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The Institute of Medicine (IOM) has reported that approximately 100 million Americans
experience chronic pain. The IOM report on pain and the subsequent National Pain Strategy
(NPS) issued by the U.S. Department of Health and Human Services have both noted the
educational gaps regarding pain management and highlighted the pivotal role that psychology
plays in the field of pain management. Fishman and colleagues (2013) emphasized the need
for all providers involved in the study and practice of pain management to acquire a common
fund of knowledge and proposed a comprehensive set of core competencies that would apply
across multiple professions and specialty areas (e.g., anesthesiology, nursing, and psychology). These core competencies are meant to be tailored to allow each pain-related subspecialty to incorporate the factors and competencies unique to their discipline. To date, the
terms pain psychology and pain psychologist are routinely used in public discourse to refer
to psychologists practicing integrated, multimodal, and multidisciplinary pain care, but the
field of psychology has not yet defined this emerging specialty. It is important for the
discipline itself to define these terms and for psychologists to specify the competencies that
would be expected of a clinician working as a pain psychologist. The current article
represents an initial effort to define the core competencies necessary to fulfill the role of a
pain psychologist working in the field of pain management.
Keywords: pain psychology, competencies, education, pain

In 2011, the Institute of Medicine (IOM) of the National
Academy of Sciences reported that 100 million Americans
experience chronic pain at a cost of approximately half a
trillion dollars per year. Pain was identified as a public
health crisis, not only due to its prevalence and cost but also
because chronic pain often is associated with disparities in
care and with significant negative impacts, including de-

clines in productive and pleasurable activity, significant
emotional distress, and diminished quality of life and wellbeing (IOM, 2011). A key recommendation of the report
was the development and adoption of a comprehensive
national action plan to create a cultural transformation in
how pain is viewed and treated. This recommendation became a reality with the March 2016 publication of the
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National Pain Strategy (NPS) by the U. S. Department of
Health and Human Services (Interagency Pain Research
Coordinating Committee [IPRCC], 2015). Psychologists
were among the authors of both the IOM report and the
NPS, underscoring the important role that psychology plays
in education, research, and health care delivery in the field
of pain.
The IOM (2011) highlighted psychology’s leadership in
the education and training of scientists and practitioners
involved in the field of pain by recognizing its efforts to
improve pain assessment and management. In fact, a call for
action to build the capacity for pain psychologists was
recently published in Pain Medicine, a leading journal in the
field of pain management (Darnall et al., 2016). Darnall and
colleagues (2016) reported on results of nearly 2,000 completed surveys of stakeholders in pain management (e.g.,
psychologists, therapists, individuals with pain, physicians,
physician assistants, nurse practitioners, and the directors of
graduate and postgraduate psychology training programs).
The authors concluded that there was broad support for a
pain psychology specialty across stakeholder groups, as
well as for a national initiative to increase training and
competency development. Among the training program directors, the authors found unanimous interest in a pain
psychology curriculum that could be integrated into existing
programs. The International Association for the Study of
Pain (IASP), the leading international organization focused
on the interdisciplinary pain management practice, has developed a core curriculum for the education of pain management practitioners, but it has not regularly been included
in higher education curricula (IASP, 2008).

Other disciplines have moved to establish a specialty in
pain management. Some of those specialties, including the
medical specialties of pain medicine and pain management
nursing, have their own professional organizations and journals. To date, the terms pain psychology and pain psychologist are routinely used in these professional circles despite
the fact that the terms have never been formally defined by
the discipline of psychology itself. It is important for the
field of psychology to define these terms and the competencies that would be expected of an individual identifying
as such a clinician rather than having them characterized by
other disciplines. The opioid epidemic and increased national focus on poorly managed pain highlight the contemporary importance of this topic. Psychology’s role in helping to shift these trends has been delineated (IPRCC, 2015);
however, the variability in practice that may ensue secondary to the lack of a core set of universally agreed-upon
knowledge and skills among scientists and practitioners in
this arena may hamper efforts to successfully address the
opioid and pain crises. Psychologists practicing in primary
care have set a precedent for this process (American Psychological Association, 2015), and it is hoped that the
current article will generate discussion within the professional psychology community to create a similar pathway in
the realm of pain.
