers and community-based hospitals and prac-
tices. Also, black and Hispanic patients were more likely
than non-minority patients to have inadequate analgesia no
matter what the setting.47

Cleeland, Gonin, Baez et al.
Cleeland, Gonin, Baez, and additional colleagues published
a follow-up study in the Annals of Internal Medicine, “Pain
and Treatment of Pain in Minority Patients with Cancer,” in
1997.48 The objective of the second study was to analyze
specifically the severity of cancer-related pain and the ad-
equacy of prescribed analgesics in black and Hispanic pa-
tients by treatment site, determine which factors might pre-
dict inadequate pain management for minorities, and whether
pain treatment differed among ethnic minority groups. The
study involved patients from academic health centers, com-
munity hospitals and practices, and centers that primarily
treat minority patients.49 The racial and ethnic demograph-
ics of the patients were described as 106 blacks, 94 Hispan-
ics, and 16 persons of other racial and ethnic minority groups.
Their pain severity was measured using the Brief Pain Inven-
tory. The researchers estimated the adequacy of analgesic
prescription by using the Pain Management Index.50

The researchers concluded: “Patients who were treated
at centers that primarily saw black persons, Hispanic per-
sons, or both and patients who were treated at university
centers were more likely to receive inadequate analgesia than
were those who received treatment in non-minority commu-
nity treatment settings.”51 To reach this conclusion, Cleeland
and colleagues compared data from their previous study52

and found that 65 percent of minority patients with pain
received inadequate analgesic prescription, compared with
50 percent of patients from non-minority settings. Minority
patients were more likely to have had the severity of their
pain underestimated by their physicians and to have reported
that they needed stronger pain medication.53

Cleeland and colleagues discussed what might be some
of the causes for the disparity in pain treatment:

Inadequate prescribing of analgesics for minority
patients may result from many factors, including
concern about potential drug abuse in minority
patients, fewer resources with which to pay for
analgesics, greater difficulty in assessing care and
in filling analgesic prescriptions, and greater diffi-
culty for the physicians in assessing pain in minor-
ity patients because of differences in language and
cultural background. Inadequate treatment may also
result from the patient’s fear of aggressive treat-
ment, the patient’s lack of assertiveness seeking
care, or lack of expertise at the sites that treat
patients belonging to ethnic minority groups.54

The Cleeland studies highlight the importance of con-
sidering the type of health-care facility when analyzing the
data for disparities in pain treatment based on race and
ethnicity. More research should be conducted to better un-
derstand the influence of health-care facilities’ financial pres-
sures, staffing inadequacies, and the predominant socioeco-
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nomic status of the facilities’ patients on the treatment of
pain. As a subset of this, more studies are needed to analyze
the relationship between physicians’ attitudes toward (and
stereotypes of) their patients and physicians’ treatment of
their patients’ pain. For instance, are physicians more likely
to believe that their black and Hispanic patients, rather than
their white patients, are drug abusers?

Bernabei, Gambassi, Lapane et al.
A 1998 study by Bernabei, Gambassi, Lapane, and addi-
tional colleagues of the management of pain in elderly pa-
tients with cancer included an analysis of pain treatment for
elderly minority patients.55 The study, titled “Management
of Pain in Elderly Patients with Cancer,” was published in
the Journal of the American Medical Association. The study
characterizes the treatment of pain for 13,625 individuals
receiving Medicare. The data for the study was from the
Systematic Assessment of Geriatric Drug Use via Epidemiol-
ogy (SAGE) database.56

The study found that black and Hispanic patients were
less likely to have pain recorded relative to non-Hispanic
whites.57 The study found that minority patients with cancer
in nursing homes were more likely not to have received any
analgesia. Black Americans appeared to have a 63 percent
increased probability of having their pain untreated relative
to whites. Similar results were observed for patients belong-
ing to other racial and ethnic groups, although the confi-
dence intervals were wide because of the small number of
patients in these groups in the study.58

