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Abstract
Objective. The objective of this project was to
develop core competencies in pain assessment and
2

management for prelicensure health professional
education. Such core pain competencies common
to all prelicensure health professionals have not
been previously reported.
Methods. An interprofessional executive committee
led a consensus-building process to develop the
core competencies. An in-depth literature review
was conducted followed by engagement of an interprofessional Competency Advisory Committee to
critique competencies through an iterative process.
A 2-day summit was held so that consensus could
be reached.
Results. The consensus-derived competencies
were categorized within four domains: multidimensional nature of pain, pain assessment and measurement, management of pain, and context of pain
management. These domains address the fundamental concepts and complexity of pain; how pain is
observed and assessed; collaborative approaches
to treatment options; and application of competencies across the life span in the context of various
settings, populations, and care team models. A set
of values and guiding principles are embedded
within each domain.
Conclusions. These competencies can serve as a
foundation for developing, defining, and revising
curricula and as a resource for the creation of learning activities across health professions designed to
advance care that effectively responds to pain.
Key Words. Pain; Pain Management; Clinical Competence; Competencies; Interprofessional; Curriculum; Education; Health Professions

Introduction
Pain is the most common reason individuals visit a health
care professional. Worldwide, inadequately managed pain
is the source of major human and economic costs for
patients, their families, and society [1]. According to the
Institute of Medicine (IOM), approximately 100 million
Americans suffer from chronic pain at an estimated annual
cost of approximately 600 billion dollars [2]. This figure
exceeds the cost of each of the nation’s priority health
conditions [3]. These estimates do not include the considerable burdens of acute pain and cancer-related pain
[1]. Despite its importance in clinical practice, pain management receives little emphasis in the curricula of most
prelicensure health care professional education programs
[4–13]. In its 2011 monograph on pain in America, the IOM
noted, “Curricula for all health professions are full, and
advocates of many important causes compete for a
greater share of students’ and clinicians’ valuable educational time. Yet despite the large role that care of
patients with pain will play in their daily practice, many
health professionals, especially physicians, appear
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underprepared for and uncomfortable with carrying out
this aspect of their work. These professionals need and
deserve greater knowledge and skills so they can contribute to the necessary cultural transformation in the perception and treatment of people with pain.” [2]
Historically, the value of core curricula for pain education
was recognized in the 1990s by the International Association for the Study of Pain (IASP); Canadian health professions faculty used the IASP Core Curriculum to develop an
integrated interprofessional pain curriculum and applied
this to prelicensure education for health care professionals
in that nation [14]. As a result, Canadian students have
demonstrated improved outcomes in their knowledge and
beliefs about pain. Furthermore, the faculty believed that
the curricula addressed several learning needs, such as
improved integration of knowledge with clinical decisionmaking [15]. The available IASP curricula were uniprofessional until 2012 when its prior curricula for each profession
were updated and a separate interprofessional curriculum
was developed [16]. These advances in pain-related curricula took place concurrent with innovations in the educational process and evolving paradigms for teaching and
learning. Such advances and innovations have reduced the
prior emphasis upon factual knowledge that learners are
expected to acquire, and increased the emphasis placed
upon students’ capacity to act effectively in complex,
diverse, and variable situations [17].
The desired outcomes of the educational process,
competency-based education (CBE), emphasizes the
learner’s capacity to successfully carry out tasks in the
real world, rather than the capacity to absorb and recite
content [18]. CBE focuses on the desired performance
characteristics of health care professionals [18], as
opposed to what or how learners are taught. Thus, CBE
shifts the metrics for judging the effectiveness of educational programs toward assessing the practical impact of
education instead of simply its content or process [18].
The emphasis of CBE on outcomes of pain education
echoes the rise of outcomes assessment more broadly in
health care [19]. The call for outcomes assessment as an
integral part of person-centered pain care followed widespread recognition that the quality of care is not improved
simply by accumulating and disseminating the best available evidence [20–22]. Instead, excellence in personcentered care requires that clinicians respond to patients’
needs and preferences in a compassionate, knowledgeable, and coordinated fashion [23]. Assessment of competencies is more closely aligned with the reality (i.e.,
quality) of clinical care than is assessment of knowledge
alone. Thus, both in the education of entry-level health
care professionals, as well as in the modification of postgraduate clinician behavior, a shift toward assessment of
quality and outcomes of care has given rise to a need to
associate curricular content with competencies.
Inadequate education of health care professionals is a
major and persistent barrier to safe and effective pain
management. Despite the health professions’ develop-

ment of competencies in pain management for advanced
learners [24], special populations [25], and specific types
of pain [26], as well as the myriad guidelines and position
articles on pain management issued by numerous professional bodies representing thousands of clinicians [27],
core pain management competencies for prelicensure
entry-level health professional learners have not yet been
established. The absence of core competencies may in
part be a reason for the paucity of pain education found in
undergraduate programs. The limited pain education that
is currently provided may be ineffective because it focuses
on traditional impersonal topics such as anatomy and
physiology that may have little direct relevance to the
complex daily problems faced by patients, families, and
clinicians [28].
A noteworthy and relevant trend in health care education
is the recognition that increased collaboration and teamwork are necessary to improve the quality and safety of
health care [29]. The IOM, World Health Organization, and
numerous professional groups envisage interprofessional
education as an important part of preparing a workforce to
practice collaboratively at a time when the number of
patients with complex, long-term medical problems is
expanding at an unprecedented rate [29]. The shift from
multidisciplinary/multiprofessional to interprofessional
team pain care resonates perfectly with the present
emphasis upon interprofessional education and practice.
To help bridge the gap between the compelling needs of
persons in pain and the skills, knowledge, and values of
the interprofessional health care team, a group of educators and clinicians was convened to undertake a structured interprofessional consensus process in order to
develop core pain management competencies appropriate for prelicensure health care providers. Annex 1
includes a list of professions represented at the summit.
“Prelicensure education” refers to the training period prior
to obtaining initial licensure to practice in the chosen profession. Prelicensure education was chosen because it
represents the foundational period of entry-level health
professional education; however, application of these
competencies may be relevant to clinical learners well
beyond prelicensure training (e.g., post-licensure training
or continuing education). Within an interprofessional team
delivering person-centered care, each profession will carry
out roles that require both common knowledge and specific educational content to support achieving competencies in a manner consistent with each profession’s scope,
emphasis, and role in health care.
Methods
The structured process for identifying pain management
core competencies for prelicensure learners took place in
two phases from October 2011 through November 2012.
During Phase I (October–July), an executive committee
(EC) comprised of seven experts in pain management
and education synthesized current evidence and existing
profession-based competencies to develop a draft
set of candidate competencies. During Phase II
3
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(August–November), an international competency advisory committee (CAC) of 22 members representing 10
professions reviewed all draft materials and then met
in-person to finalize the draft materials and recommend a
final set of consensus-based competencies.
Phase I
The EC included seven leaders from multiple professions
who collectively brought expertise in pain management,
education science, and development of evidence-based
consensus. This group collaborated over 10 months to
identify literature and other relevant material for review,
define key terms, and identify individuals to participate in
the interprofessional summit as part of a CAC. The
EC defined the initial structure and draft content of
the competencies, as well as the topics and goals of
the summit.
During Phase I, the EC examined the current state of
existing core competencies and pain management education for health professional learners. Recommendations
of key publications, existing curricula, and core competencies were solicited from members of the EC as well as
from other key content experts. Foundational references
identified from these sources served as a starting point for
a literature review.
Electronic journal databases were searched using
Pubmed and CINAHL. A partial list of search terms and
other researched sources is included as Annex 2. The
search strategy used pain-related terms (e.g., pain, pain
management) in combination with education-related
terms such as competency/competency-based education and curriculum. Health profession terms (e.g., medicine, nursing) and concepts such as consensus building
and interprofessional education were also explored. The
search was limited to English language articles. Emphasis was placed on identifying content focused on prelicensure learners, but not limited to that group. Moreover,
an internet search using the Google search engine identified grey literature that was produced by government,
academia, business, and industry sources to identify
existing competencies, curricula, educational programs,
and clinical guidelines on pain management. Grey literature refers to written material including reports that are
difficult to access via conventional channels such as
published journals but is considered an important source
of information because it tends to be original and recent
[30]. This search identified multiple existing pain management curricula, as well as established competencies
in related fields. A document produced by a group
assembled by the American Geriatrics Society, “Multidisciplinary Competencies in the Care of Older Adults at the
Completion of the Entry-Level Health Professional
Degree” was employed as a template through the development process [31]. Finally, a search was conducted of
the following professional associations’ Websites: American Academy of Pain Medicine, American Chronic Pain
Association, American Pain Society, American Society
for Pain Management Nursing, and IASP.
4

