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Abstract

Objective. Past research has demonstrated that
trust is central to an effective therapeutic relation-
ship, but the role of trust in chronic pain manage-
ment is not well understood. The objective of this
study was to provide an in-depth examination of
how adults living with chronic pain negotiate trust
and demonstrate trustworthiness with clinicians in
therapeutic encounters.

Methods. This qualitative study focused on adults
living in an urban setting in British Columbia,
Canada. Semi-structured interviews (N 5 27) were
conducted with participants with chronic low back
pain. The results were triangulated by two feedback

groups comprising re-contacted interview partici-
pants (n 5 4) and physicians with expertise in pain
and addiction management (n 5 6).

Results. Grounded theory analysis of the adult
patient interviews and feedback groups yielded four
major themes: 1) threats to trustworthiness and
iatrogenic suffering; 2) communicating the invisible
and subjective condition of chronic pain; 3) motive,
honesty, and testimony; and 4) stigmatized identi-
ties. The following two themes emerged from the
analysis of the physician feedback group: 1) chal-
lenges of the practice context, and 2) complicated
clinical relationships.

Conclusions. We found that perceived trustworthi-
ness is important in therapeutic encounters as it
helps to negotiate tensions with respect to subjec-
tive pain symptoms, addiction, and prescription
opioid use. An attitude of epistemic humility may
help both clinicians and patients cultivate a trust-
worthy clinical environment, manage the challenges
associated with uncertain testimony, place trust
wisely, and promote optimal pain care.

Key Words. Chronic Pain; Addiction; Opioid
Analgesics; Trust; Qualitative Research

Introduction

Clinician–patient relationships in chronic non-cancer pain
(“chronic pain”) management are considered to be
among the most challenging in health care [1,2]. Chronic
pain management can be time-consuming, frustrating,
and distressing for clinicians and patients, as most treat-
ments are ineffective [3]. As a subjective experience that
is often refractory to objective assessment, pain is elu-
sive. Patients with chronic pain and clinicians tend to
disagree about the meaning, source, representation, and
management of pain [4–7]. Clinicians may harbor nega-
tive attitudes if the patient also presents with mental ill-
ness and addiction-related issues and may label these
patients as difficult [8–12]. Crowley-Matoka and True
found that physicians narrated “getting burned stories”
[13, p702] about patients who deceived them to obtain
opioid prescriptions. When deception occurs with one
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patient, other patients may also be considered “guilty
until proven innocent” [14, p 270].

While scientists, clinicians, and the pharmaceutical
industry have advocated for the effectiveness and safety
of long-term opioid therapy, and have argued that the
potential for opioid misuse and addiction is rare [15–17],
these claims have recently been challenged. Research
since the 1990s has demonstrated that there are direct
relationships between increased prescribing rates of
opioid analgesics for chronic pain and opioid addiction,
prescription opioid-related overdoses, emergency room
visits, diversion, and deaths [18,19]. This research has
also demonstrated weak evidence for the effectiveness
of long-term opioid therapy for chronic pain [20].
Clinicians thus face the potentially conflicting duties to
relieve pain, on the one hand, and to prevent potential
harms of prescription opioids on the patient and others,
on the other hand [21].

The inherent subjectivity of pain combined with the
potential for addiction and misuse of opioids raises
questions about trust. Trust is essential for a strong clin-
ical relationship, patient adherence to treatment, and
disclosing information to clinicians [22,23]. When one
person trusts another person, one holds the expectation
that the other is being honest and has good intentions.
This expectation makes the trustor vulnerable to the
trustee’s testimony and actions [24]. In clinician–patient
relationships, both parties are simultaneously the trustee
and trustor: clinicians trust that patients are truthful
about their symptoms, and patients trust that clinicians
will act according to their best interests and not harm
them. The challenging and uncertain nature of pain
management, however, may threaten clinician–patient
trust. For instance, it may be difficult for clinicians to
assess the patient’s motive for seeking treatment, or
trust the patient’s testimony about medication diversion
[25]. Likewise, a patient who may have had negative
past personal experiences with certain clinicians or the
medical profession may be suspicious about what the
clinician thinks of her request for opioids, and how her
moral character is being evaluated [10,26].

Trust has emerged as an important finding in recent
empirical studies on chronic pain and the clinician–
patient relationship. For example, in their study of pro-
viders’ perspectives on the patient–provider relationship
in chronic pain management, Matthias and colleagues
found that provider empathy and patient-centered care
could help to build trust and decrease conflict with
patients [10]. Upshur, Bacigalupe, and Luckmann found
that patients with chronic pain reported feeling dis-
trusted by clinicians and expressed more satisfaction
with their care when they felt a provider trusted them
[27]. Krebs and colleagues examined patient adherence
to opioid monitoring guidelines in primary care and dis-
covered that patients found the monitoring acceptable if
they trusted their physician [28]. Yet, in these studies,
trust is discussed in a generic manner, and is not the
focal point of the research. Despite the centrality of trust

to the clinical relationship, the role of trust in chronic
pain management is understudied. This gap in the
empirical pain literature combined with the rising harms
of prescription opioids motivated Rich to state, “in no
other aspect of patient care has the fundamental role of
trust in the clinician–patient relationship become more
of a pivotal issue” [29, p 152]. This paper attempts to
heed Rich’s call and provide an in-depth examination of
how trust is negotiated in pain management.

Methods

Approach and Research Design

A grounded theory research design [30] was used to
explore how chronic pain patients negotiate trust with
their clinicians. Grounded theory is an iterative process
of cycling between qualitative data, such as interviews,
and simultaneously focusing the data and strengthening
the theoretical aspects of the analysis. It is an inductive
process that provides an explanatory theory grounded
in the descriptively rich data acquired from participants
[30,36]. Grounded theory is a useful design when there
is a paucity of literature or theory to explain a social
process, such as the focus of the present investigation:
how trust is negotiated between patients and clinicians
in pain management. The theory that is generated at
the conclusion of a grounded theory study may provide
a framework for future research, which is an outcome
that is not expected from or possible with other
qualitative approaches [31]. The University of British
Columbia and Vancouver Coastal Health Research
Institute granted research ethics approval.