Pain was assessed based on observational evaluation by
the nursing home staff, which has the potential for underes-
timation.59 All of the patients were in a Medicare-certified
and/or Medicaid-certified nursing home. All patients were
age 65 or older and thus eligible for and receiving Medicare.
Sadly, in addition to this study, other studies have found that
Medicare patients who are black or poor receive a lower
quality of care.60 The passage of the Civil Rights Act of 1964
should have provided the legal remedy for addressing racial
disparities in such government-sponsored health care. Title
VI of the Act prohibits institutions that receive federal assis-
tance from discriminating. Specifically, the law provides:

No person in the United States shall, on the ground
of race, color, or national origin, be excluded from
participation in, be denied the benefits of, or be
subjected to discrimination under any program or
activity receiving Federal financial assistance.61

Medicare and Medicaid funding are within the defini-
tion of federal assistance pursuant to Title VI.62 The purpose
of Title VI is to prohibit discrimination that is either inten-
tional or based on policies that appear facially neutral, but
have a disproportionate or adverse negative impact. Title VI,

however, has failed to be an effective law to end discrimina-
tion in our country’s health-care delivery systems. Health
law scholars have specifically commented about the ineffec-
tiveness of Title VI in redressing the disparities in health-
care treatment.63

In 1999, the Office for Civil Rights (an office within the
Department of Health and Human Services) established a
Racial Disparities Task Force to further the U.S. Department
of Health and Human Services Initiative to eliminate racial
and ethnic disparities.64 The Office of Civil Rights reported
in its fall 1999 newsletter: “OCR’s enforcement experience,
coupled with compelling research documenting the preva-
lence of racial bias in physician decision-making, demon-
strates that eliminating racial disparities in the provision of
health care services is both a public health and civil rights
challenge. Aggressive enforcement of civil rights laws must
be an important component of our overall strategy to elimi-
nate the racial disparities in health.”65 Our country’s elderly
have a right to equal pain treatment in a government-spon-
sored health-care program; hopefully, the Office of Civil
Rights will take its enforcement responsibility seriously.

Post-operative pain and low back pain

Ng, Dimsdale, Shragg, and Deutsch
A study published in 1996 by Ng, Dimsdale, Shragg, and
Deutsch studied the influence of a patient’s ethnicity and
race on treatment of post-operative pain. The retrospective
medical record study included 250 consecutive patients hos-
pitalized for open reduction and internal fixation of a limb
fracture.66 The objective of the study was to examine whether
the findings from Todd’s 1993 study67 could be generalized
to post-operative pain in inpatient settings and with other
racial and ethnic groups.68

The study found that “whites (n = 114) consistently
received higher doses of analgesics than blacks (n = 36) or
Hispanics (n = 100). Despite the fact that the groups dif-
fered in some demographic and clinical variables, the differ-
ence in analgesic consumption was highly significant (based
upon race and ethnicity) and persisted even after controlling
for these variables (age, sex, insurance status, number of
diagnoses).”69 The authors commented: “What is it about
ethnicity that influences so profoundly pain behavior? The
receipt of analgesic medication requires a transaction be-
tween patient and staff. Our study cannot disentangle whether
the differences in analgesic used reflect patient behavior/atti-
tudes, staff behavior/attitudes, or both.”70

Ng, Dimsdale, Rollnik, and Shapiro
A follow-up study, titled “The Effect of Ethnicity on Pre-
scriptions for Patient-Controlled Analgesia for Post-Opera-
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tive Pain” and published in Pain, was conducted by Ng,
Dimsdale, Rollnik, and Shapiro in 1996 to examine the in-
fluence of ethnicity on patient-controlled analgesia. When
patients are prescribed patient-controlled analgesia, the in-
teraction between patient and staff is reduced, giving pa-
tients more autonomy in the treatment of their pain. With
this self-administered analgesia, the main interaction between
patient and staff is the interaction with the physician while
the device is being set up.71 This study is unique in that it
focused on both the patient’s self-administering behavior and
the physician’s prescribing behavior.

The sample included 454 patients who were prescribed
patient-controlled analgesia for pain following a surgical pro-
cedure. Patients were excluded from the sample if they did
not have a surgical procedure prior to the use of the patient-
controlled analgesia or did not use the patient-controlled
analgesia in the immediate post-operative period. The ethnic
and racial sample included Asians (n = 37), blacks (n = 30),
Hispanics (n = 73), and whites (n = 314).