A comprehensive list of source material was created that
included peer-reviewed and grey literature of existing curricula, competencies, and clinical guidelines. The EC identified and analyzed themes and key content of each
source. Themes were grouped into the following basic
categories as a starting point: What is pain? What is the
context of pain? What does pain look like? What affects
pain? How is pain relieved? The EC identified a natural and
synergistic link with the topic areas addressed in the 2012
revised curricula prepared by the IASP [16] and mapped
the domains to those topic areas (i.e., multidimensional
nature of pain, pain assessment and measurement, management of pain, clinical conditions). The EC went on to
review several iterations of the competencies and develop
a list of 40 draft competencies under the four domains for
the CAC to review and critique during the consensus summit.

Phase II
The 29-person Expert Interprofessional Pain Competencies Consensus Group assembled for the summit
included both the EC and the CAC members. The group
members brought experience in clinical pain management; research and education in pain management; education science; curriculum development; interprofessional
education and teamwork; and knowledge uptake. All
group members were from the United States and Canada.
A particular effort was made to include individuals who
were active in pain management professional associations
and other stakeholder groups. A full list of members is
included in Annex 3. Veterinary medicine was included
because of evidence from Canada suggesting that veterinary medicine students receive more extensive and effective prelicensure education on pain than other prelicensure
health professionals and because of the extensive experience of these clinicians in treating nonverbal patients [5].
The EC provided the CAC members with a synthesis of
the literature on competencies in pain management
across the health professions for review. The group then
convened for a 2-day Summit for Interprofessional Consensus on Pain Management Competencies in Sacramento, California, in August 2012. Each participant
disclosed potential conflicts of interest and agreed to contribute feedback that was independent and objective.
Members of the EC led the summit. The group reviewed
the central concepts of CBE and agreed upon key terms
to establish a common understanding of nomenclature
before embarking on a critique of the draft documents and
subsequent consensus building. The initial compilation of
40 draft competencies under the four domains were
reviewed as a full group before beginning a series of small
group discussions led by EC members utilizing the WorldCafé™ [32] model. This method offered each participant
the opportunity to evaluate and respond to each of the
initial competencies through a focused 20-minute dialogue with four to five other CAC members. The EC randomly assigned CAC members to four groups. Every
group rotated through each of the four rooms, thereby
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allowing every CAC member to comment on all four
domains and its associated competencies.
Following the WorldCafe™ sessions, the full summit group
reassembled to review and discuss each domain including
all the comments and findings collected from each group.
A list of key terms and a set of core values that are
embedded throughout the domains were also identified
on Day 1. After the full group discussion, the EC met to
synthesize and refine the competencies and presented a
revised list to the full group at the beginning of the second
day of the summit. An open voting process was used to
confirm consensus among the full group on the content
and structure of the domains and competencies.
Following the summit, EC members incorporated CBE
terminology, reduced redundancies, and clarified language. The updated domains and competencies were
sent to the CAC for review and refinement in October
2012. The final document reflects consensus on the
review and endorsement of the core values, competencies, and definitions of key terms.

Results
From the initial 40 draft competencies, 25 competencies
applied to pain assessment and management were supported by the close of the summit. EC members further
condensed the list to reduce redundancies within
domains as well as to refine final competencies. The final
list included 21 pain assessment and management core
competencies under four domains. The competencies
are outcome based and focus on actions health professional students should be able to perform in a variety of
complex situations prior to completion of prelicensure training.
The first three domains address 1) the concepts and complexity of pain; 2) pain assessment; and 3) collaborative
approaches to treatment. These domains highlight the
foundational skills and knowledge each clinician should
possess to identify, assess, and treat pain. The fourth
domain focuses on the application of effective pain management in various populations and contexts. The full list
of domains and competencies are listed in Box 1.
During the course of discussions, core values that are
integral to and embedded within each domain were
identified. Participants felt that certain other principles,
such as advocacy, collaboration, compassion, effective
communication, and evidence-based practice, were relevant to all domains and competencies. Participants
came to a consensus on the set of core values and
principles that should be considered and incorporated
into the development of pain management curricula and
learning activities. The set of all core values/principles is
presented in Box 2.
The full summit group also stressed the importance of
clearly defining key terms relevant to pain management

and related competencies: pain, advocacy, comprehensive care, cultural inclusiveness, evidence-based practice,
interprofessional teamwork, professional competencies,
and social support system.
Several terms related to analgesia such as addiction,
adherence, and misuse were also discussed at length.
The group believed that these terms should be clearly
defined as a resource for curriculum development. These
terms, as well as many others, are provided on the project
Website (http://www.ucdmc.ucdavis.edu/paineducation)
and in the instructional resource material produced during
the next phase of the project.

Discussion
Through an interprofessional consensus process, core
competencies in pain assessment and management
(Box 1) were developed to address prelicensure pain
management education in all major health care professions. These core competencies are consistent with the
domain outline from the IASP pain curricula [16]. Introducing pain education early in the preparation of health professionals emphasizes the value of improving quality of life
and creates the potential to instill critical competencies
that support the humanistic aspects of health care. Moreover, early education related to pain offers the opportunity
to reverse the disparity between what students are taught
and what they face in practice related to pain. Continuing
to ignore pain as a substantial and critical part of the
curriculum for health professionals stands in stark contrast
to the importance of pain in society; that pain is the most
common reason a person seeks clinical care; that undertreated, over-treated, or ineffectively treated pain greatly
impacts major public health problems such as disability,
prescription drug abuse, or the overall cost of health care;
and that the cost of pain in terms of suffering is vast
but immeasurable.
Although no comprehensive survey regarding pain education curricula across health care professions has been
conducted in the United States, available evidence indicates that pain management training is widely inadequate across all disciplines [2,4–6,8,10–12]. A survey of
undergraduate pain curricula for health care professionals in the United Kingdom found pain education content
for undergraduate health care professionals to be
nominal and fragmented, accounting for less than 1% of
program hours for some disciplines [4]. A survey of
Canadian prelicensure pain curricula for dentistry, medicine, nursing, occupational therapy, pharmacy, and
physiotherapy students found that respondents representing the majority (67.5%) of health science programs
could not specify designated hours for pain course
content or clinical conferences [5]. Veterinary medicine
curricula were also surveyed for comparison and had five
times more pain content than did medicine [5]. The
minimal number of designated pain hours is not surprising as a recent examination of Canadian requirements
for nine entry-to-practice health science professions
5
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Box 1 Pain management domains and core competencies
Domain one
Multidimensional nature of pain: What is pain?
This domain focuses on the fundamental concepts of pain including the science, nomenclature, and experience of
pain, and pain’s impact on the individual and society.
1.
2.
3.
4.
5.