Patient Participant Inclusion and Exclusion Criteria

Patient participants met the following criteria: English-
speaking adults between the ages of 35-64, with self-
reported chronic pain in the low back region for two
years or longer, and under the care of a primary care
physician for pain management. Chronic low back pain
was chosen, as it is the most common anatomical loca-
tion for pain in Canada [32]. The age inclusion criterion
was chosen for the high prevalence of pain in this range
[32] Older adults (>65 years) were excluded because of
additional health concerns that they may face. Those on
workplace disability were excluded because of the com-
plex relationship between the sick role and the work-
place disability payment process. The sick role includes
behaviours based on people’s illness and suffering. It
permits them to be relieved from particular role duties
and obligations, to receive certain benefits, and to act
according to certain normative expectations [33]. The
disability payment process often requires continuous
demonstration of pain to clinicians and insurance pro-
viders. Research indicates that patients are worried that
clinicians would distrust their motives if no objective
indicators of their pain were found upon clinical investi-
gation [34].
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Recruitment and Sampling

Patient participants were recruited by print advertise-
ments placed in primary care clinics, community health
centers, and physiotherapy clinics across the socioeco-
nomically diverse neighborhoods of The British
Columbia Lower Mainland. Additional advertisements
were posted online on the Vancouver Craigslist website
(http://vancouver.en.craigslist.ca/vol/), and on the
Vancouver Coastal Health Research Institute’s website
(http://www.vchri.ca). All interested candidates
participated in a telephone screening call to determine
eligibility.

Thirty-six individuals initially responded during the
8-month period of open recruitment. Twenty-three indi-
viduals met inclusion criteria during the telephone
screening; however, two individuals did not attend the
scheduled interview. Accordingly, 21 individuals were
interviewed. Six individuals contacted the research team
after the 21st participant had been interviewed. All six
met inclusion criteria and were placed on a waiting list.
To elaborate and refine the categories of the emerging
theory derived from the analysis of the first 21 partici-
pants, the six wait-list respondents were interviewed.
These additional six interviews helped to achieve theo-
retical saturation in data analysis [30]. Theoretical satu-
ration was achieved when all data categories were fully
developed in terms of properties, dimensions, and varia-
tions and no new themes emerged.

Data Collection and Interview Design

All patient participants completed a demographics
questionnaire, followed by the Brief Pain Inventory-Short
Form (BPI-SF). The BPI-SF is a well-validated self-report
questionnaire that measures pain severity, its interfer-
ence in daily life, pain location and medications [35].
The BPI-SF was administered in order to further
describe the study sample.

The patient interview guide was designed to achieve a
rich and deep understanding of how participants per-
ceive their trust relationships with clinicians. Participants
were also probed for their views toward prescription
opioid use, addiction, and medication diversion.

Interviews were up to 90 minutes in duration.
Participants were interviewed either in a private univer-
sity conference area (n¼ 8), at a location convenient for
them (n¼ 16), or by telephone (n¼ 3). All interviews
were audio recorded. Transcripts were de-identified
immediately after the interviews.

Feedback Groups

After all the patient participant interviews were com-
pleted, two feedback groups were conducted to refine
the analytic categories and minimize researcher misin-
terpretation [36]. One group comprised a sample of
self-selected patient participants who had been

interviewed (n¼ 4). Patient participants were asked to
provide reactions individually to descriptions of the
emerging themes of the study, and then engage in dia-
logue with the other participants. The second group
comprised physicians (n¼ 6) who care for patients with
chronic pain and addictions. They were recruited from
the professional network of the research team. The first
author presented the initial themes based on the patient
interviews and feedback group to the physician group
and the physicians were then asked to discuss their
impressions.

Analysis

Grounded theory was used to analyze the data [30,37].
Transcripts were managed in the qualitative data soft-
ware program NVIVO 9 [38]. Analysis began as soon as
data were collected and was an iterative process as
new interviews were conducted. Grounded theory anal-
ysis involves three inductive phases for data coding.
First, during initial or open coding, the raw data are
organized into broad thematic categories. Second, in
the phase of focused coding, researchers determine
which codes are analytically salient on the basis of the
most significant initial codes, and then categorize, sort,
synthesize, and integrate them into large segments of
data. During the third analytic phase, axial coding is
used to relate categories to subcategories and to bring
segmented data back together to describe the studied
experience in full depth [30,35]. Rigor was addressed
by using a second coder for data analysis, including a
process for member checking, and triangulating the
data with the physician feedback group [39].

Results

Sample Characteristics of the Patient Participants

Twenty-seven interviews with 17 women and 10 men
were conducted (see Table 1). Fourteen participants
self-identified as belonging to two or more sociocultural
and ethnic backgrounds, eight as Canadian, European
descent or White, and three identified as Aboriginal
including one individual self-identifying as Métis. The
Métis people are of European and Indigenous descent,
with ancestry dating back to the European’s first con-
tact with Indigenous peoples in what is now Canada.
Two participants declined to answer this question. The
average age was 54.3 years with standard deviation
(SD) of 7.31, ranging from 36 years to 63 years. Eight
participants achieved a professional or graduate-level
degree, five obtained an undergraduate university
degree or college diploma, nine participants completed
some college or university courses, one participant
completed high school, and four did not complete high
school.

Participants reported living with chronic pain for a mean
of 14.4 years with a SD of 11.31, ranging from two
years to 45 years. They reported receiving care from
their current primary care provider for a mean of 6.1
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years with a SD of 5.34, ranging from one year to 25
years.

Fourteen participants indicated a history of at least one
mental health problem. Participants had the option of
reporting multiple mental health problems. Eight partici-
pants reported depression, four participants reported
anxiety, and three participants reported bipolar disorder.
Participants had the option of reporting a history of mul-
tiple drug use problems. Ten participants reported a his-
tory of problem use of at least one drug. Six
participants reported a history of problems with
cocaine/crack cocaine, five with alcohol, five with

cannabis, five with heroin, and four identified problems
with other drugs such as morphine, methadone,
tobacco, and lysergic acid diethylamide (LSD).

The mean Pain Severity Score on the BPI-SF was 5.5,
with a SD of 2.02. The mean Pain Interference Score
was 6.4, with a SD of 1.9. These scores indicate that
participants’ pain severity and pain interference falls
within the moderate range.

Physician Feedback Group

Five men and one woman participated, representing the
specialties of family medicine (n¼ 1), internal medicine
(n¼ 2), and psychiatry (n¼ 3). All physicians were on
staff at the same large urban hospital in the Lower
Mainland.

Patient Interview and Feedback Group Findings

Four themes emerged directly from the combined analy-
sis of the patient semi-structured interviews and patient
feedback group. All participant names have been
changed to pseudonyms. Gender was preserved for
reporting.

Theme 1: Threats to Trustworthiness and Iatrogenic
Suffering

The first theme describes patient perceptions that their
clinicians have demonstrated a lack of care, empathy,
and respect. These factors can affect patients’ assess-
ments of clinician trustworthiness, specifically patient trust
in the clinician’s interpersonal competence [23]. If a
patient does not experience some degree of assurance
of interpersonal competence from his or her clinician,
patient trust in the clinician can be threatened [40].
Patient participants reported that negative interactions
with clinicians caused them further suffering. The litera-
ture refers to this phenomenon as iatrogenic suffering,
i.e., unintentional emotional harm that can result from
negative interactions between clinicians and patients [41].