Pain psychology is analogous to pain medicine in that it
is both a unique and cross-cutting specialty. For example,
pain medicine specialists may receive their primary training
in anesthesiology, physiatry, psychiatry, or other fields;
however, the competencies of a board-certified pain physician represent an accumulation of knowledge and skills that
draw on a number of subspecialties in the field of medicine
itself. The same is true for pain psychology: A pain psychologist’s training may initially be in clinical, counseling,
health, pediatric, gero-, rehabilitation, neuro-, or forensic
psychology or in the treatment of substance use disorders,
but pain psychology requires a unique integration of competencies across these and other domains that differs from
existing psychology subspecialties (Cox, Cox, & Caplan,
2013; Ditomasso, Cahn, Panichelli-Mindel, & McFillin,
2013; Finch, Lochman, Nelson, & Roberts, 2012; France et
al., 2008; Fuertes, Spokane, & Holloway, 2013; Lamberty
& Nelson, 2012; McDaniel et al., 2014; Molinari, 2011;
Packer & Grisso, 2011). The IOM and NPS have suggested
that all health professionals should have at least basic competencies in pain management (IOM, 2011; IPRCC, 2015),
and there is a need to incorporate pain management education and training into all professional psychology training.
The science and practice of pain psychology has matured
independently of any other existing specialty. Pain psychologist competencies are founded in science and practice
beyond the broader domain of clinical and counseling psychology and other specialties and proficiencies.
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Domain 1: Multidimensional Nature of Pain:
What Is Pain?

Ravi Prasad

Of particular relevance in developing competencies for
pain psychology is the publication by Fishman and colleagues (2013). An interdisciplinary group of experts in pain
management, including a psychologist who is also an author
of this article (Ravi Prasad) outlined the knowledge and
skills that are deemed essential for all health care professionals working with persons with pain. Through a consensus decision-making process, the authors derived a set of
four core competency domains: (a) understanding the multidimensional⫺biopsychosocial nature of pain, (b) assessing and measuring pain, (c) managing pain, and (d) awareness of how contextual variables affect pain management. It
was proposed that this common set of core competencies be
tailored within each discipline to address the unique factors
associated with each specialty. The authors of the current
article believe that a pain psychology⫺specific elaboration
of the foundational principles described in the Fishman
article is strongly indicated and, in fact, essential. Accordingly, the goal of this article was to begin to define those
competencies that are necessary for a pain psychologist
using the Fishman rubric.
This article assumes that pain psychologists exhibit the
core values and competencies of all psychologists and
trainees. Fishman and colleagues’ (2013) work is expanded by proposing competencies specific to psychologists working in the field of pain management. It is not
imperative that pain psychologists be experts in each
identified domain; rather it is expected that they have at
least foundational competencies in each and readily apply
them in practice.

A competent pain psychologist must demonstrate awareness of the multidimensional nature of pain. This competency domain focuses on knowledge regarding (a) the complex, multifactorial and individual-specific nature of pain;
(b) the relevant and evolving theories and science for understanding pain; (c) the terminology used to describe pain
and associated conditions; and (d) the ability to communicate the aforementioned to patients and other practitioners.
The biopsychosocial model recognizes that the experience of pain is the result of complex interactions among
biological, social, and psychological factors. It has emerged
as the predominant conceptual framework in the field of
pain management (Gatchel, Peng, Peters, Fuchs, & Turk,
2007). There are other significant integrated models that
emphasize the role of the central nervous system, and particularly the brain, in determining the experience of pain.
These include the gate-control⫺neuromatrix model of pain;
models emphasizing localized pain⫺brain circuitry, functional cortical connectivity, and cortical reorganization; and
the activation of emotional circuits by chronic pain (Jensen
& Turk, 2014; Melzack & Wall, 1965). All of these models
are informed by and reinforce important observations about
the multidimensional nature of pain, including the experience of pain itself and its effects on physical and emotional
functioning, overall well-being, and quality of life (Kerns &
Jacob, 1995; Turk et al., 2003).
Also of value to pain psychologists are the foundational
and heuristic roles of operant theory and social– cognitive
theory (Main, Keefe, Jensen, Vlaeyen, & Vowles, 2015;
Turk & Gatchel, 2012). When applied to pain management,
these models help psychologists better understand the development and perpetuation of factors commonly associated
with adaptation and changes in functioning, quality of life,
and well-being.