Explain the complex, multidimensional, and individual-specific nature of pain.
Present theories and science for understanding pain.
Define terminology for describing pain and associated conditions.
Describe the impact of pain on society.
Explain how cultural, institutional, societal, and regulatory influences affect assessment and management of pain.

Domain two
Pain assessment and measurement: How is pain recognized?
This domain relates to how pain is assessed, quantified, and communicated, in addition to how the individual, the
health system, and society affect these activities.
1. Use valid and reliable tools for measuring pain and associated symptoms to assess and reassess related outcomes
as appropriate for the clinical context and population.
2. Describe patient, provider, and system factors that can facilitate or interfere with effective pain assessment and
management.
3. Assess patient preferences and values to determine pain-related goals and priorities.
4. Demonstrate empathic and compassionate communication during pain assessment.
Domain three
Management of pain: How is pain relieved?
This domain focuses on collaborative approaches to decision-making, diversity of treatment options, the importance
of patient agency, risk management, flexibility in care, and treatment based on appropriate understanding of the
clinical condition.
1. Demonstrate the inclusion of patient and others, as appropriate, in the education and shared decision-making
process for pain care.
2. Identify pain treatment options that can be accessed in a comprehensive pain management plan.
3. Explain how health promotion and self-management strategies are important to the management of pain.
4. Develop a pain treatment plan based on benefits and risks of available treatments.
5. Monitor effects of pain management approaches to adjust the plan of care as needed.
6. Differentiate physical dependence, substance use disorder, misuse, tolerance, addiction, and nonadherence.
7. Develop a treatment plan that takes into account the differences between acute pain, acute-on-chronic pain,
chronic/persistent pain, and pain at the end of life.
Domain four
Clinical conditions: How does context influence pain management?
This domain focuses on the role of the clinician in the application of the competencies developed in domains 1–3 and
in the context of varied patient populations, settings, and care teams.
1. Describe the unique pain assessment and management needs of special populations.
2. Explain how to assess and manage pain across settings and transitions of care.
3. Describe the role, scope of practice, and contribution of the different professions within a pain management care
team.
4. Implement an individualized pain management plan that integrates the perspectives of patients, their social support
systems, and health care providers in the context of available resources.
5. Describe the role of the clinician as an advocate in assisting patients to meet treatment goals.

found pain competencies for only nursing (N = 9) and
dentistry (N = 2) [32].
Limited data exist to clearly gauge the state of pain education in each individual profession; however, a review of
available findings suggests in no instances are the offerings robust. A recent survey of pain-related content in
educational institutions worldwide found that in spite of
6

many achievements, medical school education in acute
pain management was inadequate [12]. The First National
Pain Medicine Summit, convened in November 2009 by
the American Medical Association’s Pain and Palliative
Medicine Specialty Section Council, found that training
was poor or “not leading to competency” at both the
undergraduate and residency levels [33]. A recent study of
117 medical schools in the United States and Canada
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Box 2 Core values/principles
•
•
•
•
•
•

Advocacy
Collaboration
Communication
Compassion
Comprehensive care
Cultural inclusiveness

•
•
•
•

Empathy
Ethical treatment
Evidence-based practice
Health disparities
reduction
• Interprofessional
teamwork
• Patient-centered care

found that only four U.S. schools offered a required course
on pain [6]. A survey of 111 attending physicians, residents, nurse practitioners, and physician assistants
working in community clinics all reported their pain management training as less than adequate [7]. In a study of
faculty within 16 U.S. Midwestern schools of nursing,
approximately three fourths (72.9%) of the participants
recalled being taught about pain management; but a
minority (36.5%) believed that they were adequately prepared on the topic [9]. In a faculty survey of accredited
physical therapy education programs in North America,
the most frequently reported amount of time spent on pain
in the curriculum was 4 hours [8]. The authors of a study
designed to describe how and in what depth pain management is covered in U.S. pharmacy school curricula
concluded that the topic of pain management is inadequately developed and poorly presented in many schools
[10]. Pain management, particularly for acute and postoperative pain, remains a core curriculum component in
dentistry; yet, predoctoral and continuing education programs in chronic orofacial pain are limited [2]. Despite
efforts to address the need for professional education in
pain management for psychologists [34], psychology
training programs have been slow to adopt competencybased training in pain management [2]. Data on the pain
management training received by practitioners of complementary and alternative medicine are limited, but there are
substantial variations found in pain education among chiropractors and acupuncturists [11].
This interprofessional consensus process was an inclusive
endeavor, capitalizing on expertise from professionals with
widely diverse backgrounds related to pain management.
Through iterative review, including discussions and identification of central issues of agreement and disagreement,
this systematic and collaborative process achieved a
cohesive outcome. The process complemented efforts of
the IASP to revise uniprofessional curricula and develop
interprofessional curricular content. The active participation of members of the IASP Education Initiatives Working
Group and the Chair of the subgroup that developed
IASP’s Interprofessional Pain Curriculum Outline [J. W.-W.]
supported communication between, and alignment of, the
two undertakings. Consequently, the competencies produced by this project parallel the structure of the interprofessional and uniprofessional pain curricula developed by
IASP for various professions [16].

Our process and the resultant competencies have limitations. Although the panel members were chosen to
achieve diversity and broad expertise, its composition may
neither adequately represent the full spectrum of professions involved in pain management nor all views held by
individuals within a single profession. The competencies
are inclusive of a wide range of populations, settings, and
conditions; however, additional competencies are necessary for other subpopulations such as children, older
persons, or individuals with special cultural considerations
that were not addressed in this initial effort. Moreover, the
evidence review was limited to English language publications. While the competencies could serve as a global
resource, their origin from a strongly North American perspective leaves open the need for adaptation to other
languages, cultures, and value systems, as well as consideration of other national and regional concerns. In the
absence of scientific evidence or endorsed professional
standards, the expert panel rendered opinion that was
ratified by consensus. As such, these competencies may
help to bridge the gap between knowledge, learning, and
clinical performance.
The panel faced a number of challenges. An early challenge was in defining the terms “interprofessional”
(applying to health professions learning together) and
“competency” (focusing on measurable outcomes of
learning). In order to define competencies that were
applicable across clinical professions involved in pain
management, assembling a panel from diverse professions and disciplines was critical, but represented a challenge given the distinct perspectives and areas of clinical
expertise of the participants. The in-person meeting with
small and large group discussions, and use of a consensus facilitator helped participants work with various
perspectives and aided identifying areas of consensus.
Defining competencies related to the areas of evaluation
and management was also challenging because learners
in differing stages of training may have little or no direct
clinical care, and different professions vary in their exposure of students to individuals with pain and their
support systems. Our group therefore focused on core
concepts necessary to effectively address pain and left
implementation, including methods of teaching and
evaluation, to users of the competencies. We also found
it challenging to define the competencies in ways that
would be measurable. Inclusion of experts in education
and curriculum development was critical for reframing a
number of the competencies in ways that facilitated
measurement. Finally, the initial list of competencies generated by the group was quite lengthy. An iterative,
consensus-building process facilitated defining a more
concise “core” set of competencies. Nonetheless, it is
our hope that these competencies will undergo further
rigorous examination and refinement.
Although the need for basic expected competencies in
pain management seems obvious, to our knowledge,
these core competencies represent the first of their kind.
Much work is needed to integrate the competencies into
the education of health professionals and to evaluate
7
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impact. The domains and competencies are offered as a
model and starting point for prelicensure pain management education in all health care professions. Developing
these core competencies required focus on a specific
period of clinical education and the prelicensure period
was felt to be an important starting point; however, these
competencies may be applicable to post-licensure education as well. They are neither exhaustive nor tailored to
the specific needs of any one profession. Instead, they
represent a minimum standard that may be variably
emphasized in each educational undertaking, depending
on each profession’s unique needs, roles, and expectations as well as those for each educational program
and institution.