The study found that the amount of narcotic prescribed
was greater for whites than for Hispanics, and greater for
blacks than for Hispanics and Asians. The study indicated
that variables such as age, sex, site of the surgery, and history
of pre-operative narcotic use influenced the physician’s deci-
sion on the initial patient-controlled analgesia prescription.
When the study statistically controlled for these variables,
however, ethnicity continued to be a significant independent
predictor of the amount of narcotic prescribed.72

The authors commented that this study suggests that
ethnicity exerts a prominent effect on physicians’ behavior,
even when patients’ behavior is relatively constant across
ethnic groups. Although other issues — like the effectiveness
of communication between the physician and patient before
surgery, the physician’s ethnicity, and the physician’s prior
experience in treating pain — still have to be considered, it
seems clear that ethnicity has a profound influence on the
physician’s treatment plan.73

In making the Presidential Address to the American Psy-
chosomatic Society in 1999, Dimsdale described the conclu-
sion of the original and follow-up studies in bleak terms:

The doctor apparently arrives at the patient’s bed-
side with preconceived notions about the patient’s
needs for pain medication that are tied to ethnicity
and not to the illness per se. What is worse is that
there are no data to suggest that such perceptions
are accurate, nor are physicians even aware of their
behavior.74

Bartfield, Salluzzo, Raccio-Roback et al.
Contrary findings were found in a 1997 study conducted by
Bartfield, Salluzzo, Raccio-Roback, and additional colleagues.

The study, titled “Physician and Patient Factors Influencing
the Treatment of Low Back Pain” and published in Pain, was
designed as a prospective study of adult patients treated for
non-traumatic low back pain. Bartfield and colleagues inves-
tigated the influence of the physician’s impression of the
patient’s pain, race, and ethnicity on the prescribing of anal-
gesics.75 They concluded that the physician’s impression of
the patient’s pain, rather than of the patient’s ethnicity and
race, influenced analgesic use.

Ninety-one patients were enrolled in the study; the au-
thors described race and ethnicity as Caucasian (n = 59) and
Non-Caucasian (n = 32). Physicians and patients who par-
ticipated in the study were told that the study was being done
only to test the ability of physicians to estimate a patient’s
pain. Following the initial physician contact and prior to the
initiation of any therapeutic or diagnostic interventions, both
patients and physicians rated patient pain and discomfort
using a visual analog pain scale. Of the patients in the study,
38 percent received analgesics. The physician pain score was
determined to be the only predictive factor significant to
actual pain treatment. Patient ethnicity was found not to sig-
nificantly influence analgesic administration. The authors
commented: “We have demonstrated that physician pain as-
sessment was the only factor that was significantly associated
with whether or not analgesics were administered to patients
with non-traumatic low back pain.”76

The authors, however, acknowledged two significant limi-
tations of the study. First, physician medication decisions
may have been biased by the knowledge that they were par-
ticipating in a research study. Second, the sample size of 91
patients was very small. A further limitation of the study is
the categorization of the sample population as “Caucasian”
and “non-Caucasian.”

UNDERSTANDING THE LESSONS OF THE STUDIES

The studies as a body of research paint the clear picture that
one’s race and ethnicity matter in the treatment of pain. The
common thread is that there are empirical data indicating
differences in pain treatment based on the patient’s racial
and ethnic background. The studies’ most poignant findings
are related to the disparity in treatment of blacks and His-
panics in comparison to the treatment of whites. The stud-
ies, when reviewed as a group, find that disparities cross
different types of health-care facilities and treatment settings,
from the emergency room to the community hospital to the
nursing home.

Not all studies found disparities that could be attributed
to the patient’s race or ethnicity. Two of the eight studies
reviewed did not find a difference in treatment based on
race. These studies concluded that the type of health-care
facility and the physician’s impression of the patient’s pain
were more determinative factors than race and ethnicity in
the extent to which pain was treated (or not treated) prop-
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erly. What the studies do as a body of research is make a very
strong argument that this is an important area for further
research, physician education, and health advocacy to im-
prove the treatment of pain for all people in our society. The
larger dialogue on improving pain relief should not be per-
mitted to marginalize the evidence of disparities in pain treat-
ment for people of color.