Social and psychological factors can impact patients’ pain
experiences; thus, knowledge about these conceptual frameworks is also critical. Paradigms such as the fear–avoidance
model characterize patients’ experience of pain and their
engagement in treatment, allowing clinicians to better tailor
care plans to meet their patients’ needs (Lethem, Slade,
Troup, & Bentley, 1983; Vlaeyen & Linton, 2000). Other
models, such as the sociocommunication model of pain,
pain empathy model, and communal coping models, can
help pain psychologists better understand their patients
based on a variety of interpersonal and social variables and
may improve the therapeutic alliance (Goubert et al., 2005;
Hadjistavropoulos et al., 2011; Sullivan, 2012). Although
not the only models with which pain psychologists should
be familiar, those just listed can enhance psychologists’
understanding of the complex interplay of factors that contribute to the onset and maintenance of pain and facilitate
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the development of effective treatment interventions. It is
important to note that these models have largely evolved to
address the experience of pain specifically and are not
generally linked to other domains of psychological science.
Pain psychologists can excel in their practice by becoming aware of different types of pain conditions, their pathophysiology, and common medical and mental health comorbidities; however, it is essential that they be able to
communicate this knowledge using terminology that is understandable by patients, caregivers, and other providers.
Mastery of such communication skills is important to developing a client-centered and team-based approach to care.

Domain 2: Pain Assessment and Measurement
Pain psychologists practicing in various clinical settings
(e.g., primary care, rehabilitation) have historically played
important roles in elaborating frameworks for pain screening and for conducting comprehensive pain assessments;
developing and validating assessment approaches; and using information from assessments to inform the development of patient-centered, multimodal and interdisciplinary
plans of care. Competencies in this domain focus on (a) the
assessment of individuals with pain and related symptoms
using appropriate approaches (e.g., interview, psychophysiological assessment, screening tools, standardized tests and
measures); (b) the awareness of system, provider, and individual contributors that can affect the assessment process;
and (c) communication in the context of assessment.
Informed by the biopsychosocial model, comprehensive
understanding of pain includes a focus on biological, psychological, and social factors and how each of these do-

mains reciprocally interact with each other and can change
over time (Gatchel et al., 2007). Pain psychologists should
have expertise across all of the biopsychosocial model domains, with a specific focus on bringing the foundational
principles in human learning to bear on interdisciplinary
team discussions. In turn, assessment of pain should include
the application of this model to conceptualizing pain as
having multiple contributing factors. As Bruns and Disorbio
(2009) pointed out, the treatment team should have a collaborative approach in the evaluation process. Evaluations
are best framed as a portion of an integrated treatment
process that works toward accomplishing patients’ goals.
Pain psychologists conduct pain assessments across the
life span, with patients of different demographic groups and
a wide spectrum of pain conditions. Patient assessments can
occur at different stages of the course of persistent pain. It
is also relevant to distinguish between screening that can be
used to detect potential risks and/or the need for additional
intervention⫺evaluation versus assessment, which may include information from multiple sources and is more comprehensive in nature (American Psychological Association,
2014). Screening can include identification of biopsychosocial risk factors for pain and factors that can influence
recovery (McLinton, McLinton, & van der Linden, 2018;
H. S. Robinson & Dagfinrud, 2017). Furthermore, stratified
treatment interventions based on screening of degree of
psychosocial risk factors have demonstrated efficacy in
reducing disability and pain (Murphy, Blake, Power, &
Fullen, 2016). Dorflinger and colleagues’ (2014) description of the implementation of an interdisciplinary team
approach to pain assessment and management in primary
care settings shows a promising option to include specialty
assessments of patients’ pain experiences earlier in the
trajectory of the development and perpetuation of chronic
pain. Pain psychology’s involvement in early evaluation is
also supported by the recognition that pain, disability, and
length of recovery are influenced by psychosocial risk factors such as pain catastrophizing, fear–avoidance beliefs,
magnitude of reported disability at injury onset, beliefs
about ability to return to work, appraisals about pain continuation, social support, mood, and anxiety (Campbell,
Foster, Thomas, & Dunn, 2013; Esteve, Bendayan, LópezMartínez, & Ramírez-Maestre, 2017; Hill et al., 2008;
McLinton et al., 2018; Wertli et al., 2014).