SUSAN recounted how she believed that her primary care
physician repeatedly ignored her during appointments:

SUSAN: You could just tell that he just didn’t believe
me that I was in as much pain as I was. He was
just very unsympathetic. He would literally walk
away while I was in the middle of a sentence.

NELL reported a similar experience:

NELL: I would walk in crying about my body, about
my pain, about the swelling of my body, about how
painful it was, and they [doctors, nurses, social
workers] would chitchat, move, you know, go back
to whatever room they’d go back to and come
back and say, ‘Yeah, well, we’ll see you next week.’
What? . . . is there nothing you . . . like, is there any

Table 1 Patient sample characteristics

Variable Total

Gender (n 5 27)

Women 17 (63%)

Men 10 (37%)

Age (M, SD) (n 5 26) 54.3, 7.31

Employment status (n 5 27)

Unemployed 15 (56%)

Full-time 9 (33%)

Retired 3 (11%)

Relationship status (n 5 27)

Single 11 (41%)

Common-law or married 8 (30%)

Separated or divorced 5 (18%)

In a relationship 3 (11%)

Highest level of education achieved (n 5 27)

Professional or graduate degree 8 (30%)

University degree or college diploma 5 (18%)

Some college of university 9 (33%)

High school diploma 1 (0.4%)

Some high school 4 (15%)

Sociocultural and ethnic back-

ground (n 5 25)

Multiple or other 14 (56%)

Canadian, European descent, or White 8 (32%)

Aboriginal 3 (12%)

Years/months with chronic pain

(n 5 26) (M, SD)

14.4, 11.3

Years with current primary care

physician (n 5 24) (M, SD)

6.1 (5.34)

Personal history of drug use prob-

lems (positive) (n 5 26)

10 (38%)

Personal history of mental health

problems (positive) (n 5 24)

14 (58%)

Family history of drug use problems

(positive) (n 5 24)

10 (42%)

Family history of mental health

problems (positive) (n 5 21)

8 (38%)

Brief Pain Inventory-Short Form (n 5 27) (M, SD)

Pain severity score 5.5, 2.02

Pain interference score 6.4, 1.9
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other kind of painkiller you can . . . is there something
else you can give me that I don’t have to feel this
wrecked, this emotional, debilitating, void, dark?

For participants such as SUSAN AND NELL, the sense of
not being believed exacerbated their suffering, threaten-
ing their confidence in their clinician’s trustworthiness.

Other patient participants described how similar interac-
tions with clinicians eroded their trust in the medical
profession:

MARIAN: It’s demoralizing, it’s demoralizing. I get to
the point where I have distrust for people in author-
ity, for the medical profession.

Patient participants such as JEAN-PAUL described that
he felt taken advantage of, and his perception of ill
treatment during clinic appointments. He recalled an
encounter with his physician during which he was told
that if he came back too early for a prescription refill he
would be banned from the clinic:

JEAN-PAUL: It was probably the most stressful thing
I’ve been through in my life . . . And you don’t
expect to be helped, and that starts to really get to
you . . . I felt hopeless, like I was never, ever going
to get better.

JEAN-PAUL reported that he did not trust his physician
because he did not believe that his physician would advo-
cate for his needs. The experience of distrust contributed
to his suffering, which JEAN-PAUL reluctantly mitigated by
relying on his physician even though he did not trust him.

Theme 2: Communicating the Invisible and Subjective
Condition of Chronic Pain

The second theme describes the difficulties that partici-
pants experience in communicating their pain and the
related concern that their clinicians will not accept their
reports of pain at face value. This challenge is compli-
cated by the subjective nature of pain:

FRIEDRICH: [It’s] the visual aspect of things . . . But they
don’t see the injuries in my back, you know what I
mean? I try to explain that to them and then just,
like, they just pass it off . . . if people don’t see it,
they don’t recognize it.

EDMUND: I want to believe that she [my physician]
knows what kind of pain I am in. That’s why she
keeps prescribing the pills. But, I mean . . . if I could
convince her that my pain is . . . where my pain is
and if I could explain it better . . .

Patient participants who reported a history of drug
and alcohol use also reported that clinicians would often
favor test results over reports of their experiences:

ELAINE: Last time I went to the doctor, I just put my
hands up in the air and I said, I don’t even know

what to say for myself anymore ‘cause I don’t
know how to get heard . . . I had a doctor tell me
that some of the tests that he saw, ‘Well, that
doesn’t hurt.’ Well, it does hurt. I’m in pain. ‘No,
you’re not in pain.’

Some patient participants reported undergoing proce-
dures such as magnetic resonance imaging (MRI) to
help diagnose their pain. The MRI produced an image
that made some patient participants’ formerly invisible
pain objectively visible. The image helped to verify the
patient’s subjective report and consequently improve
the clinical trust relationship:

PHILIPPA: That went a long ways for me, that he [my
doctor] believed me . . . I’d had surgery and it was
on the MRI and everything was visible. I felt so
much better when that happened. It just sort of
reinforced what I guess I believed.

The objective representation of pain provided the
necessary medical rationale for PHILIPPA’S pain to be
treated and also influenced PHILIPPA’s perception that
her clinician believed she was credible.

Theme 3: Motive, Honesty, and Testimony

The third theme reflects participants’ doubts that their
clinicians believed that they were being honest about
their motives for seeking treatment (e.g., drug misuse or
drug diversion). In Theme 1, patient participants per-
ceived their clinicians as being untrustworthy. In the
present theme, participants described being perceived
as untrustworthy by clinicians:

Interviewer: So, how do you feel when you get a letter
that says you’re drug-seeking, double-doctoring?

SIMONE: . . . being falsely accused is one of the worst
feelings you can have . . . to be accused of doing
something you not only didn’t do, but so vehe-
mently believe is wrong . . .

Patient participants reported considering such accu-
sations as being unfair, especially when they may have
gone to another clinician for a prescription because the
original prescription was insufficient to manage their
pain. The concern some participants had was that their
motives for legitimately seeking treatment were being
interpreted as illegitimate drug seeking.

LUDWIG stated that clinicians are often skeptical about
his treatment-seeking motives:

LUDWIG: When I was in [hospital] just a couple of weeks
ago . . . the ambulance drivers just took one look at
me and it was, like—the look in their eyes was like,
‘Oh, he’s just a junkie looking to get stoned.’ They
didn’t believe that I was actually suffering and in pain.
They thought I was faking it completely . . .
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MARTHA, who reported having an alcohol addiction,
also thought that clinicians did not believe that she was
honest about her treatment-seeking motives:

INTERVIEWER: What is it like discussing your pain with
your doctor?

MARTHA: I think he listens to it and then ignores what
I have got to say about it.

INTERVIEWER: So, why would he ignore it?

MARTHA: I just feel like he don’t think I’m telling the
truth, or I’m looking for something.

