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Commentary

Introduction

Millions of Americans suffer daily from acute, chronic, 
and end of life pain. It is the primary reason why someone 
enters the emergency room or goes to their doctor or 
advanced care clinician.1 An estimated 50 million 
Americans suffer from chronic pain, so it is not difficult 
to understand this as an epidemic.1 The treatment of 
chronic pain has always challenged medicine and soci-
ety.2 In fact, enormous health inequities exist in access to 
effective pain care for certain populations including 
black, indigenous, people of color, and those impover-
ished and living on the margins.3 Pain, one of the most 
stigmatized of all medical conditions, does not discrimi-
nate by race, ethnicity, gender identity, or socioeconomic 
class.3 And many chronic pain patients suffer in silence 
without getting the care they need.4

History of Pain in Vulnerable 
Populations

There are many historical examples of vulnerable popula-
tions whose experience of pain has not been well-understood. 
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Abstract
More than 50 million Americans suffer from chronic pain, costing our society an estimated 565 to 635 billion dollars 
annually. Its complexity and training deficits in healthcare providers result in many patients receiving ineffective 
care. Large health inequities also exist in access to effective pain care for vulnerable populations. The traumatic 
history of indigenous people and people of color in regards to the experience of pain care perpetuates a lack of 
trust in the healthcare system, causing many to hesitate to seek medical treatment for painful events and conditions. 
Other vulnerable populations include those with sickle cell disease or fibromyalgia, whose experience of pain has 
not been well-understood. There are both barriers to care and stigma for patients with pain, including those taking 
prescribed doses of long-term opioids, those with known substance use disorder, and those with mental health 
diagnoses. The suffering of patients with pain can be “invisible” to the clinician, and to one’s community at large. 
Pain can affect all people; but those most vulnerable to not getting effective care may continue to suffer in silence 
because their voices are not heard. Since 1973, pain societies around the globe have worked tirelessly to bring 
clinicians together to advance pain and opioid education, research, and patient care. These improvements consist 
of pain education, integrative treatment, and the understanding that a therapeutic alliance is critical to effective 
pain management. Pain education for both pre and post-licensure health professionals has increased substantially 
over the last decade. In addition, integrative and interdisciplinary approaches for clinical pain management are now 
considered best practices in pain care for patients with moderate to severe pain in addition to the development of 
a strong therapeutic alliance.
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Many indigenous people suffer from historical unresolved 
grief, experiencing a reawakening of old psychological 
wounds when pain is not understood or treated well.5 
Enslaved women in the 19th century were frequently forced 
to undergo repeated gynecological surgeries without anesthe-
sia—imagine the psychological trauma, patho-physiologi-
cally encoded in the central nervous system.6 Historically and 
still today, African Americans with sickle cell disease, the 
most common global genetic disease, experience under-rec-
ognition and undertreatment of severe bone pain during 
sickle cell “crisis.”7

The intergenerational traumas described above persist 
today and perpetuate a lack of trust in the healthcare sys-
tem.8,9 When obtaining care for acute or chronic pain 
becomes top-of-mind for individuals from populations who 
have suffered historically, they may hesitate to seek medical 
treatment for present or future painful events.10 Obtaining 
treatment in the healthcare system for patients who have suf-
fered adverse early life events and intergenerational trauma, 
can be seriously compromised.11,12 Pain can overtake every-
thing in one’s life due to its all-encompassing, overwhelm-
ing feeling.13 For the patient, pain may be accompanied by a 
sense that “no one will understand me” especially because of 
the sometimes “invisible” nature of pain, when there is no 
injury or disease that is obvious to an observer who cannot 
see the neurological processes in the central and peripheral 
nervous system that perpetuate pain initially caused by 
injury or disease.14 Pain is never silent for the patient, in 
whom the pain “screams.”4 It is, however, more silent to the 
medical and public health establishment whose focus may 
be on the disease process or injury and on pains outcomes 
instead of the patient’s poorly managed pain.15

For patients today, having one’s pain effectively man-
aged, therefore, can be a difficult journey, often harrowing 
and sometimes stigmatizing and even frightening.16 Besides 
the stress of obtaining effective pain care, patients often suf-
fer additional related stressors, such as loss of function, dif-
ficulty working at their jobs, and problems in relationships 
which may cause or exacerbate psychological problems, 
including depression, anxiety, and suicidality.17