Assessment and screening often take place when patients’
pain persists for more than several weeks and after it has
already begun to have a negative impact on physical and
emotional functioning. Pain psychologists benefit from the
ability to evaluate the concern(s) that are most temporally
relevant to patients and to select and administer evidencebased assessments appropriate for their overall health, pain,
injury, and quality of life (Bruns & Disorbio, 2013). Psychologists use comprehensive pain assessment to inform an
integrated, patient-centered, evidence-based, multimodal,
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and interdisciplinary plan of care. It facilitates individualization of treatment plans, helps identify gaps in care, and
facilitates establishing and assessing toward goals. Patient
assessments may include multiple sources of information
and domains of functioning. Pain psychologists should be
knowledgeable about and have the capacity to select from a
broad array of psychometrically sound self-report questionnaires and related methods, and their expertise in psychometrics and measure development may offer a relatively
unique competency to the treatment team. There are a
number of psychological measures that are appropriate for
the assessment of patients with chronic pain or have been
designed specifically for patients who have chronic pain,
many of which have demonstrated substantial reliability and
validity (Bruns & Disorbio, 2013; Turk & Melzak, 2011).
Pain psychologists should also be knowledgeable about
other approaches to pain assessment (i.e., Keefe, Somers,
Williams, & Smith, 2011) and should possess an understanding of tests and procedures commonly used by other
disciplines to assess pain (Flor, 2014). This reinforces the
importance of interdisciplinary care, because no one assessment approach is likely to capture the complex nature of the
pain experience. In fact, relying solely on biomedical assessment tools may have inherent limitations (Fillingim et
al., 2013). In a prospective, longitudinal study with patients
identified with risk factors for lower back pain, psychosocial risk factors were stronger predictors of outcome in
comparison to structural findings on magnetic resonance
imaging (MRI) and discography (Carragee, Alamin, Miller,
& Carragee, 2005).
Pain psychologists may also conduct specific psychological evaluations, such as preprocedural or presurgical
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screenings, opioid risk assessments, and forensic evaluations related to disability claims. For example, many thirdparty payers require a psychological evaluation prior to
authorizing use of implantable device therapies. Pain psychologists completing presurgical or preprocedural evaluations assess factors including patient knowledge of the
procedure and its associated risks, awareness of periprocedural self-care needs, treatment expectations, compliance
history, and other factors known to influence outcomes
(Block, Gatchel, Deardorff, & Guyer, 2003; Bruns & Disorbio, 2009, 2014). They may also be called upon to participate in the selection of patients who may benefit from
opioid therapy or, conversely, to identify those who may be
at risk from it.
Pain psychologists should routinely assess for the presence of comorbid mental health conditions, as there is a
significant body of literature reflecting higher rates of substance use disorders, and depression and anxiety disorders
in individuals with chronic pain (Knaster, Karlsson, Estlander, & Kalso, 2012). Additional relevant areas to assess
may be weight management, sleep disorders, tobacco use,
and other lifestyle factors that have the potential to impact
pain and functioning (Bastian et al., 2017; Goral, Lipsitz, &
Gross, 2010).
Pain psychologists also require an understanding of the
influence of socioeconomic and cultural factors on the experience of pain and health and how this can impact assessment (IPRCC, 2015). Age, gender, and racial and ethnic
disparities in pain assessment and treatment are well documented in the literature (Green & Hart-Johnson, 2010). The
IOM report cited several groups, including children, older
adults, and veterans, among several other groups, as being
disadvantaged and vulnerable to disparities (IOM, 2011).
For example, Black veterans, relative to Whites, were found
to be less frequently screened for the presence and intensity
of pain in Veterans Health Administration primary care
settings despite a policy that requires such screening (Burgess et al., 2013). Stereotyping and bias during the process
of screening likely contribute to well-documented differences and disparities in care. Low wealth has been found to
be a strong predictor of high-impact chronic pain (Janevic,
McLaughlin, Heapy, Thacker, & Piette, 2017), and special
programs have been created to specifically address pain
treatment disparities in low-income areas (Thorn et al.,
2018). These observations highlight the importance of cultural education for health care professionals providing care
to persons with pain. Providers should use their knowledge
of socioeconomic, cultural, and other individual differences
to guide the assessment process, because doing so may help
reduce health disparities. Patient factors are particularly
wide-ranging and complex, and pain psychologists must be
mindful of assessing the biopsychosocial factors affecting
patient engagement with recommendations for health care
(Kerns et al., 2014). Kerns and his colleagues have offered
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specific recommendations for improving shared decisionmaking regarding pain treatment and for promoting patient
engagement in self-management approaches more specifically (Dorflinger, Kerns, & Auerbach, 2013; Frantsve &
Kerns, 2007).
Development of competencies that promote optimal communication throughout the assessment process is also necessary. This includes communication in a variety of domains related to assessment, such as the ability to
cointerview, coassess, and cointervene with other providers.
