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« Identify patient, provider, health care system, and regulatory
barriers to effective pain management for all Americans

* Formulate care pathways to identify individual patient pain
goals, improve symptom assessment, and document plans of
pain care

* Employ evidence-based practice and policy resources to
address healthcare disparities in pain management

« Discuss implementation strategies for overcoming barriers in
the care of diverse populations

« Pain affects more Americans than diabetes, heart
disease, and cancer combined’

* More than 75 million people suffer from persistent pain?
¢ Pain has tremendous personal, relational, and

social cost’...
* Fiscal cost $100 billion per year’

— Just under the amount needed to insure 45 million uninsured
people in the U.S., ie, $122.6 billion®

— Equals the GDP of 65 lowest income countries combined*

1 of Pain Med il d 13, 2010.
2. Alex YS. SMA News. 2007;39:24-26.

3. Hadley ), et al. Health Aff. 2008;27:W399-W415.
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Interindividual drug effects based on age, disease, and genetic variants have been
well documented?

Racial differences in drug disposition and sensitivity are an important determinant
of interindivi 22

d

- g: enzymes, and transporters®
— Culturally based exposure to factors known to influence drug metabolism*

— Responsible for therapeutic failure, adverse effects, and drug toxicity®
Differences in metabolism between East Asians and Caucasians are common*

— Chinese produce less morphine from codeine and exhibit a reduced sensitivity due to

decreased CYP2D6 activity, a major enzyme involved in opioid bioactivation25

* Dosage dati are freq y extrapolated from PK studies performed
in homogeneous populations
Currently, there are more than 50 drugs with pharmacogenomic information
included in the package insert
Individual patient factors need to be carefully considered when prescribing

known to be by genetic variations®
— Codeine,
1. CaracoY, et als Phormacol Exp Ther. 1999,290:413-422. 4. Kim K, et al.J Clin Pharmacol. 2004;44:1083-1105.
2. Zhou HH, et . Ciin Phormacol Ther. 1993;54:507-513. 5. Otton SV, et al. iin Pharmacol Ther, 1993;54:463-472.
3. Wood A, Zhou . Ciin Pharmacokinet, 1991,20:350-373 6. Stamer UM, et al. Pharmacogenomics. 2010,11:843-864.
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Polomano RC, et al. Semin Periop Nurs 2001;10:3-16.

* Institute of Medi
— “Unequal Treatment: Confronting Racial and Ethnic Disparities in Health
Care” http://www.iom.edu/Reports/2002/Unequal-Treatment-Confronting-
Racial-and-Ethnic-Disparities-in-Health-Care.aspx

ne

* American Pain Society

— “Racial and Ethnic Identifiers in Pain Management: The Importance to
Research, Clinical Practice, and Public Health Policy”
http://www. i org/ad [eth ial.htm

* American Academy of Pain Medicine

— “Ethics Charter” http://www.painmed.org/Workarea/
DownloadAsset.aspx?id=3283

* American Society for Pain Management Nursing
— Position statements




* Patient-Related Variables
— Biological, psychosocial, and cultural variables contribute to

d ul

differences in and r

and treatments*?
* Health Care Provider—Related Variables
— Pain is often underestimated with minority populations?

pain p to pain

— Minorities are less likely to receive adequate analgesia*
* Health Care System—Related Variables
— Access to general and specialty care is a problem for minorities>”

— Socioeconomic demographics contribute to disparities in access to
opioid medications®

1. Anderson K, et al.J Pain. 2009;10:1187-1204.
2. Campbell CM, et a. J Pain. 2008;9:759-766.

3. Cleeland CS, et al. Ann fntern Med. 1997;127:813-816.
4. Chen | et al.J Gen ftern Med. 2005;20:593-598.

Freeman HP. CA Cancer J Clin. 2004;54:7277.
Green CR. J Pain. 2008:9:1071-1073.

Fiscella K, et al. JAMA. 2000;284:2053.

Green CR, et a.J Pain. 2005;6:689-695.
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Macro-level Factors Micro-level Factors

Access Who gets it &
(countries, Why?
neighborhoods)

Provider

« Patient characteristics
 Attitudes/preferences
* Past experiences

Diagram courtesy of SH Meghani, PhD.