Many patient participants who reported an addiction
described the sense that clinicians found them untrust-
worthy informants:

JEREMY: It [Oxycontin] does nothing . . . I was just
chucking them in the garbage . . . I’m going to give
them back to him so I won’t be accused of putting
them on the street . . . And he [doctor] says, ‘You
want me to believe you’re throwing them in the
garbage?’ And I said, ‘Yeah.’ Because that’s what I
was doing with them. ‘Well I wouldn’t believe that
for a second,’ he said . . . There’s that mistrust, that
I might as well be a liar.

Not all patient participants reported that clinicians
found them untrustworthy or dismissed their treatment-
seeking motives or testimony:

PHILIPPA: And then he [the physiotherapist] phoned my
doctor and said that I was faking this and that
I had done this and—I know my doctor just—he
just [pause] fought back at him, or argued with him
and told him off . . . That, that was not possible and
that [pause] . . . he just fought for me I would say.

INTERVIEWER: How do you feel about it, that your
doctor fought for you?

PHILIPPA: I feel good. I feel good that he believed
me . . . And that he told this person off . . . ‘How dare
you treat my patient like that?’

PHILIPPA reported a positive experience because her
clinician of 25 years advocated for her and validated her
testimony. In similar situations in which the participants
described that clinicians believed their testimonies, this
belief communicated trust and support.

Theme 4: Stigmatized Identities

The final theme reflects the implications that stigmatized
identities, such as being a person with chronic pain and
a person with an addiction, can influence the partici-
pants’ perceived trustworthiness:

SIMONE: If you have ever had an alcohol or drug
issue no matter how far in the past it was and
how much you dealt with it, if you mention that to

any doctor that is dealing with your chronic pain,
and your painkillers, they will forever brand you
an addict or an alcoholic and in doing so, will
completely change the way they approach you
with the medicine and their whole attitude and
outlook.

HANNAH, a young Aboriginal woman who reported a his-
tory of intravenous heroin use, recalled several encoun-
ters with her clinicians when she requested analgesics
and was refused. She believed that her medical com-
plaints were not seen as credible:

INTERVIEWER: And when you ask for certain medica-
tions the doctors won’t . . . ?

HANNAH: They just look at me, laugh, and say no.
INTERVIEWER: No? How does that make you feel?

HANNAH: Mad and angry, you know, like they, they
expect me to live like this, even though I didn’t ask
to be born like this and I didn’t ask to be hit by
any types of vehicles. I always tell them, imagine
being put in my shoes . . .

Aboriginal peoples in Canada often face individual and
institutional discrimination when interacting with the
health care system [42], and HANNAH stated that being a
drug-using Aboriginal person makes her seem particu-
larly untrustworthy to clinicians.

One of ELAINE’S physicians informed her that her clinical
presentation was a barrier to her securing pain relief.
Like SIMONE and HANNAH, ELAINE had difficulty developing
a trusting relationship with clinicians, presumably
because she was perceived “like a drug addict”:

ELAINE: I asked a doctor one time, ‘What am I doing
that’s wrong?’ And he says, ‘You present like a
drug addict.’ And I’m, like, what? Because of I’m
in so [much] pain, I need something to help me.
And because of saying that, it makes me a drug
addict rather than a woman who’s in pain.

LUDWIG described his own experience:

LUDWIG: Before I became a drug addict—I guess you
would call it now, legalized drug addict—before they
started me on the opiates, I didn’t have a real prob-
lem in the hospitals. I didn’t have so many bad looks
or nurses had no problem walking away leaving stuff
in sight. But now that whenever I’m in a doctor’s
room, office, or the hospital, it’s like they close the
door, they close the drawers, they don’t leave you
alone . . . Kind of like they don’t trust you anymore.

Physician Feedback Group

The physician feedback group served as a mechanism
for data triangulation, through which a validation of the
convergence of the data, analysis, and conclusions
were tested.
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Theme 1: Challenges of the Practice Context

Physicians highlighted the challenging context in which
chronic pain management is delivered. They recalled
several difficult interactions and the impact these inter-
actions had on their approach to care:

DR. JOHN: The things that we remember are the times
that we got burned, right . . . You may get burned
one in 100, but that one in 100 is enough to burn
an impression in your mind that makes you wary of
all patients potentially.

The metaphor of being burned was frequently used
to describe the concern that physicians shared that
patients may not be telling the truth about their motiva-
tions to obtain opioid medications. DR. RONALD reiterated
this point and specified that the patient, the physician,
and society are all “burned” by untrustworthy patients:

DR. RONALD: We have a responsibility to be careful with
prescribing these medications, so when we get
burned, society gets burned, patients get burned.

The physicians described situations of misplaced
trust in which patients were dishonest and obtained a
prescription for opioids:

DR. PATRICK: Just the being lied to when you really
trust a patient and you feel like you’re trying to
help them.

While concerning, it was not necessarily the decep-
tion itself that was most distressing to the physician; it
was the harm that did or potentially could occur to the
patient or others as a result of mistakenly trusting the
patient. For instance, the harm could be taking more
medication than prescribed or planning on diverting the
medication to others who could potentially overdose as
a result.

Theme 2: Complicated Clinical Relationships

The second theme reflects how the challenging practice
context of chronic pain management involving opioid
analgesics can prohibit or destabilize the development
of trusting clinical relationships. Physicians in the feed-
back group did not necessarily see their role as a col-
laborative partner per the contemporary model of the
clinician–patient relationship when addiction issues arise
or opioid analgesics are prescribed. The physicians saw
themselves in a defensive role of interrogator:

DR. HENRY: In most doctor–patient relationships we
learn to listen to the patient and accept their testi-
mony . . . in some instances, to be quite honest, we
are interviewing the patient as if we are a police offi-
cer or a lawyer and we’re trying to find flaws in their
story . . . So there is a different relationship here.

This atypical role reinforces the epistemic hierarchy
between patient and clinician, in which patient

testimonies are presumed to be untrustworthy.
Uncertainties inherent in the practice context combined
with questions about the credibility of patient testimony
play out through the dominance of objectivity in biomedi-
cal culture:

DR. RENÉ: I feel this as a physician, when I see a
patient who has, you know, a pathological fracture
on an X-ray . . . if there’s something objectively defin-
able it does change the way that I approach the
patient.

DR. PATRICK: We have all had experiences where
patients have been misrepresenting their physical
findings and there’s been a discrepancy between
what they report and what we see. And, unfortu-
nately, it is a very distrusting relationship inherently.

The consensus among the physician feedback group
was that a default position of distrust might be defensi-
ble when incongruence exists between what the patient
believes to be in his or her own best interests (e.g.,
high-dose opioids), and what the physician predicts
would be concrete harm:

DR. RONALD: Every week I deal with somebody, I admit
somebody, and literally I have to distrust what they
tell me because if I write down on the chart and
order what they tell me to order, I’ll kill them. And
doctors have lost their jobs, on my ward, over that
issue.