Pain psychology has long recognized the importance of
working with caregivers and partners in evaluations and
treatment (Main et al., 2015). Psychologists should be
skilled in providing comprehensive feedback to patients,
potential sources of social support, and the treatment team
regarding evaluations as well as have an awareness of
potential barriers to feedback, such as time restrictions from
a referring provider (Fouad et al., 2009). Psychologists
should also be mindful of patients’ concerns regarding their
health records (Peel, 2012). This may include clarifying
with patients who will have access to their medical records,
which can be of relevance in forensic settings and worker’s
compensation. Informed consent and limitations on confidentiality should be openly discussed with patients.

Domain 3: Management of Pain: How Is
Pain Relieved?
A competent pain psychologist implements evidencebased, patient-centered psychological or behavioral approaches to manage, treat, and relieve pain (Kerns, Sellinger, & Goodin, 2011). Broadly, this domain focuses on

collaborative approaches to decision-making, consideration
of a diversity of treatment options, the importance of patient
agency, risk management, and flexibility in care informed
by the comprehensive pain assessment. More specifically,
pain psychologists should demonstrate the ability to (a)
identify appropriate evidence-based psychological treatment options in collaboration with the patient; (b) share
decision-making with relevant parties in a team, health care
system, and the patient and family; (c) develop a comprehensive, integrated treatment plan; (d) promote health and
self-management; and (e) monitor and adjust treatment
plans across inpatient and outpatient settings.
Psychologists have played particularly important roles in
the development of theoretically informed and empirically
validated treatment approaches for pain management (Kerns
et al., 2011). Many treatments for pain focus on improving
function and quality of life rather than reducing pain intensity, and this education should be delivered to patients in a
fashion that is not insensitive to the physical discomfort that
they are experiencing.
Cognitive– behavioral therapy (CBT) has been shown to
improve pain intensity, activity level, and disability in patients living with a wide range of pain conditions. It is also
effective in reducing functional deficits related to neurological disorders across different demographic groups, including underserved, younger, and older adult patients (Ehde,
Dillworth, & Turner, 2014). Although there is evidence to
support CBT-based interventions in pain treatment, a rigorously conducted Cochrane review found mixed or limited
evidence of the effects of CBT on pain intensity, mood, and
disability in individuals living with neuropathic pain and on
pain intensity in individuals living with chronic pain (Eccleston, Hearn, & Williams, 2015; Williams, Eccleston, &
Morley, 2012). These findings highlight the importance of
understanding the nuances of why a treatment pathway may
be effective in some situations but not all and using such
knowledge to inform patient care.
In addition to CBT, there are additional psychological treatments that have demonstrated efficacy in treating chronic pain
and comorbid conditions—treatments including pain coping
skills training, motivational interviewing (MI), operant behavioral approaches, behavioral sleep management, behavioral
weight management and graded in vivo exposure, directive
emotional expression interventions (e.g., emotional awareness
and expression therapy), and third-generation CBT that integrates acceptance-, compassion-, and commitment-based
approaches (e.g., acceptance and commitment therapy,
mindfulness-based stress reduction, mindfulness-based cognitive therapy; Carson et al., 2005; Chapin et al., 2014;
Jensen & Turk, 2014; Kerns et al., 2011; Lumley et al.,
2017; McCracken & Vowles, 2014; Stayner, Ramezani,
Prasad, & Mahajan, 2016). Furthermore, spouseassisted⫺couples therapy and internal family systems⫺family therapy interventions should be considered as ad-
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ditional alternatives or adjuncts to psychological treatments.
These interventions have been shown to improve pain intensity, depression, physical functioning, and compassion as
well as to improve partner support and marital quality as
well as less pain-soliciting roles and illness-related conflict
between partners (Martire, Schulz, Helgeson, Small, &
Saghafi, 2010; Shadick et al., 2013).
Learning and implementing multiple interventions can
inherently become challenging for the clinician. When integrating the aforementioned psychological treatment options, professionals should utilize conceptual frameworks
from other areas of psychology to facilitate treatment delivery. For example, pain psychologists working with seniors should understand the unique needs of this population
prior to implementing more specialized pain-based interventions. This is particularly salient when working with
complex patients with high medical and psychiatric comorbidities (Ramezani, Rockers, Wanlass, & McCarron, 2016).
Psychological treatment should also be weighed with the
age, disability, or litigation status and culture of the patient
to ensure that there is evidence-based support for its inclusion in the care plan.