GENERAL LIMITATIONS OF THE STUDIES

The studies presented have provided a foundation for other
researchers to further study the treatment of pain based on
the race and ethnicity of the patient. Much can be learned
from this work including the limitations of the studies. Gen-
eral limitations of the studies include:

1. Sample Size. The limited number of subjects in
the studies diminishes their ability to be gener-
alized. The sample size is a major limitation of
most of the studies.

2. Unreliability of Recorded Information. A limi-
tation of retrospective medical record reviews is
the accuracy of the information collected, which
may include misclassifications of predictor or
outcome variables. Recognizing this limitation
is important in describing and analyzing pain
treatment.

3. Race and Ethnicity Identification. How infor-
mation about race and ethnicity is collected is
an important component of study design. Stud-
ies must clearly state how the information is col-
lected and how race and ethnicity are defined.
Race and ethnicity misclassification must be rec-
ognized as a potential limitation of health-ser-
vices research that collects data from medical
records and by hospital staff judgment. The va-
lidity of health-services research data is based
on the assumption that the categories of race and
ethnicity are consistently defined and collected.77

As a result, how race and ethnicity are classified
and collected should be a part of any discussion
of racial and ethnic disparities in health care.

CAUSES OF THE DISPARITIES IN PAIN TREATMENT

Perceptions of race and ethnicity
“When people look at me, they tend to fill in the blank with
what they’re comfortable with and often assume I’m Asian.
So I hear things that maybe I wasn’t supposed to see or hear.
I know what it feels like to be black in America and I know
what it feels like to be Asian.”78

The classification of individuals’ racial and ethnic iden-
tity is fraught with researchers’ biases. Race is not defined in

a singular way.79 Race is an ambiguous concept that has played
a prominent role in health-services research.80 Demographic
data, including race and ethnicity, are commonly collected
by admitting clerks at hospitals at the time of admission.81

Many institutions do not have any formal rules for assigning
race to a patient.82 The “gold standard” for the classification
of race and ethnicity is self-identification.83 However, there
is a competing theory that physicians’ perceptions of a patient’s
race would be more appropriate.84 In the 1993 Todd study,
the researchers wrote:

Hispanic ethnic classification is recorded by cleri-
cal personnel in our ED [emergency department]
on the basis of Hispanic surnames and use of Span-
ish as the primary language in the home. It is pos-
sible that such classification was imprecise and
even erroneous, but it seems unlikely that “per-
ception” of ethnicity by treating medical person-
nel would have been significantly different than
that of the registration clerks.85

Too often, a physician’s perception of a patient’s race
and ethnicity, which is not based on any communication
with the patient, is being recorded and used by the health-
care team to make clinical decisions and medical and social
judgments about the patient. This practice perpetuates physi-
cian paternalism and racism.

Today in our nation, we are facing the political and
social issue of defining people by race and ethnicity in a
new way.86 Race is a social construct that continues to
influence how people are treated. In future research, we
must further investigate how physicians’ preconceptions
about race and ethnicity are biasing not only the way they
treat patients for pain, but also how information about
race and ethnicity is collected.

Language barriers
The health-care provider’s level of fluency in patients’
primary language is an important factor in effective physi-
cian-patient communication.87 Physician-patient commu-
nication is essential to properly assessing a patient’s pain.
It should be noted that in the 1993 Todd study, the effect
of ethnicity on pain treatment persisted after controlling
for primary language use.88

One area that the Office for Civil Rights has targeted
for enforcement is ensuring access to health-care services
for Limited-English Proficient (LEP) patients. The Office
of Civil Rights has issued a Guidance Memorandum on
national origin non-discrimination and Limited-English-
Proficiency to its staff to ensure consistent application of
Title VI of the Civil Rights Act of 1964 to health and
social services programs funded by the department. The
focus of the Office of Civil Rights is on the ability of
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patients with limited English proficiency to obtain access
to health care.89

In April 2000, the Commonwealth of Massachusetts
passed the “Emergency Room Interpreter Bill,” effective July
1, 2001. This law requires all hospitals that provide acute
care in emergency rooms or acute psychiatric services to use
competent interpreter services when treating non-English
speakers.90 The law recognizes that effective pain assessment
requires the ability to communicate with the patient.