Injustice
Culture

Prevention, early detection,
diagnosis/incidence, treatment,
posttreatment QOL, survival,

and mortality

QOL=quality of lfe; SES=socioeconomic status.
Freeman HP. Cancer Epidemiol Biomarkers Prev. 2003;12:2325-236s.
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When are disparities
inequities?

Access & Opportunity
* Unavailability of opioids in
minority neighborhoods

. of
pain in patients with

A CAUTION

Need-based Differences
(Horizontal vs Vertical Equity)
* Like Rx for Like need
* Unlike Rx for Unlike need

SLIPPERY
SLOPE

Diagram courtesy of SH Meghani, PhD; adapted from Meghani SH, Gallagher RM. Pain Med. 2008,9:613-623.
LEP=limited English proficiency; PM=poor metabolizers.
1. Eckhardt K et al. Pain. 1998;76:27-33

* Eg, genetic polymorphism &
alteration in CYP450
- ~10% of Caucasians have
PM phenotype'

- Cognitive impairment
- LEP

Nonbelievers: “Pain medication hides the signal”

“You need to know where your pain is coming from, if it’s the same pain, if it’s
something different and what happens when you hide the pain, then, the doctors really can’t
help you [with cancer] cause they don’t really know if this is something new that has been
laying, I would say dormant, because you have been hiding it with pain medication. | like to
know what kind of pain I’'m dealing with.”

Centralists: “A bittersweet dilemma”

“Pills, 1 just don’t like them. | just don’t want, don’t want them. I wish I could stop them but
1 know I can’t so | have to deal with it, you know...although | don’t like to.”

“When it hurts, the pain wins and | have to give in.”

Strong believers: “I don’t mind taking pain pills”

“I don’t mind taking them [pain medicine] because it relaxes me and it keeps the pain
down and it gives me a chance to get my rest. | don’t have no side effects, no constipation
or anything like that.”

Meghani SH, Keane A.J Pain Symptom Manage.2007;34:136-147.

Patient (elderly)- Common Health care
related barriers misconceptions professional barriers

* Reluctance to report * Personal weakness * Inadequate knowledge
pain or take meds o Terminal event of pain treatment
* Coexisting medical « Presence of serious B
conditions disease  Lack of documented
* Multiple medications « Loss of independence baseline and ongoing
* Multiple pain etiologies « Pain as attention- ass‘essments A
« Sensory, emotional, getting device * Reliance solely on pain
cognitive impairment « Cannot accurately scales .
« Fear of reporting sign of self-report * Concern about side
weakness * More likely to become effects (medications)
addicted to pain « Ineffective staff
medications education and
evaluations

Barkin RL, et al. Clin Geriatr Med. 2005;21:465-490.
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P<001  Level of Suffering*
* Cross-cultural differential effects of 52 —
chronic pain in older Americans =0 S
* Retrospective, comparative analysis e
(N=2,040) a 438
— Pain Disability Index (0-70): P<.01 42
« Blacks = 42.35 4.0
* Whites = 38.03 Blacks Whites
— Pain Intensity (MPQ): NS 20, P<001  Control Over Pain*
_ 18 { o= re !
* Blacks=25.37 16 | Goprat destofconol d
¢ Whites = 23.62 :: 12
1:0
08
0.6
04
0.2
*7-point Likert Scale. 0o
MPQ=McGill Pain Questionnaire; higher score=greater intensity. Blacks Whites
Green C, et al.J Pain. 2003;4:82-90. 13

¢ Blacks have been found to experience higher pain
severity than whites across the lifespan, regardless of

gender'?
* Blacks report significantly
— More disability - More suffering
— More distress — Less control over pain

— More symptoms consistent with depression and PTSD
* Blacks are at risk for more negative sequelae

— Psychological morbidity

— Impaired social functioning

— Increased physical disability due to chronic pain'

PTSD=post-traumatic stress disorder.
1. Green CR, et al.J Pain. 2003;4:176-183.
2. McCracken LM, et al. CiinJ Pain. 2001;17:249-255.
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* Racial/ethnic minority patients are

— Less likely than white patients to receive any pain
medication™3?

— More likely to receive lower doses of pain medications*

— More likely to have longer wait times to receipt of
analgesics in the Emergency Department®

— Less likely to receive opiates as treatment for pain®®

— Less likely to be treated in a manner consistent with the
WHO recommendations®

Bernabel R, et al. JAMA. 1998;279:1877-1882. 5. Epps CO, et al. Pain Manag Nurs. 2008,9:26-32.