Psychological preparation for surgical interventions has
been shown to lead to better clinical and health system
outcomes (Powell et al., 2016). Psychological preparations
have included CBT-based health behavior management,
medical anxiety management, mindfulness-based therapies,
stress management, psychoeducation, coping skills training,
developing realistic pre- and postprocedural expectations,
and education on substance abuse and procedures (Dao et
al., 2011; Ehde et al., 2014; Erci, Sezgin, & Kacmaz, 2004;
Nelson et al., 2013; Wahlin & Tonnesen, 2014). Beneficial
clinical and health system outcomes include decreased depression and anxiety associated with surgery, improved
recovery postsurgery, decreased use of sedative and pain
medications, decreased pain, and shortened hospital stays
(Johnston & Vogele, 1993; Sparkes, Duarte, Raphael,
Denny, & Ashford, 2012). Pain psychologists may wish to
become familiar with the range of interventions available
within their health care system to inform discussions they
may have with members of their treatment teams about
identifying risk factors and optimizing outcomes (Block et
al., 2003).
Technology-based interventions also have a long history
of applicability to chronic pain, and familiarity with them is
advantageous (Heapy et al., 2015). Technology-based interventions include telehealth⫺telemedicine, computerized or
online interventions, and psychophysiological treatments.
Telehealth⫺telemedicine interventions may extend beyond
patient care and involve teaching pain management treatment modalities to health care providers (Agboola, Ju,
Elfiky, Kvedar, & Jethwani, 2015; Dubin et al., 2015).
Online interventions, computer-based programs, or smartphone applications have been shown to reduce pain inten-
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sity and improve satisfaction (Fisher, Law, Palermo, &
Eccleston, 2015).
Psychophysiological treatments are diverse in their application and in their modality. Specific biofeedback, neurofeedback, functional MRI feedback, and cranial electric
stimulation treatments have been shown to be effective in
the treatment of chronic pain conditions (Chapin, Bagarinao, & Mackey, 2012; Jensen, Grierson, Tracy-Smith, Bacigalupi, & Othmer, 2007; Sielski, Rief, & Glombiewski,
2017; Tan et al., 2011). Psychophysiological interventions
can enhance patient learning and the effects of behavioral
treatment (Piaserico et al., 2016; Shedden Mora, Weber,
Neff, & Rief, 2013).
Pain psychologists should have a broad, working knowledge of the evolving empirical literature of medical, rehabilitative, complementary, and integrative health approaches. Such familiarity may promote patients’ initial
engagement and ongoing adherence to treatment. Increasingly, psychologists may incorporate use of some of these
approaches into rehabilitative treatment; for example, recent
published trials of CBT for chronic musculoskeletal pain
incorporated structure exercise and walking programs
(Kerns et al., 2014).
The next steps in building pain treatment competency are
to acquire and apply knowledge of strategies that cultivate
collaborative approaches. Such strategies are important for
pain psychologists, as well as other pain providers, and
entail the inclusion (as appropriate) of the patient, family
members, and health care professionals from other disciplines in the education and decision-making process when
developing a pain care plan. Throughout the process of
developing the plan, use of psychological approaches such
as MI may enhance patient readiness to adopt the treatment
plan and to participate fully (Jensen, Nielson, & Kerns,
2003). Studies have shown that integrated, interdisciplinary
decision-making and multimodal treatment plans help to
address the patient’s health care needs, increase treatment
involvement, improve access to care, improve quality of
health care, and strengthen interventions (Brown Levey,
Miller, & Degruy, 2012; Gatchel, McGeary, McGeary, &
Lippe, 2014; Runyan, 2011).
To treat patients with chronic pain, it is important for pain
psychologists to be able to treat comorbid conditions, promote self-management strategies, help patients develop and
evaluate treatment plans, and assist patients in assessing the
effects of pain management plans. It is possible to treat
comorbid physical health and mental health conditions using the evidence-based approaches to implement a biopsychosocially informed treatment approach (Ramezani, McCarron, Lashai, & Lenaerts, 2015; Zachariae, Lyby,
Ritterband, & O’Toole, 2016). Psychologists should be familiar with treatment protocols, such as MI and CBT, that
can enhance patients’ participation in their health care,
increase treatment adherence, and increase motivation and
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access to resources (Alperstein & Sharpe, 2016; Kerns et al.,
2014).