Patient-physician communication

Once you go through registration and you go in
the back, it is like your little prison; you are sit-
ting there, you listen to everybody’s crying, and in
pain, and you are in pain, so you try to hold back.
You are wondering if he (Doctor) is coming or not
coming. They make you feel like you are in a
prison, a ward, and you are stuck there until it
gets better and it never gets better. I hate it. I re-
ally, really hate it. Then there has been some won-
derful times, I went in and got treated.91

Patient with Sickle Cell Disease,
Focus Group Participant

Studies have shown that race and ethnicity are impor-
tant cultural barriers in patient-physician communication. A
study92 by Cooper-Patrick and colleagues found that African
American patients had significantly less participatory visits
with their physicians than white patients. The objective of
the study was to determine how the race, ethnicity, and sex
of patients and physicians were associated with physicians’
participatory decision-making styles.93 Physicians who in-
volved their patients in treatment decisions were defined as
having a “shared” or “participatory” decision-making style.94

Understanding the influence of race, ethnicity, and sex
in the clinical decision-making process is important in
understanding their effect on the communication between
patients and physicians. Cooper-Patrick indicated that eth-
nic differences between physicians and patients are often
barriers to partnership and effective communication. She
theorized that a number of physician and patient factors
might account for these problems, including that physi-
cians may unintentionally incorporate racial biases, such
as stereotypes, into their interpretation of patients’ symp-
toms, predictions of patients’ behaviors, and medical de-
cision-making.95 Physicians may not understand a patient’s
expression of his or her symptoms. Patients might con-
tribute less to participatory medical visits because of fac-
tors such as language barriers, low health literacy, little
education, as well as the inability or failure to advocate
for one’s health.96

Socioeconomic status

Race, ethnicity, and socioeconomic status are intertwined in
the United States. It is difficult to isolate racial and ethnic
disparities from socioeconomic disparities.97 Socioeconomic
status is commonly used to discuss disparities in health-care
status and treatment; however, the way it is defined is not
always clear. Socioeconomic status includes both resource-
based and prestige-based measures. Resource-based measures
refer to income, wealth, and educational credentials. Pres-
tige-based measures refer to an individual’s status in a social
hierarchy, typically evaluated by reference to people’s access
to and consumption of goods, services, and knowledge, as
linked to the prestige of their occupation, income, and edu-
cation level.98

The influence that a patient’s socioeconomic status has
on the treatment of pain should be further studied and sepa-
rated from the race and ethnicity of the patient to better
understand the causes of disparities in pain treatment. The
type of facility where patients receive their health care is
associated with socioeconomic status and should be consid-
ered in understanding disparities in pain treatment. The
Cleeland studies found that the percentage of patients with
inadequate pain treatment was significantly higher in com-
munity clinical oncology programs that treated predominantly
black and Hispanic patients than in the other settings.99 This
may be caused by many factors, including resources avail-
able at the facility and the health-care providers’ perceptions
of their patients.

Sidney Watson, commenting on disparities in care in the
inner city, stated: “Most doctors and hospitals who serve
only the poor do, in fact, provide unequal care. In some
cases the differences may be only cosmetic.… In others, the
differences mean less than optimal service — fewer prescrip-
tion drugs, fewer staff, less care. Under our present system,
inequality results from inadequate financing. Even with fi-
nancing reforms, however, the poor do not have the political
clout to demand better services. Programs designed specifi-
cally for their needs may slip inexorably into providing sub-
standard care.”100 Studies of pain treatment and racial and
ethnic disparities in treatment must include, as a variable
and a major focus, analysis of the type of facility in which the
patient received care.

Clinical assessment of pain

We need to get physicians and nurses, health-care
providers in general, to understand we deserve to
be triaged better than we are.… They always tri-
age us badly. I think as a sickle cell person I need
to be moved up in the triage process. Don’t take
my complaints quite so lightly. We are always the
last people to be seen. Our pain is as real as that
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guy over there with a gunshot wound. Our pain is
every bit as REAL. And that again is the educa-
tion. We got to get the doctors to understand that
this thing is REAL.101

Patient with Sickle Cell Disease,
Focus Group Participant

Assessment of pain is the first step in its treatment. Thus,
understanding the potential for bias in the assessment of pain
based on differences of race, ethnicity, and socioeconomic
status is necessary if we are to reduce barriers to equal pain
treatment. Knox Todd commented that a possible cause of
the disparity in treatment is not racial and ethnic bias, but a
failure to properly assess the patients’ pain. “It is possible
that, unless prompted, physicians are less likely to perform
an adequate or conscious pain assessment for Hispanic or
other minority patients, which could then explain the dis-
parity in [the] ordering of analgesics. If this were true, the
chance of changing physician behavior would appear to be
much greater than if conscious racial bias were the root
cause.”102 The 1994 study by Todd and colleagues raised
many questions to support the need for further research of
differences in the assessment of pain.