Some physicians maintained that an antagonistic atti-
tude might be mitigated by a strong, pre-existing trust
relationship:

DR. JOHN: Both the patient’s perspective and the
physician’s perspective in these issues is largely
affected by what is the nature of the relationship
between the two before issues around pain medi-
cations is involved. So, if the only interaction with
the patient is around pain medication, you don’t
have a foundation of trust to start with.

The physicians stated that they are on a firmer
ground to discern the trustworthiness of patient testi-
mony if there is an established therapeutic relationship.
DR. JOHN elaborated on the “foundation of trust”
between patient and physician, calling it a “bank of
good will,” a metaphor endorsed by members of the
feedback group:

DR. JOHN: If you’re the family doctor or long-term psy-
chiatrist or internist who’s known them [the patient]
for 10 years and now they’ve developed a pain
problem, you already have a bank of goodwill both
ways.

Taken all together, the themes highlight the arduous
and precarious context in which chronic pain care is
delivered, and the challenges this poses to both the dis-
cerning of patient trustworthiness and the therapeutic
relationship.
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Discussion

Our qualitative study reveals that chronic pain manage-
ment promotes, but does not necessitate, a default atti-
tude of distrust among patients and clinicians. The
study provides an in-depth understanding of how
patients with chronic pain struggle to negotiate trust
with their clinicians, a process which is fueled by the
inherent subjectivity of pain symptoms and the potential
suspicion of drug misuse and drug diversion. Distrust
may not have always been the default attitude for
patient participants—especially those without concurrent
substance use problems—when they first began to
receive treatment for their pain. Distrusting attitudes
may have been developed over time, as participants
learned that their identity as a trusted patient in other
areas of health care is not necessarily extended to them
in the pain management context. The findings also high-
light how some clinicians decide whether to trust
patients who have a history of or are at risk of addiction,
especially if these clinicians were deceived, by any
patient, in the past.

The findings have important overlaps with aspects of the
five-part conceptual model of trust proposed by Hall and
colleagues [23]. Hall et al.’s first dimension, “fidelity”, is
about clinicians acting in a patient’s best interests and not
taking advantage of his or her vulnerability. This dimension
intersects with patient Theme 1: threats to trustworthiness
and iatrogenic suffering. Second, Hall et al.’s
“competence” dimension refers to both the clinician’s
technical competence (i.e., medical skills) and interpersonal
competence (i.e., communication skills). There are com-
monalities here with patient Theme 1 and patient Theme
3: motive, honesty, and testimony. Third, the “honesty”
dimension refers to telling the truth and avoiding false-
hoods and who stands to benefit from the dishonesty.
This dimension relates to patient Theme 3 and physician
feedback group Theme 1: challenges of the practice con-
text. Fourth is “confidentiality”, specifically the duty to pro-
tect private information. This dimension did not emerge in
our findings. The final dimension is “global trust”, an all-
encompassing term for the aspects of trust that relate to
the previous dimensions but do not fit exclusively into one.
An example is patient Theme 2: communicating the invisi-
ble and subjective condition of chronic pain, and physician
group Theme 2: complicated clinical relationships.

In this study, many patient participants reported that
they were perceived as untrustworthy because of a per-
ceived negative stereotype held by the clinician— for
example, the stigmatizing identity of the drug addict—
which patient participants claimed unfairly rendered their
testimonies unreliable. In contexts such as pain man-
agement, where medical uncertainty is common, individ-
uals with pain, particularly those with co-morbid
addiction concerns, may not be seen as credible
informants [43]. When a negative stereotype causes a
hearer to assign a deflated level of credibility to a speak-
er’s testimony, this is tantamount to a specific kind of
injustice called testimonial injustice [44].

The ethical implications of testimonial injustice are perti-
nent to those with stigmatized identities such as patients
with chronic pain and addiction. Individuals with stigma-
tized identities are often victims of negative attitudes and
assumptions, and their testimonies are frequently seen
as lacking credibility [45]. For instance, individuals with
low back pain are often characterized as disabled, lazy,
and attention seeking [46]. When drug-related issues co-
occur, patients may be additionally characterized as
being weak-willed, out of control, and socially deviant
[47]. Rance and Treloar have observed that testimonial
injustice in drug treatment settings is part of a larger
process by which people who use drugs are discredited
by treatment staff [48]. In the current study, the request
for addictive forms of pain relief was often regarded as
drug-seeking behavior, and reinforced the stereotype of
the untrustworthy addict. These accusations allegedly
occurred in the absence of evidence of addiction or
aberrant drug-related behaviours. Individuals with chronic
pain who perceive or experience testimonial injustice may
have limited opportunities to demonstrate trustworthiness
with clinicians, and may also fail to enjoy the benefits of a
trusting clinical relationship.

Certainly, disingenuous solicitations for treatment occur
[49]. Given the individual and public health harms that
have resulted from prescription opioid use, some clini-
cians may argue that assuming untrustworthy testimony
is prudent. Indeed, physicians in the feedback group
endorsed this position. Nonetheless, some clinicians
tend to over predict the presence of a prescription drug
use disorder in patients with chronic pain [50].
Furthermore, a study by Poole and Craig [51] demon-
strated that clinicians, when primed to expect that
patients reporting pain were being deceptive, underesti-
mated the level of the patient’s pain. The burden of
proof to demonstrate trustworthiness falls more heavily
upon patients than clinicians given the imbalance of
power inherent in clinical relationships.

Placing Trust Wisely with Epistemic Humility

Placing trust unreflectively in a context framed by uncer-
tainty is risky. Similarly, giving some people undeserv-
edly high credibility may be risky as well. Ethically it is
important to cultivate a mutually trusting clinical environ-
ment where honest communication can thrive, prescrip-
tion safety issues are openly discussed, and care plans
can be co-developed. We argue that clinicians and
patients can collaborate to cultivate a trusting therapeu-
tic environment, manage the challenges associated with
uncertain testimony, and place trust wisely, by striving
toward epistemic humility.

Epistemic humility is an approach that calls for shared
responsibility between patient and clinician in treatment
decision-making [24,52]. Being epistemically humble
means recognizing that medical judgments are almost
always accompanied by uncertainty [53], and that one’s
picture of the clinical scenario may be incomplete. This
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approach recognizes patient testimony and illness inter-
pretations as relevant and important in determination of
the best clinical management [54]. Epistemic humility is
intentionally collaborative, as “both the HCP [health care
provider] and patient are counting on each other in
investigating a full picture of the patient’s experience
and determining the most appropriate management
strategies” [24, p117]. While clinicians have vast medical
knowledge and expertise, they do not have direct
access to their patients’ experiences. Epistemic humility
recognizes the limits of clinical knowledge and expertise
in determining the most appropriate care plans.