2 Institute of Medicine (U.S.). Committee on Advancing
Pain Research Care and Education. Relieving Pain in
America: A Blueprint for Transforming Prevention,
Care, Education, and Research. Washington, D.C.:
National Academies Press; 2011:xvii, 364 p.

We urge licensure, accreditation, certification, education,
and policy governing bodies to engage in this important
process and to consider these competencies when establishing standards. Curriculum developers across the
health sciences are encouraged to evaluate their current
educational content and adopt and test these competencies. It is envisioned that the competencies will be incorporated into learning activities that will be implemented
through a myriad of didactic and case-based learning
opportunities woven throughout the formative stages of
professional development for future health care students.
Exactly how these core competencies will be incorporated
into diverse curricula within and across all health professions is not clear and will likely differ between professions.
Mapping these competencies with existing curricula may
help identify gaps or areas for improvement. They also
offer a means of analyzing whether or not health professional curricula cover critical content related to pain
assessment and management, and help guide curricular
outcomes in this area.
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These consensus-based core competencies for pain
management provide a basis for improving the culture
and context of care for adults and children with acute
and chronic pain or pain at end of life. They apply to all
major clinical professions involved with pain management, although they target prelicensure education they
apply across the spectrum from prelicensure to continuing education.
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Professions represented at the pain management competencies summit
Profession
Acupuncture
Dentistry
Education science
Medicine
Nursing
Pharmacy
Physical therapy
Psychology
Social work
Veterinary medicine

Annex 2

Literature review terms and other resources

Electronic databases search terms
Clinical competence
Acupuncture/education
Competency-based education
Curriculum
Education
Education, dental
Education, medical
Education, medical, undergraduate
Education, nursing, baccalaureate
Education, nursing, graduate
Education, pharmacy
Educational status
Knowledge
Models, educational
Pain
Pain management
Physical therapy specialty/education
Psychology/education
Social work/education
Students, dental
Students, medical
Students, nursing
Students, pharmacy
Grey literature search
Agency for Healthcare Research and Quality
Center for Nursing Excellence in Long-Term Care, Geriatric Pain
City of Hope Pain & Palliative Care Resource Center
Institute of Medicine
Interprofessional Education Collaborative
Johns Hopkins University, School of Medicine Pain Curriculum
Maryland Board of Nursing, Pain Management Nursing Role/Core Competency A Guide for Nurses
Pain & Policy Studies Group (PPSG) at the University of Wisconsin Carbone Cancer Center
Tufts University, Pain Research, Education, and Policy (PREP) program curriculum
University of Toronto Centre for the Study of Pain
US DHHS National Guidelines Clearinghouse
Virginia Commonwealth University, Pain Education Curriculum
Professional associations
American Academy of Pain Medicine
American Association of Colleges of Nursing
American Chronic Pain Association
American Pain Society
American Society for Pain Management Nursing
Association of American Medical Colleges
International Association for the Study of Pain
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Toronto
Heather M. Young, PhD, RN, FAAN, University of
California, Davis*

Keela Herr, PhD, RN, AGSF, FAAN, University of Iowa
Competency advisory committee
Debra Bakerjian, PhD, FNP, University of California, Davis
Jane Ballantyne, MD, University of Washington
Steven Graff-Radford, DDS, Cedars-Sinai Medical Center
Daniel B. Carr, MD, FABPM, Tufts University
Molly Courtenay, PhD, MSc, BSc, Cert. Ed, RN, University of Surrey
Maja Djukic, PhD, RN, New York University
Steve Given, DAOM, Lac, American College of Traditional Chinese Medicine
Debra Gordon, RN, DNP, FAAN, University of Washington
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Abstract
Core competencies in pain management for prelicensure health professional education
were recently established and represent minimal capabilities for health science students across
four domains: multidimensional nature of pain, pain assessment and measurement, management
of pain, and context of pain. One hundred million adults in America suffer from chronic pain.
and costs the U.S. over 600 billion dollars per year in health care costs and lost wages. Undertreatment, inadequate-treatment or mismanagement of pain is common and can delay recovery
and result in long-lasting changes to the peripheral and central nervous system. The Institute of
Medicine report on pain addressed the deficit in pain education across all professions and
promoted the inclusion of standardized information about pain within an “interprofessional
setting” (IOM, 2011, p. 210). The purpose of this article is to advocate for and identify how core
competencies for pain can be applied to entry-level physical therapy curriculum. We will outline
the core competencies and how these relate to physical therapy practice, we will provide
practical evidence for how to integrate the competencies into physical therapy curriculum, and
the challenges and barriers to integration. By ensuring the core competencies in pain
management are embedded within physical therapy education, will provide the tools for the
profession of physical therapy to stand with all health professions to provide comprehensive pain
management.

Core competencies in pain management for prelicensure health professional education
were recently established (Fishman, Young, Arwood, Chou, Herr, Murinson, et al., 2013). These
competencies represent the expectation of minimal capabilities for graduating health students for
pain management and include four domains: multidimensional nature of pain, pain assessment
and measurement, management of pain, and context of pain (Table 1). The purpose of this article
is to advocate for and identify how core competencies for pain can be applied to entry-level
physical therapy curriculum. By ensuring that core competencies in pain management are
embedded within the foundation of physical therapy education, physical therapists will have the
core knowledge necessary for offering best care for patients and the profession of physical
therapy will continue to stand with all health professions engaged in comprehensive pain
management.