For clinicians providing empathic care for patients suffer-
ing from pain can be a very tall order.18 First, there remain 
areas in many medical and nursing pre- and post-licensure 
pain educational programs where additional content is 
needed to complete the curriculum.19 Second, interprofes-
sional and integrative, team-based pain care is considered 
best practice which many clinical practices are not equipped 
to provide.1,19 Third, optimal pain care requires a clinician 
who can listen and understand their patient’s point of view 
and who is able to develop a trusting therapeutic alliance 
with their patient.20,21 Lastly, given that patients with pain 
continue to experience stigma, clinicians caring for them 
have an obligation to understand their suffering.5

Advances in Pain Education

The Institute of Medicine’s “Relieving Pain in America” 
report 14 years ago identified significant gaps in pre-and 
post-licensure pain education in the United States.22 Since 
then, pain education in the US has improved considerably.23 
The improvements include: improved pain education, 
responsible opioid prescribing, more opportunities for 
advanced pain specialty training and a plethora of continu-
ing medical education programs. First, many more health 
professionals are now receiving education and training on 
integrative and interdisciplinary approaches to pain man-
agement, although inconsistencies in pre-and post-licensure 
education remain.23

Secondly, during the last decade, there has also been a 
paradigm shift in how clinicians use opioid analgesics in 
pain management—from generous use to a more conserva-
tive approach based on recommendations from professional 
organizations and governmental entities.1,24 Unfortunately, 
this has created additional stressors for clinicians working 
on the front lines of the opioid epidemic.25,26

However, improvements in pain education are working. 
Pain Medicine Fellows are now receiving the most diverse 
and advanced pain education available. There has been a 
14% increase in the number of Accreditation Council for 
Graduate Medical Education (ACGME) programs in the 
last decade.27,28

Lastly, primary care providers are able to connect to vir-
tual telementoring programs such as Project ECHO for their 
post-licensure pain education and pain consultation needs.29 
Every US state now requires continuing medical education 
in pain management and/or substance use for licensure 
renewal.30 Since 1973, pain societies around the globe have 
worked tirelessly to bring clinicians together to advance 
pain and opioid education, research and patient care.31 See 
Table 1. Pain education must continually improve and inno-
vate given the complex and multi-faceted components of 
acute, chronic and end-of-life pain.

Interdisciplinary and Integrative Pain 
Management

People suffering with pain that is acute, chronic, or end-of 
life may benefit from a wide range of evidence-based treat-
ment modalities which is delivered in a team-based 
approach.1 The 2019 Health and Human Services Pain 
Management Interagency Task Force identified that best 
practices pain management is both interprofessional and 
integrative.1 Additionally, recent literature confirms that 
pain education which is interdisciplinary in nature actually 
promotes interdisciplinary pain treatment.32,33 An interdis-
ciplinary team caring for patients with chronic pain typi-
cally includes not only pain specialists, but psychologists, 
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physical therapists, addiction experts, integrative health and 
other clinical specialties.1,32

Chronic pain patients also need to find a primary care 
provider who can understand their pain, and make referrals 
to an interdisciplinary pain team if necessary. For a patient 
in moderate to severe pain, finding a primary care clinician 
can be very difficult.15 This is especially true if the 

pain sufferer happens to be taking opioid analgesics to help 
alleviate his/her pain.34 There are also a paucity of interdis-
ciplinary programs available throughout the US and these 
centers may also be quite challenging to access.35 One suc-
cessful model is the collaborative stepped care model of the 
Veteran’s Administration, developed in coordination with 
the Department of Defense.36 This program has 

Table 1.  Organizational Stewardship of Societal Pain Management (USA).

Dates Sample of pain management stewardship accomplishments—United States

1973 John Bonica in the Department of Anesthesia, University of Washington, founds the interdisciplinary 
International Association for the Study of Pain (IASP)

1975 American Society of Regional Anesthesia founded
1977 American Pain Society formed as a national chapter of IASP
1983 American Academy of Pain Medicine founded (originally American Academy of Algology)
1988 American Academy of Pain Management (Academy of Integrative Pain Management) founded
1990 American Board of Medical Specialties (ABMS) approves Pain Medicine Fellowships following Anesthesia 

Residency and established board examination & certification process.
1991 American Board of Pain Medicine founded to examine and certify residency-trained, clinically experienced pain 

physicians from Anesthesiology, Neurology, Neurosurgery, Psychiatry, and Rehabilitation Medicine
1991-92 Acute Pain Management Guideline Panel. Agency for Health Care Policy and

Research. Public Health Service, U.S. Department of Health and Human Services.
Establishes grading system for evidence of effectiveness of treatments.