The necessity of medical expertise and skill places clini-
cians in a privileged position to decide how the patient
should manage their pain. Many patients have lived with
their pain for many years and often have extensive
experiences with multiple interventions and clinicians. If
clinicians constantly question the accuracy of the
patient’s testimony about their symptoms or behaviours,
it may reinforce the societal message that the testimo-
nies by people with chronic pain, with or without a co-
morbid drug addiction, are not to be trusted.

Striving for epistemic humility does not mean that clini-
cians ought to trust all patients at all times, or acquiesce
to requests for medically non-beneficial interventions.
Epistemic humility requires clinicians to extend a bridge:
a genuine interest and inquiry into the patient experi-
ence, intersubjective understanding, and critical reflec-
tion about the assumptions made about the
trustworthiness of certain patients [55]. When wondering
about the legitimacy of the patient’s testimony, clinicians
can re-orient the discussion toward their shared goal
with the patient—to find optimal pain management that
is suitable for the patient’s situation. Patient-centered
approaches like epistemic humility that includes strat-
egies such as critical reflection may help minimize inter-
personal challenges between the clinician and the
patient with pain [10,56].

While the responsibility for epistemic humility falls more
heavily on the clinician than on the patient given the
inherent power hierarchy in the therapeutic relation-
ship, patients, as participants in the relationship also
have responsibilities to demonstrate veracity and trust-
worthiness. Since clinicians have no direct access to
the patient’s subjective experiences of pain and suffer-
ing, it is incumbent on the patient to truthfully commu-
nicate her experiences, symptoms, and expectations
for treatment. Patients need to be honest about their
health care and medication histories, as well as their
motives for seeking treatment. They also need to rec-
ognize and disclose any potential harm that may come
to others (e.g., medication diversion). By being com-
mitted to an honest therapeutic dialogue, clinicians
may trust the veracity of the patient’s testimony. It may
also help clinicians to appreciate the severity, quality,
and meaning of the patient’s pain in the context of his
or her life, and to provide appropriate care accordingly
[see e.g., Ref. 57].

One possible approach to help clinicians and patients
strive for epistemic humility and negotiate trust is Carel
and Kidd’s [54] three-step phenomenological toolkit. The
toolkit is intended to help patients to make sense of their
illness experience and to articulate it, and is a means for
clinicians to better understand and interpret patients’
experiences. The first step, phenomenological reduction,
shifts the focus away from the illness (e.g., pain) as an
objective disease entity and toward the lived experience
of the illness. The second step involves thematizing the
illness, in which the patient and clinician attend to the ill-
ness’ various cognitive, emotive, moral, or aesthetic
aspects as articulated by the relevant stakeholders (e.g.,
patient, clinician, caregivers). The final third step involves
taking the new understanding of illness and examining
how it changes the patient’s everyday experiences.
Although the toolkit is designed to apply across health
care scenarios, given the findings of our study, the toolkit
may have particular utility for chronic pain management.
Future research can test whether a toolkit such as this
would be effective in improving clinician–patient commu-
nication as well as trust.

There are three potential challenges in motivating clini-
cians to adopt an attitude of epistemic humility. First,
epistemic humility requires the clinician to be constantly
empathic and compassionate, which can be difficult
as caring for patients with chronic pain can be time-
consuming, frustrating, and stressful. As a result, many
clinicians working in pain management may experience
burnout and compassion fatigue [58]. Second, clinicians
have historically been taught to remain emotionally
detached from patients, as subjective empathy was
believed to be an impediment to clinical objectivity [59].
Third, studies have identified limitations in communica-
tion training in pain management curricula [60]. For
example, Leila and colleagues [61] argued that medical
student training in pain management tends to focus on
developing knowledge without adequate attention to
communication skills, which presents a barrier to trans-
lating knowledge into practice. Epistemic humility, com-
bined with a biomedical model of objectivity that has
historically deemphasized subjective reports of pain,
may then be in tension with how clinicians have been
trained to practice [62,63]. Attempting to balance
patient subjectivity with objective medical assessment
and trust patients may thus be challenging for some
clinicians. This may be especially true when the clinician
is faced with the serious risk of iatrogenic harm to the
patient or others, or is overly hesitant due to the poten-
tial medico-legal implications of providing addictive
medications.

Patients also face barriers in demonstrating trustworthi-
ness and adopting a stance of epistemic humility. Some
may not have the cognitive capacity to be epistemically
humble, given how pain-associated suffering can threaten
well-being, including self-identity. Moreover, during bad
pain flare-ups or sedation from medications, patients may
not be able to actively participate in a collaborative proc-
ess. The impact of multiple chronic morbidities including
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psychopathology on patients’ ability to be epistemically
humble must be acknowledged. To complicate matters
further, the aforementioned factors may impair the
patients’ capacity to tell their whole story. The latter con-
siderations do not obviate patient responsibility in the
therapeutic relationship. Rather, they contextualize the
lived experience of the patient with chronic pain.

Not all patients desire to be active participants in their
care, and not all patients will be capable of being full
participants. As discussed, patients have responsibilities
to demonstrate trustworthiness, such as being honest
about their medical and psychosocial histories, as well
as being honest about their motives for seeking treat-
ment. The patient’s lived experience ought to be in an
epistemic equilibrium with the specialized clinical exper-
tise of the clinician. By attending to these considera-
tions, patients may be able to contribute to the
discussion and their care may be a legitimate two-way
collaborative approach.

Limitations

Qualitative research often forgoes generalizability in favor
of in-depth explorations of a phenomenon of interest.
Our findings should therefore be interpreted in this light,
rather than as a representation of all chronic pain con-
texts. For instance, our research was conducted in a sin-
gle urban centre in British Columbia with higher than
average rates of addiction, and the findings may not nec-
essarily represent the views of individuals with chronic
pain in other geographical areas. Almost half of the
patient participants had a personal or family history of
drug use or of mental health problems, or both, which
over-represents the typical rate estimated in individuals
with chronic pain [64]. Future research can explore
whether participants who reported a personal or familial
history of drug use and/or mental health problems differ
from participants without this history in their perceptions
and attitudes toward trust in the clinical relationship.

The physician feedback group was recruited from one
particular health region and care for patients fitting the
patient participant profile. It can be noted, however, that
their perspectives are consistent with the literature on
physician attitudes toward opioid prescribing in pain
management [9].

Although some patient participants reported trusting
therapeutic relationships with their clinicians, these
accounts were scarce in comparison to reports of
adversarial relationships. Patients with predominantly
good experiences may not have participated because
they may not have seen the necessity of discussing
positive relationships. Future research can examine
whether longer-term clinical relationships in pain man-
agement are predictive of higher levels of trust. Indeed,
one of the physician participants, DR. JOHN, mentioned
that building a “foundation of trust” from the beginning
of the relationship might mitigate antagonistic attitudes.