Background
One hundred million adults in America suffer from chronic pain. This is greater than the
number of individuals affected by diabetes, cancer and heart disease combined (Institute of
Medicine [IOM], 2011). Further chronic pain management costs the U.S. over 600 billion dollars
per year in health care costs and lost wages (IOM, 2011) and creates major human and economic
costs for patients, families, and society (Fishman et al., 2013). Under-treatment, inadequatetreatment or mismanagement of pain can cause delays in healing as well as long-lasting changes
to the peripheral and central nervous system (Cheatle & O’Brien, 2011). The Institute of
Medicine published a report on pain in 2011 that highlighted it as a national challenge and
recognized the need for a cultural transformation to effectively prevent, assess, treat, and

understand pain of all types. This report addressed the deficit in pain education across all
professions and promoted the inclusion of standardized information about pain within an
“interprofessional setting” (IOM, 2011, p. 210). Specific to physical therapy, a faculty survey of
accredited physical therapy education programs in North America revealed 4 hours of pain
education as the most frequently reported in the curricula (Scudds, Scudds, & Simmonds, 2001).
Those findings are contrasted with a study of Canadian health sciences programs wherein the
seven physical therapy programs responding reported a mean of 41 hours in pain education
(Watt-Watson, McGillion, Hunter, Choinier, Clark, Dewar, et al, 2009). Inadequacy in pain
education is a barrier to the profession and will leave physical therapists lagging behind other
professionals in their ability to provide appropriate pain management, both within their own
practice of physical therapy and also as capable members and collaborators within
interprofessional pain management health care teams. Moreover, improving pain education is
fundamental for primary care providers given their key role in pain management. Physical
therapists are increasingly seen as primary care providers and direct access to physical therapists
is a central component of the American Physical Therapy Association’s (APTA) strategic plan,
Vision 2020 (American Physical Therapy Association [APTA], 2012).

Core Competencies in Pain Management
Core competencies in pain management for prelicensure health professional education
were recently established through an interprofessional summit that engaged health care experts
(Fishman et al., 2013). The goal of this summit was to identify core competencies in pain
management for prelicensure clinical education that can serve as a foundation for the
development of comprehensive pain management curricula across all health professions.

Additional background and resources regarding the interprofessional pain management
competency program may be found at www.ucdmc.ucdavis.edu/paineducation.
The core competencies in pain management intentionally paralleled the framework of the
guidelines for pain education published by the International Association for the Study of Pain
(IASP) in 2012 (International Association for the Study of Pain [IASP], 2012). The IASP has
established coordinated curriculum guidelines for individual professions, including physical
therapy, and an interprofessional curriculum guideline (IASP, 2012a). The curriculum
guidelines are outlined around the following content areas: multidimensional nature of pain, pain
assessment and measurement, management of pain, and clinical conditions. Furthermore, the
interprofessional core-competencies summit included key individuals involved in the
development of the IASP curriculum guidelines.
The newly established core competencies in pain management facilitate the development
of a cohesive and comprehensive foundation for educational programs that can be readily shared
amongst health care teams. When all health care professionals have the same basic expected
foundation of pain education, they will be able to improve their practice within their respective
disciplines. For example, assuring that all healthcare practitioners understand the concept of
central sensitization and its impact on chronic pain is likely to expedite clinical decision making.
If a patient with chronic pain with central sensitization is prescribed a centrally acting
medication, the physical therapists will understand the rationale and impact of this medication on
the chronic pain condition. This includes potential side effects and the impact on
nonpharmacological pain approaches implemented by the physical therapist. Ultimately,
establishing core competencies for pain education will improve clinical outcomes, regardless of

the profession. Each profession will contribute their expertise to the four domains with the focus
of treating the patient in pain.

Description of Each Domain and Relation to Physical Therapy
Although the core competencies apply to prelicensure health professional education
across all health professions, the authors explicitly state that they are intended to be flexible and
moldable to each profession and each school or curriculum or learning experience that seeks to
meet the core-competencies as a minimal expected outcome (Fishman et al., 2013). They may be
used as a guide for physical therapist educators to evaluate and advance pain education based on
the specialized role and needs of the physical therapist student.
Domain One- Multidimensional Nature of Pain: What is pain?
The first domain focuses on the fundamental concepts of pain including the science,
nomenclature, experience of pain, and pain’s impact on the individual and society. It is necessary
to understand the complex biological and psychosocial nature of pain to adequately treat pain. In
physical therapy this would relate to understanding the basic science of pain and pain
management techniques, the biopsychosocial model of pain, and the multidimensional nature of
pain. The biological science includes understanding neural plasticity and sensitization, molecular
biological changes, and genetics. The psychological components include how pain
catastrophizing, fear of movement, and self-efficacy would impact treatment choices. Social
concerns go beyond the individual and include the impact on the family structure and support,
healthcare systems and finances, as well as the sociopolitical factors in our society.
Understanding the complex multidimensional nature of pain will allow physical therapists the
opportunity to provide a patient-centered interprofessional approach to pain management.

Domain Two: Pain Assessment and Measurement: How is pain recognized?
The second domain relates to how pain is assessed, quantified, and communicated, in
addition to how the individual, the health system, and society affect these activities. Given the
multidimensional nature of pain it is critically important that pain be assessed comprehensively.
This would include the use of valid and reliable tools not only for assessment of pain, but also
for the impact of pain on the person. Using measurement tools to assess the severity of pain at
rest and during activity (e.g., numerical rating scales), the impact of pain on function (e.g., brief
pain inventory, 6 minute walk test), psychosocial variables (e.g., fear of movement, pain
catastrophizing), or quality of life (e.g., SF-36) will provide a better understanding of the
multidimensional nature of pain. Assessing the variable nature of pain in an individual across
time, the response of pain to treatment, and the clinical context for the pain will guide
appropriate and individualized treatment plans. Physical therapists routinely partner with the
patient in formulating treatment goals and priorities; this approach is equally critical in forming
realistic pain-related goals. External factors can interfere with effective pain assessment and
management, and might include patient or provider biases, issues related to healthcare access, or
third party payers. Performing a comprehensive pain assessment at the initial evaluation and
subsequent encounters will guide an effective pain management plan that is adaptable to the
patients’ changing needs.
Domain Three: Management of Pain: How is pain relieved?
This domain focuses on collaborative approaches to decision-making, diversity of
treatment options, the importance of patient autonomy, risk management, flexibility in care, and
treatment based on appropriate understanding of the clinical condition. Physical therapy plays an
integral role in pain management through education, exercise, and application of manual,

electrotherapeutic and physical modalities. Many of the competencies listed under the
management domain are generally incorporated into existing physical therapy curriculum and
apply directly to pain care. Examples include the following: (a) physical therapists are taught to
include the patient and their social support in education and decision making processes, (b)
physical therapists are well educated in health promotion and self-management teaching, and (c)
physical therapists are well positioned to routinely monitor pain management outcomes and
adjust the plan of care when needed. To serve students in achieving the prelicensure pain
management competencies, the curriculum would further reflect self-management strategies that
include education on the science of pain, exercise and exercise-progression, pacing, and nonpharmacological self-management techniques (e.g., exercise, TENS, heat, cold). Additionally,
physical therapists should be aware of the value and services of other health professions and
incorporate these services in the pain management treatment plan. A comprehensive treatment
plan for pain management would therefore include not only physical therapy management but
also collaborative input from an interprofessional team of physicians, nurses, psychologists, and
other professionals, regarding pharmacological and psychological interventions, further
education, and other strategies to impact all facets of patient care. For example, while physical
therapists do not prescribe or administer most pharmacologic interventions, they should be aware
of potential side effects of these interventions, including but not limited to medication overuse,
that would impede patient progress.
Domain Four. Clinical Conditions: How does context influence pain management?
This domain focuses on the role of the clinician in the application of the competencies
developed in domains 1-3 and in the context of varied patient populations, settings, and care
teams. Pain is universal across the physical therapy practice domains, therefore it is essential to