The ability of pain psychologists to monitor the effects of
treatment is important to ensure meaningful progress and to
inform necessary adjustments to the treatment plan. This is
accomplished by regularly following up with patients and
team members to inquire about whether initial goals are
being met. Intersession monitoring of symptoms, goal progress, and practice of newly acquired skills can be useful in
this context. Care plans should be dynamic in nature and
adjust according to patient response to treatment (Turk &
Melzak, 2011).

Domain 4: Clinical Care: How Does Context
Influence Pain Management?
Both the IOM report and NPS have emphasized the
importance of attending to the cultural context in which pain
occurs (IOM, 2011; IPRCC, 2015). This includes the sociocultural background of patients and their families, the characteristics of the communities in which they live, and the
same characteristics as they apply to patients’ provider
networks and health care system(s). All of the aforementioned help shape how pain is uniquely defined and experienced by patients and their environment.
The ability to identify factors that can facilitate or interfere with effective pain evaluation and treatment is an
important prerequisite to meeting the needs of patients and
their families. The experience of pain and individuals’ responses to treatment vary across age, race, ethnicity, gender,
and education level (Meints, Miller, & Hirsh, 2016; Molton
& Terrill, 2014; M. E. Robinson et al., 2001; Tait & Chibnall, 2014). Social factors are of particular relevance because they have been found to directly modulate the pain
experience (Krahé, Springer, Weinman, & Fotopoulou,
2013). For example, the types of responses individuals with
pain receive from others in their environment can influence
medication use, health-related quality of life, affective distress, and pain-related disability (Cunningham, Hayes,
Townsend, Laures, & Hooten, 2012; McGeary et al., 2016).
Spousal communication in particular is an important social
context to assess because criticism, hostility, punishing responses, and invalidation from significant others have been
found to influence pain, mood symptoms, and relationship
quality (Burns et al., 2018; Cano & Tankha, 2018; Edmond
& Keefe, 2015). Understanding how factors associated with
pain, health behavior, illness, and disease interact with
cultural, institutional, societal, and regulatory influences to
shape pain perception and treatment is critical knowledge
for a pain psychologist to possess (Turk & Melzak, 2011).
Disability is a complex issue that is often interwoven in the
clinical presentation of pain. Payments received for pain
through various pathways and systems (e.g., workers’ compensation, Social Security disability insurance, litigation set-

tlements, private long-term disability insurance) may serve as
financial incentives to maintain the condition. Other forms of
secondary gain—such as release from undesirable tasks or
solicitous responses from family members—may also influence response to treatment (Romano et al., 1995; Turk, Kerns,
& Rosenberg, 1992). Disability can also occur due to vocational issues (e.g., lack of employer accommodations for patient’s impairment, patient’s limited awareness or access to
alternative work) or iatrogenically secondary to a prescribed
treatment pathway (e.g., medication-related limitations) or
when an employer does not allow modifications in the work
environment to address patients’ impairment. Pain psychologists should maintain an awareness of the psychosocial
risk factors associated with disability to facilitate creating
evidence-based treatment plans that maximize patient outcomes.
Because pain care does not take place in a vacuum, it is
important to possess at least a rudimentary comprehension
of the role, scope of practice, and contribution of different
professionals within a treatment team while concurrently
appreciating that systems’ factors that can affect outcomes.
This would include a fundamental understanding of the
broad categories of pain (e.g., acute, chronic, cancer, noncancer, end of life) and their associated treatment foci,
specific pain conditions, interventional approaches to care,
pharmacological pain management, and the scientific foundations of the other health disciplines on the pain care team
(Mezei, Murinson, & Johns Hopkins Pain Curriculum Development Team, 2011). Because the field is dynamic,
ongoing continuing education in the aforementioned areas is
necessary to ensure that a psychologist is applying the most
current information in patient care. Clear and concise verbal
and written communications with team members that maximize the use of new and emerging health technologies (e.g.,
electronic health records, secure messaging) while adhering
to relevant ethical and confidentiality guidelines can help
cultivate an understanding of the treatment plan across
disciplines and reinforce an interdisciplinary approach to
care. It is similarly important to recognize that the mission
and structure of the health care organization, relevant historical factors, and the position of psychology within the
system shape the delivery of care. Finally, understanding
the monetary aspects of care delivery, including billing and
coding, is essential to ensure financial viability.