Future research can also explore how trust manifests in
non-outpatient settings such as the Emergency
Department (ED). Patients often present to the ED with
pain complaints, and the number of patients presenting
to the ED requesting and suffering the consequences of
opioid analgesics has increased dramatically in recent
years [65,18]. In the ED, clinicians often do not have
adequate access to the patient’s health record to cor-
roborate pain and addiction histories and often have not
established a therapeutic alliance. Additionally, the type
and comprehensiveness of care possible for each
patient may be limited by time and the availability of
clinicians with expertise in pain or addiction manage-
ment. Such factors may influence the trust relationships
in the ED and consequently the quality of care provided.
For example, Carter and colleagues have hypothesized
that clinician distrust of patient subjective pain reports is
one reason why pain remains under-treated in the ED
[62]. This is a hypothesis worth testing.

Conclusion

The role of trust in chronic pain management is an
understudied area of research, despite the importance
of trust to the clinical relationship. The patient and clini-
cian narratives in this study provide an in-depth account
of the moral and practical importance of trust in a pain
management context. The findings suggest that clinical
relationships in chronic pain management may be
framed by distrust and rely on assumptions about
untrustworthy testimony. This framing is a fundamental
change to the moral foundation of the clinical relation-
ship that is based in trust. A clinician who adopts a dis-
position of epistemic humility may thus be well situated
to demonstrate trustworthiness, and to place trust
wisely.

Acknowledgments

We extend our sincere thanks to Dr. Michael Krausz, Dr.
Peter Reiner, and Dr. Pamela Leece for helpful feedback
on earlier drafts; Emily Borgelt for qualitative data assis-
tance; Kirsten Bell for valuable discussion; the research
participants for their time and dedication; and the two
anonymous reviewers for thoughtful feedback.

References
1 Jackson JE. Stigma, liminality, and chronic pain:

Mind-body borderlands. Am Ethnol 2005;32:
332–53.

2 Vowles KE, Thompson M. The patient-provider rela-
tionship in chronic pain. Curr Pain Headache Rep
2012;16:133–8.

3 Kristiansson MH, Brorsson A, Wachtler C, Troin M.
Pain, power and patience–A narrative study of

Trust and Trustworthiness in Pain Management

1403

 by guest on O
ctober 5, 2016

http://painm
edicine.oxfordjournals.org/

D
ow

nloaded from
 

http://painmedicine.oxfordjournals.org/


general practitioners’ relations with chronic pain
patients. BMC Fam Pract 2011;12:31.

4 Jackson JE. Camp Pain: Talking with Chronic Pain
Patients. Philadelphia: University of Pennsylvania
Press; 2000.

5 Kenny DT. Constructions of chronic pain in doctor-
patient relationships: Bridging the communication
chasm. Patient Educ Couns 2004;52:297–305.

6 Tait RC, Chibnall JT. Physician judgments of chronic
pain patients. Soc Sci Med 1997;45:1199–205.

7 Werner A, Malterud K. It is hard work behaving as a
credible patient: Encounters between women with
chronic pain and their doctors. Soc Sci Med 2003;
57:1409–19.

8 Barry DT, Irvin KS, Jones ES, et al. Opioids, chronic
pain, and addiction in primary care. J Pain 2010;1:
1442–50.

9 Matthias MS, Parpart AL, Nyland KA, et al. The
patient–clinician relationship in chronic pain care:
Clinicians’ perspectives. Pain Physic 2010;11:
1688–97.

10 Matthias MS, Krebs EE, Collins LA, et al. “I’m not
abusing or anything”: Patient-physician communica-
tion about opioid treatment in chronic pain. Patient
Educ Couns 2013;93:197–202.

11 Butler R, Sheridan J. Innocent parties or devious
drug users: The views of primary healthcare practi-
tioners with respect to those who misuse prescrip-
tion drugs. Harm Reduct J 2010;7:21.

12 Wasan AD, Wootton J, Jamison RN. Dealing with
difficult patients in your pain practice. Reg Anasth
Pain Med 2005;30:184–92.

13 Crowley-Matoka M, True G. No one wants to be the
candy man: Ambivalent medicalization and clinician
subjectivity in pain management. Cult Anthropol
2012;689–712.

14 Baldacchino Gilchrist 1, Fleming A, Bannister GRJ.
Guilty until proven innocent: A qualitative study of
the management of chronic non-cancer pain among
patients with a history of substance abuse. Addict
Behav 2010;35:270–2.

15 Passik SD, Weinreb HJ. Managing chronic nonma-
lignant pain: Overcoming obstacles to the use of
opioids. Adv Ther 2000;17:70–83.

16 Portenoy RK. Opioid therapy for chronic nonmalig-
nant pain: A review of the critical issues. J Pain
Symptom Manage 1996;11:203–17.

17 Porter J, Jick H. Addiction rare in patients treated
with narcotics. New Engl J Med 1980;302:123.

18 Gomes TM, Dhalla IA, Paterson JM, Jurrlink DN.
Opioid dose and drug-related mortality in patients
with nonmalignant pain. Arch Intern Med 2011;171:
686–91.

19 Juurlink DN, Dhalla IA. Dependence and addiction
during chronic opioid therapy. J Med Toxicol 2012;
8:393–9.

20 Chou R, Turner JA, Devine EB, et al. The
effectiveness and risks of long-term opioid therapy
for chronic pain: A systematic review for a
National Institutes of Health Pathways to
Prevention Workshop. Ann Intern Med 2015;162:
276–86.

21 Geppert CM. To help and not to harm: Ethical
issues in the treatment of chronic pain in patients
with substance use disorders. In: Clark MR,
Treisman GJ, eds. Advances in Psychosomatic
Medicine. Basel: Karger; 2004:151–71.

22 Calnan M, Rowe R. Trust and health care. Sociol
Comp 2007;1:283–308.

23 Hall M, Dugan E, Zheng B, Mishra AK. Trust in
physicians and medical institutions: What is it, can it
be measured, and does it matter? Millbank Q 2001;
79:613–39.

24 Ho A. Trusting experts and epistemic humility in dis-
ability. Int J Fem Bioeth 2011;4:102–23.

25 Victor L, Richeimer SH. Trustworthiness as a clinical
variable: The problem of trust in the management
of chronic, nonmalignant pain. Pain Med 2005;6:
385–91.

26 Govier T. Self-Trust and Human Communities.
Montreal and Kingston: McGill-Queen’s University
Press; 1997.

27 Upshur CC, Bacigalupe G, Luckmann R. “They
don’t want anything to do with you”: Patient views
of primary care management of chronic pain. Pain
Med 2010;11:1791–8.