1998 Australia and New Zealand College of Anesthetists establishes the first 2-year Pain Medicine Fellowship 
programs and specialty certification, a model for the world.

1998 NIH establishes the National Center for Complementary and Alternative Medicine (NCCAM),
now renamed the National Center for Complementary and Integrative Health (NCCIH)

2001-2002 ACGME Task Force on Pain Management Fellowships establishes multi-specialty pain medicine training programs 
and certification guidelines for Anesthesiology, Neurology, PM&R and Psychiatry

2003 Department of Veterans Affairs (VA) establishes the National Pain Management Strategy Coordinating 
Committee,

2007 American Medical Association forms the Pain and Palliative Medicine Specialty
Section Council

2008 Pain ECHO (Extension for Community Healthcare Outcomes—Pain) begins at the University of New Mexico 
(UNM) Health Sciences Center, eventually modelled in the VA, DOD and internationally

2009 VA establishes the biopsychosocial Stepped Care Model of pain management as national policy
2010 Army Pain Management Task Force Report to the DoD which adopts the VA’s Stepped Care Model
2010 The VA and DoD establish the Pain Management Work Group, Health Executive Council of the 

Undersecretaries for Health to establish a system-wide approach to pain care, injury to recovery
2011 Institute of Medicine (IOM) Committee on Advancing Pain Research, Care, and Education. Relieving Pain in 

America: A Blueprint for Transforming Prevention, Care, Education, and Research.
2011 “Aches and Gains” Radio Show begins at Johns Hopkins, the first national radio show on pain and now a podcast 

on Sirius XM with more than 500,000 followers.
2013-14 NIH-HHS Interagency Pain Research Coordinating Committee (IPRCC), Patient Protection and Affordable Care 

Act: reports on needed care, education, research, and policy change
2016 Congress passes the Comprehensive Addiction and Recovery Act of 2016 (CARA) with major provisions for 

pain management, including requiring that VA Hospitals establish interdisciplinary pain teams and support 
regional pain rehabilitation programs.

2017 NIH-VA-DOD Pain Management Collaboratory established to foster non-pharmacologic research
2018 US Pain Foundation founded.
2018-19 Pain Management Best Practices Inter-Agency Task Force, Department of Health and Human Services (HHS) 

convenes relevant public and private professional organizations and patient advocacy groups to review national 
pain management practices and recommend needed changes.

2018 NIH cross-institute HEAL Initiative launched
2020 Centers for Medicare & Medicaid Services (CMS) creates the “Integrated Care Resource Center”
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successfully advanced integrative self-care and primary 
care pain management supported by pain medicine spe-
cialty teams.36

Optimal Pain Care Requires a Strong 
Therapeutic Alliance

Those suffering with chronic pain who are fortunate enough 
to access a clinician to help them may be met with some 
frustration.37 It may not be easy to find a clinician who truly 
understands the patient’s suffering.38 For example, a 
patient’s pain complaint should never be dismissed or 
judged. Even if the etiology of the pain is determined to be 
emotional or psychic, the patient’s suffering should always 
be considered valid by the treating clinician.38 Chronic pain 
has both sociological and scientific definitions. Margo 
McCaffrey, RN, a visionary in pain medicine who died in 
2018, stated in the mid-1960’s that pain is “whatever the 
experiencing person says it is, existing whenever and wher-
ever the person says it does.”39 Developing a therapeutic 
alliance, therefore, can improve pain outcomes and help 
patients with chronic pain feel trusted.40,41 This is especially 
important for the many chronic pain patients who have 
spent years suffering in silence.

Trusting one’s clinician develops over time in the exam 
room, encouraged by the clinician’s empathic behavior that 
demonstrates an understanding of the pain problem and its 
effects on the patient’s life.18,42 When a patient with chronic 
pain has the opportunity to connect with a trusting clini-
cian, he/she can share his/her pain story more freely, trial 
medications and other multi-modal treatment recommen-
dations with more confidence and return to clinic with 
increased confidence.

Conclusion

Pain is not silent for patients, it hurts. However, despite its 
prevalence and cost, pain is relatively silent in the health 
care and public health systems, which often pay more 
attention to pain’s devastating mental health consequences 
(depression, suicide, and substance abuse) than to the pain 
itself.