One of the more significant roles played by pain psychologists is that of an advocate in assisting patients with
identifying and meeting treatment goals. Efforts to improve
health involves interacting with a number of systems to
inform policy relevant to pain management at local, state,
and federal levels. Advocacy work also occurs within the
discipline itself to support increased research and clinical
training. Pain psychologists often fulfill additional roles
beyond advocacy and the clinical delivery of services, including (a) encouraging behavior that demonstrates appro-
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priate respect for patient autonomy and professional autonomy of other health care professionals, (b) assessing team
dynamics and intervening to maximize effectiveness, and
(c) providing education about psychology to team members
(Hunter et al., 2008).
Although the delivery of interdisciplinary care may be
facilitated by working in a setting in which multiple disciplines practice alongside one another, this option might not
be available. In such situations, a single clinician may
deliver multimodal care or the interdisciplinary work may
occur virtually. Though it is much more challenging to do
so, it remains important for independent private practitioners to understand how contextual factors influence delivery
of care, including any potential impact that may arise as a
result of not being a part of a collocated team and communication strategies that should be implemented to address
these potential limitations.

Discussion
Chronic pain has been identified as a public health challenge by the IOM for a number of reasons, including its high
prevalence; its direct and indirect financial costs, including
those stemming from the opioid crisis; and notable disparities in access and quality of care, as well as its effects on
vulnerable populations (IOM, 2011). To begin to address
this public health challenge, it is important to utilize health
strategies at both the population and individual levels. Clinicians, scientists, and politicians have acknowledged the
magnitude of the problem and proposed clinical and policy
changes to attempt to address the challenges associated with
pain care and research. The NPS blueprint for transforming
pain care in America highlights the importance of developing an approach to increasing the number of pain management practitioners across different disciplines, including
psychologists, who play important roles in the assessment
and management of pain (IPRCC, 2015).
The terms pain psychology and pain psychologist are
frequently cited in public discourse about integrated, multimodal, and interdisciplinary pain care. Job postings have
already begun to establish definitions of pain psychology
and the requisite skills necessary to practice in this domain,
but there has been great variability in how these are characterized. Psychologists working in this field are commonly
referred to as pain psychologists; however, there is presently
no established definition of this term, nor have parameters
been delineated to guide the training of individuals in this
realm. Pain psychology is not currently recognized as a
specialty or proficiency by the American Psychological
Association. It is important for the field of psychology
itself, similar to the case with other disciplines in the pain
management field, to define what constitutes a pain psychologist rather than have this term applied ambiguously by
others. Formalization of the specialty of pain psychology
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could positively impact reimbursement, an issue that is a
serious threat to the continued emergence of this specialty
and its integration into clinical practice. This article is the
first attempt to define what it means to be a pain psychologist and the competencies necessary to be a competent pain
psychologist, and this article advances the models for education and training necessary to achieve these competencies.
Although the pain psychology competencies overlap with
competencies for the practice of clinical and counseling
psychology and specialties within psychology (Cox et al.,
2013; Ditomasso et al., 2013; Finch et al., 2012; France et
al., 2008; Fuertes et al., 2013; Lamberty & Nelson, 2012;
Molinari, 2011; Packer & Grisso, 2011), they are also
substantially distinct and represent a maturation of both the
science and practice of pain psychology consistent with its
recognition as a separate specialty. Given the vast array of
unique needs of individuals living with pain and the diversity of settings in which pain management services are
researched and delivered, it is not practical to attempt to
develop a set of all-encompassing competencies for the
science and practice of pain psychology; thus, the competencies and recommendations suggested in this article
should be considered comprehensive but not exhaustive.
As the field of pain psychology becomes more clearly
defined, it will be important to include training recommendations (e.g., similar to the training guidelines for clinical
health psychology; Kerns, Berry, Frantsve, & Linton, 2009)
for this newer specialty of professional psychology. The
foundations outlined in this article can serve as the building
blocks for expanding pain education across the full continuum of psychology training.
Regardless of the reader’s level of agreement with the
ideas set forth in this article, it is hoped that researchers and
clinicians will see benefit in identifying a core fund of
knowledge to guide the work of psychologists working in
the field of pain management. The aim of this article was to
serve as a catalyst for communication regarding the science
and practice of psychology within the field of pain management. There is a strong likelihood that this area will have
greater visibility in the near future, because recent practice
guidelines have concluded that few other treatments are
supported by a higher level of evidence compared to those
that are psychologically based (e.g., Colorado Division of
Workers’ Compensation, 2017). This is of particular importance in the current environment in which the chronic pain
and opioid crises are driving renewed interest among health
care professionals in nonpharmacologic approaches to pain
management.
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