use appropriate pain assessment and management techniques that would be unique to the needs
of special populations. Pain also occurs across the lifespan therefore using age-specific pain
assessments is necessary to gain a better understanding of the impact on the person and family.
For example, one cannot use self-report assessment in infants or individuals with severe
cognitive impairments, but there are other assessment tools that are appropriate for these patient
populations. Within this domain it is important to understand the scope of practice and
contribution of other health professions to the pain management care of the patient. As physical
therapists are increasingly becoming an entry-point for patients into the health care system
(APTA, 2012), including those with pain, it is important to not only know when to refer for
potential problems, but also when additional professions should be engaged into the pain
management care team. For example, someone with depression, anxiety, or significant
psychosocial concerns might benefit from referral to a pain psychologist; while someone with
fibromyalgia might benefit from referral to a physician, advanced practice nurse, or physician
assistant for pharmacological management. The physical therapist can develop an individualized
treatment plan by partnering with the patient and by obtaining input and services from
appropriate health care providers, in order to create the greatest benefit to the patient.
Core values and physical therapy
Embedded within each of the four domains are core values that parallel the principal
values of physical therapy such as advocacy, collaboration, compassion, effective
communication, and evidence-based practice (Table 2). Throughout their education, physical
therapy students learn to demonstrate patient advocacy and communicate respectfully in a
therapeutic manner with patients. Students also exhibit the ability to coordinate the physical
therapy interventions recommended in the individualized care plan using evidence-based

practice. Thus, physical therapy students must learn to communicate in a professional manner,
work well with various members of the interprofessional health care team, and understand the
roles of other members of the health care team in managing patients’ pain.

Integration of Competencies into Physical Therapy Curriculum
Pain science, assessment, and management are multidimensional constructs that impact
nearly all aspects of patient care and should be a thread throughout the curriculum. Additionally,
a stand-alone course on pain management can emphasize the importance of interdisciplinary or
interprofessional pain management strategies. Finally, there are challenges that physical therapy
educators must overcome to incorporate pain management throughout the curriculum and in
using competency-based education to fulfill this goal. Incentives will need to be built in
throughout all levels of the discipline to emphasize pain management as an important construct
in physical therapy.
Competency-based education emphasizes a specified level of performance based on a
student’s knowledge, skills, and attitude (Gruppen, Mangrulkar & Kolars, 2012; Frenk, Chen,
Bhutta, Cohen, Crisp, Evans, et al., 2010). The application of these competencies assures that
physical therapist students effectively perform and demonstrate skills to reduce pain, improve
function and quality of life, and reduce co-morbidities and costs related to unrelieved pain. The
pain management domains and core competencies are meant to be used as a guide and applied to
learning activities in physical therapy prelicensure curriculum and incorporated into outcome
assessment. These learning activities include but are not limited to didactic approaches, practical
examinations, case-based learning opportunities, and simulation or standardized patient
encounters throughout the span of physical therapy education.

To instill the importance of pain management to the profession of physical therapy, pain
education should occur early and often. The relatively recent integration of the International
Classification of Functioning, Disability and Health (ICF) model (2001) as a foundational model
in the education of physical therapists can facilitate the infusion of education about pain
throughout a curriculum. Pain within the ICF model is represented as an impairment that
influences and is influenced by activity limitations and participation restrictions, as well as
environmental and personal factors. Therefore, the relevance of virtually all the pain
management domains and core competencies related to health, at both the level of the individual
and society, can be explicitly linked to the ICF to facilitate students’ learning about pain
sciences, assessment and management as an integral component to the practice of physical
therapy consistent with a biopsychosocial approach to health care.
In addition, learning about pain assessment and management within a larger framework
of clinical reasoning about pain can facilitate the integration of pain education throughout the
curriculum, with clinical reasoning about pain serving as part of the early scaffolding upon
which students learn to reason through patient presentations in all practice settings. One example
is the research-derived model of clinical reasoning strategies proposed by Edwards and
colleagues (2004), which emphasizes reasoning that focuses on the interplay between
quantitatively as well as qualitatively assessed aspects of patients’ presentations in the clinical
reasoning of expert physical therapists, consistent with a biopsychosocial approach. When
applied to the assessment and management of patients with pain, it is one example of a clinical
reasoning model that can explicitly highlight the development of an understanding of patients’
pain experiences that includes both more traditional quantitative assessment and measurement of
the pain impairment itself, integrated within a larger more qualitative understanding of how an

individual’s pain experience is influenced by and exerts influence on the relevant personal and
environmental factors involved. Developing an understanding of a patient’s story or narrative is
essential to collaborating with the patient to develop an individualized and appropriate plan of
care. When comparing this approach to clinical reasoning to the knowledge, skills and attitudes
needed by new physical therapists in order to meet the core competencies for pain education, it is
clear that development of capability in both quantitative and qualitative reasoning about pain
throughout prelicensure education is essential for achieving graduates with these capabilities.
Pain assessment is generally one of the first pain concepts introduced in courses such as
introduction to physical therapy, principles of physical therapy practice, and tests and measures.
It would be important at this stage to start highlighting how to assess pain from a
multidimensional perspective beyond the use of numeric rating scales (e.g., verbal analogue
scale, visual analogue scale). Incorporation of assessments and the impact of pain on function
and quality of life, as assessed through the brief pain inventory or the SF-36, are directly
applicable to designing appropriate treatment plans. Physical therapy curriculum is generally
aligned around several practice domains: orthopedics, neurology, integumentary, and
cardiopulmonary. Since the majority of people in each of these practice domains present with
pain, acute and chronic, it is important to meet the core competencies and incorporate the IASP
curriculum guidelines into these courses. Table 3 describes several examples to further illustrate
ways in which pain education can be intentionally and explicitly woven into a curriculum, in this
case a series of musculoskeletal patient client management courses.
Most physical therapy education programs integrate pain directly into their existing
curriculum. A stand-alone pain management course can supplement the integration of pain
education throughout the curriculum to emphasize the underlying science of pain; the complex

biological and psychosocial effects of pain; the impact of pain on the patient, family and society;
and the interprofessional management of pain. An example of a stand-alone pain course in
physical therapy curriculum would include an emphasis on the science of pain, in-depth
assessment, empathetic and therapeutic communication, pain management strategies, and the
interdisciplinary nature of pain management (Table 4). Alternatively, given the importance of
interprofessional care that is integral to these competencies (see domain 4 in Table 4),
interprofessional learning experiences could be an ideal way to meet the competencies. This
might include courses in which physical therapist students are educated with physicians, nurses,
psychologists, pharmacists and social workers (Watt-Watson, Hunter, Pennefather, Librach,
Raman-Wilms, Schreiber, et al., 2001). Another approach could be a case based learning or
assessment approach in which pain is a key feature of the case (Erb, Kaprielian, Dieter,
Nevidjon, Eldredge, McNamara, 2001; Staves, Hossaini, Kroon, Lindsay, Newlin, O’Brien, et
al., 2011). Dufault and Sullivan (2000) described a research-based clinical model of
interprofessional collaborative care to translate best practices for pain management into the
clinical environment. That model could serve as an effective approach for learning effective,
evidence-based pain management during clinical learning experiences. Much of the
understanding of pain science, assessment and management principles are not specific to a
particular profession but rather span professions. If all health professions understand and manage
pain from the same multidimensional perspective, and if all health professions understand
specific roles of each profession in pain management, greater success in the treatment and
management of pain should occur.
There are significant challenges for incorporating learning activities focused on pain
competencies into physical therapy education either within an existing program or through an