Education for healthcare professionals in pain manage-
ment must continue to expand and include training in 
alternatives to opioid analgesics while understanding 
when and how to prescribe opioids, always with careful 
monitoring. It is essential that access to best practices 
interdisciplinary and integrative pain management con-
tinue and expand so that more patients suffering in pain 
can obtain optimal care. Finally, patients deserve a clini-
cian who understands their suffering and can develop a 
therapeutic alliance with them. This is a tall order but one 
that should not be forgotten.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect 
to the research, authorship, and/or publication of this article.

Funding

The author(s) received no financial support for the research, 
authorship, and/or publication of this article.

ORCID iD

Joanna G. Katzman  https://orcid.org/0000-0003-4115-1393

References

	 1.	 U.S. Department of Health and Human Services. Executive 
Summary Executive Summary Pain Management Best 
Practices Inter-Agency Task Force Report Best Practices Pain 
Management Best Practices Inter-Agency Task Force Report 
Updates, Gaps, Inconsistencies, and Recommendations Pain 
Management Final Report; 2019. Accessed February 15, 
2024. https://www.hhs.gov/sites/default/files/pmtf-final-
report-2019-05-23.pdf

	 2.	 Zajacova A, Grol-Prokopczyk H, Zimmer Z. Sociology 
of chronic pain. J Health Soc Beha. 2021;62(3):302-317. 
doi:10.1177/00221465211025962

	 3.	 Butkus R, Rapp K, Cooney TG, Engel LS. Envisioning a bet-
ter U.S. health care system for all: reducing barriers to care 
and addressing social determinants of health. Ann Intern Med. 
2020;172(2_Supplement):S50. doi:10.7326/m19-2410

	 4.	 Watkins E, Wollan PC, Melton LJ, Yawn BP. Silent 
pain sufferers. Mayo Clin Proc. 2006;81(2):167-171. 
doi:10.4065/81.2.167

	 5.	 De Ruddere L, Craig KD. Understanding stigma and 
chronic pain. Pain. 2016;157(8):1607-1610. doi:10.1097/j.
pain.0000000000000512

	 6.	 Oliveira PR, Pereira LV, da Silva Carvalho Vila V, et  al. 
Pain management in indigenous and tribal peoples: a scop-
ing review protocol. BMJ Open. 2023;13(8):e068111. 
doi:10.1136/bmjopen-2022-068111

	 7.	 Domonoske C. “Father of gynecology,” who experimented on 
slaves, no longer on pedestal in NYC. NPR.org. Published 
April 17, 2018. Accessed November 17, 2023. https://
www.npr.org/sections/thetwo-way/2018/04/17/603163394/-
father-of-gynecology-who-experimented-on-slaves-no-
longer-on-pedestal-in-nyc#:~:text=She%20explained%20
that%20in%20the 

	 8.	 Dolan CM, Bell S. Historical trauma, health care distrust, and 
the legacy of Tuskegee: implications for nurse practitioner 
practice and research. J Nurse Pract. 2024;20(4):104910-
104910. doi:10.1016/j.nurpra.2023.104910

	 9.	 Isobel S, McCloughen A, Goodyear M, Foster K. 
Intergenerational trauma and its relationship to mental 
health care: a qualitative inquiry. Community Mental Health 
J. 2020;57(4):631-643. doi:10.1007/s10597-020-00698-1

	10.	 Beveridge JK, Neville A, Wilson AC, Noel M. Intergenerational 
examination of pain and posttraumatic stress disorder symp-
toms among youth with chronic pain and their parents. Pain 
Rep. 2018;3:e667. doi:10.1097/pr9.0000000000000667

https://orcid.org/0000-0003-4115-1393
https://www.hhs.gov/sites/default/files/pmtf-final-report-2019-05-23.pdf
https://www.hhs.gov/sites/default/files/pmtf-final-report-2019-05-23.pdf
https://www.npr.org/sections/thetwo-way/2018/04/17/603163394/-father-of-gynecology-who-experimented-on-slaves-no-longer-on-pedestal-in-nyc#:~:text=She%20explained%20that%20in%20the
https://www.npr.org/sections/thetwo-way/2018/04/17/603163394/-father-of-gynecology-who-experimented-on-slaves-no-longer-on-pedestal-in-nyc#:~:text=She%20explained%20that%20in%20the
https://www.npr.org/sections/thetwo-way/2018/04/17/603163394/-father-of-gynecology-who-experimented-on-slaves-no-longer-on-pedestal-in-nyc#:~:text=She%20explained%20that%20in%20the
https://www.npr.org/sections/thetwo-way/2018/04/17/603163394/-father-of-gynecology-who-experimented-on-slaves-no-longer-on-pedestal-in-nyc#:~:text=She%20explained%20that%20in%20the
https://www.npr.org/sections/thetwo-way/2018/04/17/603163394/-father-of-gynecology-who-experimented-on-slaves-no-longer-on-pedestal-in-nyc#:~:text=She%20explained%20that%20in%20the


Katzman and Gallagher	 5

	11.	 Miller-Cribbs JE, Wen F, Coon KA, Jelley MJ, Foulks-
Rodriguez K, Stearns J. Adverse childhood experiences and 
inequities in adult health care access. Int Public Health J. 
2016;8(2):257.