“Pain is a complex, subjective response with several
quantifiable features, including intensity, time course, qual-
ity, impact, and personal meaning. The reporting of pain is a
social transaction between caregiver and patient.”103 Because
pain and the reporting of pain are so subjective, standardized
pain assessment is a critical process in ensuring complete
patient-physician communication regarding pain. The de-
bate continues regarding the best approach to assess pain and
the use of various pain scales.104 Too often, however, nothing
is used and pain is not discussed and assessed in any type of
routine clinical manner. See Figure 1 for the Agency for
Healthcare Research and Quality’s clinical guidelines for
acute pain assessment.

THE NEED FOR MORE RESEARCH

Further study is needed to look at differences of treatment
based on patient-physician racial and ethnic concordance.
This is important to further understand the differences in
pain treatment and to decrease disparities based on non-
clinical factors.

The first major study on differences in pain treatment
based on race and ethnicity was published in 1993. We are
only beginning to unravel the causes of this disparity, and we
must continue this work. Additional study of the influence
of English language proficiency on pain treatment should be
pursued to understand how patient-physician communica-
tion influences the assessment of pain. The role of accultura-
tion in how pain is communicated and assessed by physi-
cians should also be further studied.

How pain is assessed, the influence of trust between a
health-care provider and patient, physicians’ perception of
patients, and patients’ perception of physicians must, too, be
studied as part of the investigation of the differences in treat-
ment based on race and ethnicity.

The influence of socioeconomic status on pain treat-
ment must be further studied. Intra-race and Intra-ethnicity
studies can provide valuable data in distinguishing differ-
ences based on socioeconomic factors from differences based
on race and ethnicity. Further studies to understand the role
of the health-care institution on the treatment of pain will
help health-care providers understand why some institutions
have significantly different treatments based on race and
ethnicity and others do not. The National Institutes of Health,
the Agency for Healthcare Research and Quality, and private
foundations should fund projects with sufficiently large strati-
fied study populations to be generalizable to the national
population and sub-populations by race and ethnicity, geo-
graphic location, sex, and insurance and income status.

Standard data collection is needed to provide health re-
searchers accessible and accurate data on pain treatment by
race, ethnicity, sex, and age. Empirical data and effective
laws can work together to assist in reducing barriers in treat-
ment based on race and ethnicity.

CONCLUSION

Because racial disparities may be occurring de-
spite the lack of any intent or purposeful efforts to
treat patients differently on the basis of race, phy-
sicians should examine their own practices to en-
sure that inappropriate considerations do not af-
fect their clinical judgment. In addition, the pro-
fession should help increase the awareness of its
members of racial disparities in medical treatment
decisions by engaging in open and broad discus-
sion about the issue. Such discussions should take
place as part of the medical school curriculum,
medical journals, at professional conferences, and
as a part of professional peer review activities.105

The majority of the studies conducted to date have found
a disparity in pain treatment. The studies have found that
blacks and Hispanics are more likely to be undertreated for
pain than whites. “Any attempt to remedy disparities in the
delivery of health care services must confront the possibility
of racism as a motivating factor in treatment decisions.”106

Why are so many people of color (racial and ethnic
minorities) not surprised by these findings? Vanessa
Northington-Gamble comments: “They [African Americans]
perceive, at times correctly, that they are treated differently
in the health care system solely because of their race, and
such perceptions fuel mistrust of the medical profession. For
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PRINCIPLES

• Patients who may have difficulty communicating their pain require particular attention. This includes patients …
who do not speak English and patients whose level of education or cultural background differs significantly
from that of their health care team.

• Family members should be involved when appropriate.