28 Krebs EE, Bergman AA, Coffing JM, et al. Barriers
to guideline-concordant opioid management in pri-
mary care—a qualitative study. J Pain 2014;15:
1148–55.

29 Rich BA. Ethical issues in pain management. In:
Fishman SM, Ballantyne JC, Rathmell JP, eds.
Bonica’s Management of Pain, 4th ed. New York:
Lippincott Williams & Williams; 2010:145–52.

Buchman et al.

1404

 by guest on O
ctober 5, 2016

http://painm
edicine.oxfordjournals.org/

D
ow

nloaded from
 

http://painmedicine.oxfordjournals.org/


30 Charmaz K. Constructing Grounded Theory.
Thousand Oaks: Sage Publications; 2006.

31 Creswell JW. Qualitative Inquiry and Research
Design: Choosing Among Five Traditions, 2nd ed.
Thousand Oaks: Sage Publications; 2007.

32 Schopflocher D, Taenzer P, Jovey R. The preva-
lence of chronic pain in Canada. Pain Res Manage
2011;16:445–50.

33 Parsons T. The Social System. Chicago: Free Press;
1951.

34 Glenton C. Chronic back pain sufferers—Striving for
the sick role. Soc Sci Med 2003;57:2243–52.

35 Keller S, Bann CM, Dodd SL, et al. Validity of the
brief pain inventory for use in documenting the out-
comes of patients with noncancer pain. Clin J Pain
2004;20:309–18.

36 Lincoln YS, Guba EG. Naturalistic Inquiry. Newbury
Park: Sage Publications; 1985.

37 Corbin J, Strauss A. Basics of Qualitative Research,
3rd ed. Los Angeles, CA: Sage Publications.

38 QSR International [Internet]. QSR International;
2012. Available at: http://www.qsrinternational.com/
learning/Getting-Started/nvivo9. (accessed December
2015).

39 Denzin N. Interpretive Interactionism. Newbury Park:
Sage Publications; 1989.

40 Mechanic D. The functions and limitations of trust in
the provision of medical care. J Health Polit Policy
Law 1998;23:661–86.

41 Kuhl D. What Dying People Want: Practical Wisdom
for the End of Life. New York: PublicAffairs; 2002.

42 Allan B, Smylie J. First peoples, second class
treatment: The role of racism in the health
and well-being of Indigenous peoples in Canada.
Well-Living House, Li Ka Shing Knowledge
Institute, St. Michael’s Hospital. Toronto:
Wellesley Institute.

43 Bell K, Salmon A. Pain, physical dependence and
pseudoaddiction: Redefining addiction for ‘nice’
people? Int J Drug Policy 2009;20:170–8.

44 Fricker M. Epistemic Injustice: The Power and Ethics
of Knowing. Oxford: Oxford University Press; 2007.

45 Goffman E. Stigma: Notes on the Management of
Spoiled Identity. New York: Simon & Schuster; 1986.

46 Slade SC, Molloy E, Keating JL. Stigma experienced
by people with nonspecific low back pain: A qualita-
tive study. Pain Med 2009;10:143–54.

47 Reith G. Consumption and its discontents:
Addiction, identity and the problems of freedom. Br
J Soc 2004;55:283–300.

48 Rance J, Treloar C. “We are people too”: Consumer
participation and the potential transformation of ther-
apeutic relations within drug treatment. Int J Drug
Policy 2015;26(1):30–6.

49 Jung B, Reidenberg MM. Physicians being
deceived. Pain Med 2007;8:433–7.

50 Meltzer EC, Rybin D, Meshesha LZ, et al. Aberrant
drug-related behaviors: Unsystematic documenta-
tion does not identify prescription drug use disorder.
Pain Med 2012;13:1436–43.

51 Poole GD, Craig KD. Judgments of genuine, sup-
pressed and faked facial expressions of pain. J Pers
Soc Psychol 1992;63:797–805.

52 Buchman DZ, Ho A. What’s trust got to do with it?
Revisiting opioid contracts. J Med Ethic 2014;40
:673–7.

53 Schwab AP. Epistemic humility and medical prac-
tice: Translating epistemic categories into ethical
obligations. J Med Philos 2012;37:28–48.

54 Carel H, Kidd IJ. Epistemic injustice in healthcare: A
philosophical analysis. Med Health Care Philos
2014;17:529–40.

55 Leder D. The experience of pain and its clinical
implications. Philos Med 1992;40:95–105.

56 Diesfeld K. Interpersonal issues between pain physi-
cian and patient: Strategies to reduce conflict. Pain
Med 2008;9:1118–24.

57 Giordano J. The good patient: Responsibilities and
obligations of the patient-physician relationship.
Pract Pain Manage 2007;7:58–65.

58 Gallagher R. Compassion fatigue. Can Fam
Physician 2013;59:265–8.

59 Halpern J. From Detached Concern to Empathy:
Humanizing Medical Practice. Oxford: Oxford
University Press; 2001.

60 Watt-Watson J, Hunter J, Pennefather P, et al. An
integrated undergraduate pain curriculum, based on
IASP curricula, for six health science faculties. Pain
2004;110:140–8.

Trust and Trustworthiness in Pain Management

1405

 by guest on O
ctober 5, 2016

http://painm
edicine.oxfordjournals.org/

D
ow

nloaded from
 

http://www.qsrinternational.com/learning/Getting-Started/nvivo9
http://www.qsrinternational.com/learning/Getting-Started/nvivo9
http://painmedicine.oxfordjournals.org/


61 Leila N-M, Pirkko H, Eeva P, Eija K, Reino P.
Training medical students to manage a chronic pain
patient: Both knowledge and communication skills
are needed. Eur J Pain 2006;10:167–70.

62 Carter D, Sendziuk P, Eliott JA, Braunack-Mayer A.
Why is pain still under-treated in the emergency
department? Two new hypotheses. Bioethics 2015;
in press. DOI: 10.1111/bioe.12170.

63 Goldberg DS. The Bioethics of Pain Management:
Beyond Opioids. New York: Routledge; 2014.

64 Boscarino JA, Rukstalis MR, Hoffman SN, et al.
Prevalence of prescription opioid-use disorder
among chronic pain patients: Comparison of the
DSM-5 vs. DSM-IV diagnostic criteria. J Addict Dis
2011;30:185–94.

65 Substance Abuse and Mental Health Services
Administration, Center for Behavioral Health
Statistics and Quality. The DAWN Report: Highlights
of the 2011 Drug Abuse Warning Network (DAWN)
Findings on Drug-Related Emergency Department
Visits. Rockville; 2011.

Buchman et al.

1406

 by guest on O
ctober 5, 2016

http://painm
edicine.oxfordjournals.org/

D
ow

nloaded from
 

http://painmedicine.oxfordjournals.org/