	12.	 Tomaz T, Castro-Vale I. Trauma-informed care in primary health 
settings—which is even more needed in times of COVID-19. 
Healthcare. 2020;8(3):340. doi:10.3390/healthcare8030340

	13.	 Bullington J, Nordemar R, Nordemar K, Sjöström-Flanagan 
C. Meaning out of chaos: a way to understand chronic pain. 
Scand J Caring Sci. 2003;17(4):325-331. doi:10.1046/j.0283-
9318.2003.00244.x

	14.	 Ojala T, Häkkinen A, Karppinen J, Sipilä K, Suutama T, 
Piirainen A. Although unseen, chronic pain is real: a phe-
nomenological study. Scand J Pain. 2015;6(1):33-40. 
doi:10.1016/j.sjpain.2014.04.004

	15.	 Upshur CC, Bacigalupe G, Luckmann R. “They don’t want 
anything to do with you”: patient views of primary care man-
agement of chronic pain. Pain Med. 2010;11(12):1791-1798. 
doi:10.1111/j.1526-4637.2010.00960.x

	16.	 Hegarty DA. Prevalence of stigmatization and poor self-
esteem in chronic pain patients. J Pain Relief. 2014;3(2):136. 
doi:10.4172/2167-0846.1000136 

	17.	 Tang NKY, Crane C. Suicidality in chronic pain: a review of 
the prevalence, risk factors and psychological links. Psychol 
Med. 2006;36(5):575. doi:10.1017/s0033291705006859

	18.	 Decety J. Empathy in medicine: what it is, and how much we 
really need it. Am J Med. 2020;133(5):561-566. doi:10.1016/j.
amjmed.2019.12.012

	19.	 Fishman SM. Addressing the public health crisis of excessive 
opioid prescribing and inadequate pain management through 
closing the pain education gap. Pain Med. 2020;22(1):9-13. 
doi:10.1093/pm/pnaa379

	20.	 Buchman DZ, Ho A, Illes J. You present like a drug addict: 
patient and clinician perspectives on trust and trustwor-
thiness in chronic pain management: table 1. Pain Med. 
2016;17(8):1394-1406. doi:10.1093/pm/pnv083

	21.	 Hanney WJ, Kolber MJ, Salamh PA, Bucci MJ, Cundiff MB, 
Haynes DP. Development of an effective client-practitioner ther-
apeutic alliance in the management of low back pain. Strength 
Cond J. 2022;44(6):9-17. doi:10.1519/ssc.0000000000000698

	22.	 Institute of Medicine (US) Committee on Advancing Pain 
Research, Care, and Education. Relieving Pain in America: A 
Blueprint for Transforming Prevention, Care, Education, and 
Research. National Academies Press; 2011. doi:10.17226/13172

	23.	 Thompson K, Johnson MI, Milligan J, Briggs M. Twenty-
five years of pain education research—what have we learned? 
Findings from a comprehensive scoping review of research 
into pre-registration pain education for health professionals. 
Pain. 2018;159(11):2146-2158. doi:https://doi.org/10.1097/j.
pain.0000000000001352

	24.	 Dowell D, Ragan K, Jones C, Baldwin G, Chou R. CDC 
clinical practice guideline for prescribing opioids for pain — 
United States, 2022. MMWR Recommend Rep. 2022;71(3):1-
95. doi:10.15585/mmwr.rr7103a1

	25.	 Comerci G, Katzman J, Duhigg D. Controlling the swing of 
the opioid pendulum. N Engl J Med. 2018;378(8):691-693. 
doi:10.1056/nejmp1713159

	26.	 Militello LG, Hurley RW, Cook RL, et al. Primary care cli-
nicians’ beliefs and strategies for managing chronic pain 

in an era of a national opioid epidemic. J Gen Intern Med. 
2020;35(12):3542-3548. doi:10.1007/s11606-020-06178-2