PAIN ASSESSMENT TOOLS

• The single most reliable indicator of the existence and intensity of pain — and any resultant distress — is the
patient’s self-report.

• Self-report measurement scales include numerical or adjective ratings and visual analog scales. Tools should be
reliable, valid, and easy for the patient and the nurse or doctor to use. These tools may be used by showing a
diagram to the patient and asking the patient to indicate the appropriate rating.

• The tools may also be used by simply asking the patient for a verbal response (e.g., “On a scale of 0 to 10 with
0 as no pain and 10 as the worst pain possible, how would you rate your pain?”).

• Tools must be appropriate for the patient’s developmental, physical, emotional, and cognitive status.

PREOPERATIVE PREPARATION

• Discuss the patient’s previous experiences with pain and beliefs about and preferences for pain assessment and
management.

• Give the patient information about pain management therapies that are available and the rationale underlying
their use.

• Develop with the patient a plan for pain assessment and management. Select a pain assessment tool, and teach
the patient to use it. Determine the level of pain above which adjustment of analgesia or other interventions will
be considered.

• Provide the patient with education and information about pain control, including training in nonpharmacologic
options such as relaxation.

• Inform patients that it is easier to prevent pain than to chase and reduce it once it has become established and
that communication of unrelieved pain is essential to its relief.

• Emphasize the importance of a factual report of pain, avoiding stoicism or exaggeration.

POSTOPERATIVE ASSESSMENT

• Assess the patient’s perceptions, along with behavioral and physiologic responses. Remember that observa-
tions of behavior and vital signs should not be used instead of a self-report unless the patient is unable to
communicate.

• Assess and reassess pain frequently during the immediate postoperative period. Determine the frequency of
assessment based on the operation performed and the severity of the pain. For example, pain should be
assessed every 2 hours during the first postoperative day after major surgery.

• Increase the frequency of assessment and reassessment if the pain is poorly controlled or if interventions are
changing.

• Record the pain intensity and response to intervention in an easily visible and accessible place, such as a
bedside flow sheet.

• Revise the management plan if the pain is poorly controlled.
• Review with the patient before discharge the interventions used and their efficacy and provide specific dis-

charge instructions regarding pain and its management.

Source: U.S. Department of Health and Human Services, Public Health Service, Agency for Health Care Policy and
Research, Acute Pain Management in Adults: Operative Procedures. (Quick Reference Guide for Clinicians No.
1a), AHCPR Pub. No. 92-0019: (Washington, D.C.: U.S. Gov’t Printing Office, 1993).

Figure 1. Pain Assessment and Reassessment.
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example, a national telephone survey conducted in 1986 re-
vealed that African Americans were more likely than whites
to report that their physicians did not inquire sufficiently
about their pain, did not tell them how long it would take
for prescribed medicine to work, did not explain the seri-
ousness of their illness or injury, and did not discuss test and
examination findings.”107

The experience of racism in the every day lives of people
is pervasive.108 It is a part of our unconscious and conscious
lives to treat people who look or speak differently as in fact
different from those who look or speak like ourselves. The
majority of the time, the disparity in how we treat people is
only a demonstration of our ignorance. However, health care
is an area where this ignorance can cause potentially life-
threatening outcomes. If we are to solve these disparities in
treatment, we must study them and determine their causes.
We must have a serious dialogue about the many factors that
cause racial and ethnic disparities in health-care treatment.
Health inequities should be an important bioethics concern.109

Race matters in the delivery of health care services. While
the causes of health-care disparities are more complicated
than race, we must continue to study race as a factor.110

The Council on Ethical and Judicial Affairs for the
American Medical Association stated in its 1990 report,
“Black-White Disparities in Health Care,” that one response
to the disparities is greater awareness.111 Greater awareness
is particularly important for the study of the treatment of
pain. Greater awareness by the legal, medical, and ethics
communities of the studies that have investigated race,
ethnicity, and pain treatment, as well as these communities’
promotion of further research, is a step in eliminating the
disparities. It is my hope that by reviewing the research con-
ducted on pain treatment based on patients’ race and ethnicity
and presenting the voices of people who experience pain, I
will encourage others to pursue research in this field. Only
then will we fully understand the causes of disparities and
identify solutions to eliminate them.
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