interprofessional curriculum. These challenges include the amount of time necessary to educate
about pain in the curriculum, and research that is needed so that evidence-based practice is
standard in the curriculum. Education within a physical therapy curriculum generally spans
physical therapy practice domains; however, pain is not one of these domains. Although
integration into existing curriculum is likely the easiest way to address the pain competencies,
there may be a lack of expertise within the existing faculty. Implementation may require
education of existing faculty in pain science and management, designation of one faculty person
with content expertise to coordinate the curricular pain management thread with faculty
responsible for the various patient client management courses across all practice domains, hiring
new faculty to address the core competencies, or using existing resources to supplement current
curriculum. As online courses are developed, it may be possible to adequately address the
competencies through these materials. Interprofessional education poses additional and specific
challenges including extra financial resources, communication and scheduling among programs,
and buy in from administration and faculty across colleges within a university setting. And
finally, not all of the competencies are evidence-based to guide teaching and application. For
example, evidence is lacking for the management of acute on chronic conditions (domain 3,
number 7). If someone has a total knee replacement, physical therapy rehabilitation tends to be
similar whether or not the person also has a chronic pain condition such as fibromyalgia. This
issue extends to other professions. The surgical protocol including post-surgical medications
have a tendency to be similar whether or not chronic pain is in the medical history. Thus, the
application of the competencies into curricula will continue to evolve as the evidence-based
practice advances to meet the growing demands for appropriately trained health care providers.

To help guarantee the adoption of the core competencies on pain management into
physical therapy curriculum, additional incentives may be required. Competencies are aligned,
measured, and incentivized in health care education to meet the needs of society (Frenk et al.,
2010). These authors assert that accreditation bodies, and by extension the health professions
education institutions they accredit, are accountable to society in order to assure that priority
health needs of society are being met. For physical therapy, the accrediting agency is the
Commission on Accreditation in Physical Therapy Education (CAPTE). One criterion the
Commission on Accreditation in Physical Therapy Education (CAPTE) uses as a foundation for
the Evaluative Criteria for Physical Therapy Programs (American Physical Therapy Association,
2012), is the contemporary practice of physical therapy that is grounded in the current literature.
Physical therapists frequently manage people with pain problems in their practices, yet, the
current evaluative criteria explicitly mention “pain” only in relation to curriculum content on
patient examination. Therefore, contemporary entry-level physical therapy curriculum plan
should include these core competencies in pain management. Current trends in accreditation
towards assessment of student learning outcomes and, increasingly, towards competency-based
approaches may provide incentives to assure competencies, such as the core competencies in
pain management, as integral components of entry-level physical therapy education.
The National Physical Therapy Examination (NPTE) is based on an analysis of practice,
most recently conducted in 2011 (Federation of State Boards of Physical Therapy, 2012) and
assesses minimum standards for safe and effective practice. In the prior analysis “pain” was only
directly assessed under evaluation and diagnosis. Thus, the incorporation of these pain
competencies on the NPTE will occur only to the extent these competencies are reflected in a
practice analysis itself making it difficult for physical therapy education programs to rely on the

NPTE to provide a significant incentive to curricular change that would include these
competencies. The American Council of Academic Physical Therapy, the component of the
APTA representing the entry-level physical therapy education programs, could endorse the
competencies and thus provide an imprimatur for their adoption within physical therapy
education.
Moreover, these competencies are applicable beyond pre-licensure education because
they represent the critical content for pain assessment and management. All physical therapists
should be competent within the four domains because of the prevalence of pain in patients
seeking physical therapy. In addition, physical therapists need to be current with pain knowledge
to remain experts on the pain management team, and as clinical instructors to physical therapy
students and in mentoring new graduates must be prepared to reinforce and extend students’
learning from the academic setting related to up-to-date pain management information.
Inclusion into post-licensure education may include continuing education opportunities, licensure
renewal, and possibly certificate programs. Pervasive adoption may necessitate requirement for
core-competency in pain management by accreditors of prelicensure physical therapy schools as
well as post graduate or continuing education programs.

Conclusion
These consensus-derived pain management core-competencies provide a foundation for
improving pain management throughout the life span, across the health care continuum, and
within the diverse backgrounds of the patients. The challenges are not only to adopt and meet
these pain management competencies, but also to keep them up-to-date with the dynamic needs
of society while keeping them relevant to the many essential professional constituents. Future

innovative initiatives that are evidence based, and in tune with the current science, will be
needed as the competencies evolve to meet the cultural transformation that is occurring in pain
management. Moreover, these competencies should be adapted for continuing education to keep
the existing physical therapy work force current in assessment, intervention, and integrated in the
interprofessional health care team.

Table 1. Pain Management Domains and Core Competencies
Domain One
Multidimensional Nature of Pain: What is pain?
This domain focuses on the fundamental concepts of pain including the science, nomenclature,
and experience of pain, and pain’s impact on the individual and society.
1. Explain the complex, multidimensional and individual-specific nature of pain.
2. Present theories and science for understanding pain.
3. Define terminology for describing pain and associated conditions.
4. Describe the impact of pain on society.
5. Explain how cultural, institutional, societal and regulatory influences affect assessment
and management of pain.
Domain Two
Pain Assessment and Measurement: How is pain recognized?
This domain relates to how pain is assessed, quantified, and communicated, in addition to how
the individual, the health system, and society affect these activities.
1. Use valid and reliable tools for measuring pain and associated symptoms to assess and
reassess related outcomes as appropriate for the clinical context and population.
2. Describe patient, provider, and system factors that can facilitate or interfere with effective
pain assessment and management.
3. Assess patient preferences and values to determine pain-related goals and priorities.
4. Demonstrate empathic and compassionate communication during pain assessment.
Domain Three
Management of Pain: How is pain relieved?
This domain focuses on collaborative approaches to decision-making, diversity of treatment
options, the importance of patient agency, risk management, flexibility in care, and treatment
based on appropriate understanding of the clinical condition.
1. Demonstrate the inclusion of patient and others, as appropriate, in the education and
shared decision-making process for pain care.
2. Identify pain treatment options that can be accessed in a comprehensive pain
management plan.
3. Explain how health promotion and self-management strategies are important to the
management of pain.
4. Develop a pain treatment plan based on benefits and risks of available treatments.
5. Monitor effects of pain management approaches to adjust the plan of care as needed.
6. Differentiate physical dependence, substance use disorder, misuse, tolerance, addiction,
and non-adherence and how these conditions impact pain and function.
7. Develop a treatment plan that takes into account the differences between acute pain,
acute-on-chronic pain, chronic/persistent pain, and pain at end of life.
Domain Four

Clinical Conditions: How does context influence pain management?
This domain focuses on the role of the clinician in the application of the competencies developed
in domains 1-3 and in the context of varied patient populations, settings, and care teams.
1. Describe the unique pain assessment and management needs of special populations.
2. Explain how to assess and management pain across settings and transitions of care.
3. Describe the role, scope of practice and contribution of the different professions within a
pain management care team.
4. Implement an individualized pain management plan that integrates the perspectives of
patients, their social support systems and health care providers in the context of available
resources.
5. Describe the role of the clinician as an advocate in assisting patients to meet treatment
goals.