	27.	 Aggarwal A, Barad M, Braza DW, et al. Pain medicine mile-
stones 2.0: a step into the future. Pain Med. 2023;24(7):750-
757. doi:10.1093/pm/pnad014

	28.	 Odonkor CA, Leitner B, Taraben S, et al. Diversity of pain 
medicine trainees and faculty in the United States: a cross-
sectional analysis of fellowship training from 2009–2019. 
Pain Med. 2021;22(4):819-828. doi:10.1093/pm/pnab004

	29.	 Katzman J, Bhatt S, Krishnasamy V, et al. Project ECHO inter-
professional telementoring: using a novel case-based approach 
for building the U.S Public Health Service clinical response 
in pain and substance use disorder. J Interprofess Educ Pract. 
2022;29:100542. doi:10.1016/j.xjep.2022.100542

	30.	 State Requirements for Pain Management CME. NEJM 
Knowledge+. April 9, 2020. Accessed February 25, 2024. 
https://knowledgeplus.nejm.org/cme-moc/pain-management-
and-opioids-cme/state-requirements-for-pain-management-cme/

	31.	 IPRCC. 29. National Pain Strategy Report | IPRCC. https://
www.iprcc.nih.gov/node/5/national-pain-strategy-report

	32.	 Romm M. Interdisciplinary education involving chronic 
pain management: the way forward. J Rehabil Pain Med. 
2023;1:61-71. doi:10.37191/mapsci-jrpm-1(1)-006

	33.	 Gatchel RJ, McGeary DD, McGeary CA, Lippe B. 
Interdisciplinary chronic pain management: past, present, and 
future. Am Psychol. 2014;69(2):119-130. doi:10.1037/a0035514

	34.	 Lagisetty PA, Healy N, Garpestad C, Jannausch M, Tipirneni 
R, Bohnert ASB. Access to primary care clinics for patients 
with chronic pain receiving opioids. JAMA Netw Open. 
2019;2(7):e196928. doi:10.1001/jamanetworkopen.2019.6928

	35.	 Lentz TA, Gonzalez-Smith J, Huber K, Goertz C, Bleser W, 
Saunders R. Overcoming barriers to the implementation of 
integrated musculoskeletal pain management programs: a 
multi-stakeholder qualitative study. J Pain. 2023;24:860-873. 
doi:10.1016/j.jpain.2022.12.015

	36.	 Gallagher RM. Advancing the pain agenda in the veteran pop-
ulation. Anesthesiol Clin. 2016;34(2):357-378. doi:10.1016/j.
anclin.2016.01.003

	37.	 Hadi MA, Alldred DP, Briggs M, Marczewski K, Closs SJ. 
“Treated as a number, not treated as a person”: a qualita-
tive exploration of the perceived barriers to effective pain 
management of patients with chronic pain. BMJ Open. 
2017;7(6):e016454. doi:10.1136/bmjopen-2017-016454

	38.	 Tosas MR. The downgrading of pain sufferers’ credibil-
ity. Philos Ethics Humanit Med. 2021;16(1):8. doi:10.1186/
s13010-021-00105-x

	39.	 Pasero C. Margo McCaffery: resolute and visionary. Pain Manag 
Nurs. 2018;19(2):89-91. doi:10.1016/j.pmn.2018.01.005

	40.	 Ferreira PH, Ferreira ML, Maher CG, Refshauge KM, Latimer 
J, Adams RD. The therapeutic alliance between clinicians and 
patients predicts outcome in chronic low back pain. Phys Ther. 
2012;93(4):470-478. doi:10.2522/ptj.20120137

	41.	 Lakke SE, Meerman S. Does working alliance have an influ-
ence on pain and physical functioning in patients with chronic 
musculoskeletal pain: a systematic review. J Compassionate 
Health Care. 2016;3:1. doi:10.1186/s40639-016-0018-7

	42.	 Pellegrini CA. Trust: the keystone of the patient-physician 
relationship. J Am College of Surgeons. 2017;224(2):95-102. 
doi:10.1016/j.jamcollsurg.2016.10.032

https://doi.org/10.1097/j.pain.0000000000001352
https://doi.org/10.1097/j.pain.0000000000001352
https://knowledgeplus.nejm.org/cme-moc/pain-management-and-opioids-cme/state-requirements-for-pain-management-cme/
https://knowledgeplus.nejm.org/cme-moc/pain-management-and-opioids-cme/state-requirements-for-pain-management-cme/
https://www.iprcc.nih.gov/node/5/national-pain-strategy-report
https://www.iprcc.nih.gov/node/5/national-pain-strategy-report