Kposowa Al, Tsunokai GT. Race & Society. 2002;5:193-223. 6. Pletcher M, et al. JAA. 2008;29:70-75,

Won A, et al. J Am Geriatr Soc. 1998;47:936-942 7. Chenl, etal.J Gen Intern Med. 2005;20:593-598.
Cleeland CS, et al. Ann Intern Med, 1997;127:813-816, 8. Heins A, et al.J Opiod Manag. 2006;2:335-340.

15




were

medication

African Americans

Heins A, et al. | Opioid Manag. 2006,2:335-340.

* The most consistently observed racial/ethnic disparity in pain
management is in the prescription of opioid analgesics

¢ In one study of the emergency department, white patients

— 86% more likely to receive opioids
— 82% more likely to be discharged with a prescription for pain

— 98% more likely to receive discharge prescriptions for opioids than

 This may be improving in African American patients, but no
improvement has been seen in Hispanic populations

* Race, ethnicity, and disparity are
murky concepts

* “Whatever this race construct
represents” matters in pain
treatment outcomes

¢ Culture is not a monolith; cultures
and subcultures are social
constructions

* “On-Average” care may be
appropriate for policy
development but may not be
sufficient for patient-centered
clinical care

* Cultural competence sometimes is
really about accepting and
recognizing our “lack of
competence” in navigating through
the plethora of cultures and
subcultures

« “Simply” make patients in-charge...
and learn about them from them

* What would “a” patient want...just
ask “the” patient!

Clinical Guidelines for the Use of Opioids in Chronic Noncancer Pain
American Pain Society 2009

Diagnosis and Treatment of Low Back Pain
A Joint Clinical Practice Guideline from the American College of Physicians and
the American Pain Society
Annals of Internal Medicine. 2007;147:478-491.

Guideline for the Management of Cancer Pain
in Adults and Children
American Pain Society 2005
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Guideline for the Management of Fibromyalgia Syndrome Pain in
Adults and Children
American Pain Society 2005

The Management of Persistent Pain in Older Persons
Journal of the American Geriatrics Society. 2002;50:5205-s224.

Guideline for the Management of Pain in OA, RA, and JCA
American Pain Society 2002

Guideline for the Management of Acute and Chronic Pain in
Sickle-Cell Disease
American Pain Society 1999

¢ Increasing the diversity of providers, program
administrators

¢ Educating professionals about diversity and pain
management

*More participation by diverse race groups in
research (intervention studies)

*Understanding aging and diversity, and increased
research and education on minority aging

Green C, et al. Pain Med. 2003;4:277-294.

* Research on how gender, economic factors, language,
acculturation, and family and health support influence
health, QOL, and quality of care in racial and ethnic
minorities experiencing pain

¢ Pain assessment measures that are culturally and
linguistically (age) sensitive

* Research directed to understanding clinical decision
making, stereotyping, bias, variability

» Multidisciplinary approaches: integrating basic, clinical,
and health service research methodologies

Green C, et al. Pain Med. 2003;4:277-294.
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¢ Conduct thorough evaluations of health care systems and
practice sites to identify vulnerable patient populations most
affected by inequitable pain treatment and opportunities to
reduce or eliminate disparities through sensitivity training,
implementation of practice guidelines, and patient
advocacy programs
* Establish mechanisms and procedures to ensure that patients
with chronic pain have immediate access to prescribed
opioid analgesics
— Form effective working relationships with community-based
pharmacists to recognize the analgesic needs of patients served

— Assist socioeconomically disadvantaged patients take advantage of
pharma-sponsored indigent or patient assistance programs to
procure analgesics

Meghani SH, et al. Pain Med. In preparation.
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* Seize opportunities to partner with pain advocacy
groups/organizations and professional organizations and
agencies to promote awareness of pain treatment disparities
through education, media communication, and service on
advisory boards and special interest groups

* Raise awareness about the problem of pain treatment
disparities among government officials, legislators, policy
makers, and influential health care community leaders

— Act as spokespersons at open hearings on health care
— Participate in state pain initiatives/coalitions

— Disseminate information to medical, nursing, and other health
professional state boards to model state programs, and facilitate the
adoption of statutes or guidelines advancing the cause of
reducing/eliminating pain disparities

Meghani SH, et al. Pain Med. In preparation. 2
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