Table 2: Core Values/Principles for


Advocacy



Empathy



Collaboration



Ethical Treatment



Communication



Evidence-based Practice



Compassion



Health Disparities Reduction



Comprehensive Care



Interprofessional Teamwork



Cultural Inclusiveness



Patient-Centered Care

Table 3: Selected examples of Ways to Integrate Pain Core Competencies within a Series of
Musculoskeletal Patient Client Management Courses in a DPT Curriculum
Timing and location within
curriculum

Pain management domains
and core competencies

First year student, first
semester: foundations of
physical therapy patient client
management course

Domain One, Competency 1:
Explain the complex,
multidimensional and
individual-specific nature of
pain.

First year student, second
semester: musculoskeletal
patient client management

Example of integration of
pain core competency in
curricular content

 Discussion of pain as a
complex multidimensional
experience
 Integrate discussion of pain
into introduction to the ICF
model, including relevant
factors of the ICF model
Domain Two, Competency 1:
that interact to create the
Use valid and reliable tools for
pain experience of an
measuring pain and associated
individual (e.g., pain as
symptoms to assess and
impairment, links to
reassess related outcomes as
activity limitations and/or
participation restrictions,
appropriate for the clinical
influences of environmental
context and population.
factors, personal factors).
 Discuss choice of
appropriate pain
impairment measurement
tools for patients of various
ages and cultures in acute
care settings, rehabilitation
settings, and outpatient
care settings, and affected
to various degrees
physically and/or
cognitively
 Use various patient cases to
illustrate the interplay of
factors within the ICF
model that result in various
levels of functional
limitation for individuals
with similar medical
diagnosis but differing
clinical presentations.
Domain Two, Competency 3:  Discussion of the
importance of
Assess patient preferences and
understanding a patient’s
values to determine painpain experience and all the

course I

related goals and priorities.
Domain Two, Competency 4:
Demonstrate empathic and
compassionate communication

during pain assessment.



First year student, third
semester: musculoskeletal
patient client management
course II

Domain One, Competency 2:
Present theories and science
for understanding pain.



Domain One, Competency 3:
Define terminology for
describing pain and associated
conditions.
Domain Three, Competency 2:

Identify pain treatment options
that can be accessed in a
comprehensive pain

physical, psychological,
and sociocultural factors
related to current level of
pain and effects on physical
functioning
Integration of
considerations of this
understanding a patient’s
pain experience into
introduction to clinical
reasoning strategies model
(Edwards et al 2004), with
a focus on both quantitative
and qualitative assessment
and management of pain
Lab exercises centered
around patient cases where
students role play with
faculty and practice using
narrative reasoning and
collaborative reasoning
strategies in order to
understand the patient’s
story, perspectives, and
preferences, and
collaboratively set painrelated and other
appropriate goals linked to
a consensus achieved with
the patient about priorities
and preferences
Introduction to concept of
central sensitization, and
evidence-based
interventions including
educational strategies used
by physical therapists in
managing patients with
chronic/persistent pain
related to central
sensitization
Practice clinical reasoning
case based exercises where
the goal is to hypothesize
which type of pain a patient
is presenting with based on

management plan.
Domain Three, Competency 3:
Explain how health promotion
and self-management
strategies are important to the
management of pain.

interview and physical
examination data (e.g.,
nociceptive, neurogenic,
central sensitization) and
link to appropriate
management goals and
interventions and outcomes
measures

Domain Three, Competency 7:
Develop a treatment plan that
takes into account the
differences between acute
pain, acute-on-chronic pain,
chronic/persistent pain, and
pain at end of life.
Third year student, first
semester: musculoskeletal
patient client management
course III

Domain Two, Competency 1:  Introduction to evidence
related to identification and
Use valid and reliable tools for
measurement of risk factors
measuring pain and associated
related to development of
symptoms to assess and
chronic/persistent pain,
reassess related outcomes as
with a focus on prevention
appropriate for the clinical
of progression to
context and population.
chronic/persistent pain.
Includes application to
Domain Three, Competency 1:
patient case scenarios
Demonstrate the inclusion of
where students clinically
reason about identification
patient and others, as
of risk factors and
appropriate, in the education
appropriate interventions
and shared decision-making
aimed at reducing risk of
process for pain care.
progression to persistent
pain
Domain Three, Competency 7:
 Engage in standardized
Develop a treatment plan that
patient encounter where the
takes into account the
“patient” is presenting with
differences between acute
a complex pain history and
pain, acute-on-chronic pain,
many relevant psychosocial
factors can be identified in
chronic/persistent pain, and
addition to relevant
pain at the end of life.
physical impairments in
addition to pain, with the
Domain Four, Competency 1:
goal of appropriately
Implement an individualized
communicating and
pain management plan that
reasoning throughout

integrates the perspectives of
patients, their social support
systems and health care
providers in the context of
available resources.

assessment and
development of a
collaborative plan of care
for that patient.
Performance is recorded,
and students self-assess and
debrief with faculty who
also assess performance.

Table 4. This is an example of a stand-alone pain mechanisms and management course in
physical therapy curriculum. The required textbook is entitled, “Mechanisms and Management
of Pain for the Physical Therapist (Sluka, 2009). This course would be in addition to integrating
pain science, assessment, and management throughout the curriculum.
Week
1

2

3
4
5

6

7

8

9

10

11

Example
Pain Introduction
Basic Science: Peripheral Mechanisms
Readings: Chapters 1 & 2
Basic Science: Central Mechanisms
Basic Science: Supraspinal Processing
Readings: Chapter 3
Basic Science: Supraspinal Processing Motor Control
Basic Science: Pain Heterogeneity
Readings: Chapter 4
Basic Science Cases and Discussion
Pain Management: Interdisciplinary
Pain Management: Medical
Pain Management: Psychological
Readings: Chapters 11, 12 , & 13
Pain Across the Lifespan: Pediatric to Gerontology Pain
Pain Syndromes: Headache
Pain Syndromes: Fibromyalgia and Myofascial Pain
Readings: Chapters 14 & 15
Pain Syndromes: Spine Pain
Pain Syndromes: Arthritis
Pain Syndromes: Acute Pain
Readings: Chapters 16 & 18
Pain Syndromes: Women’s Health
Pain Syndromes: CRPS/Neuropathic
Pain Management: Personalized Genomics and Pain
Readings: Chapter 17, assigned articles
Pain Assessment
Readings: Chapter 5
Assignment: Evaluation of “Pain Patient”, Write Evaluation and EvidenceBased Treatment Plan
Physical Therapy Pain Management: General Principals
Physical Therapy Pain Management: Education
Physical Therapy Pain Management: Exercise
Readings: Chapters 6 & 7
Physical Therapy Pain Management: Manual Therapy
Physical Therapy Pain Management: Electrotherapy
Physical Therapy Pain Management: Physical Agents
Readings: Chapters 8, 9, & 10

12
13
14
15

Pain Management: Overview and Discussion
Pain Management: Case Studies
Readings: Chapter 19
Pain Management: Discussion and Cases
Pain Management: Discussion and Cases, Interprofessional Panel
Pain Management: Discussion, Cases, Review
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