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Date of Implementation: July 17, 2025

Effective Date: July 23, 2026
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Related Policies:

QM 36: Corporate Commitment to Health Equity

CPG 12: Medical Necessity Decision Assist Guideline for Rehabilitative Care
CPG 110: Medical Record Maintenance and Documentation Practices
CPG 111: Patient Assessments: Medical Necessity Decision Assist Guideline
for Evaluations, Re-evaluations, and Consultations

CPG 135: Physical Therapy Medical Policy/Guideline

CPG 155: Occupational Therapy Medical Policy/Guideline

CPG 166: Speech-Language Pathology/Speech Therapy Guidelines
CPG 167: Therapeutic Massage Medical Policy/Guideline

CPG 264: Acupuncture Services Medical Policy/Guideline

CPG 278: Chiropractic Services Medical Policy/Guideline

CPG 305: Virtual Physical and Occupational Therapy Services

INTRODUCTION

American Specialty Health (ASH) clinical programs are committed to improving the
equitable and culturally conscious delivery of healthcare administrative and clinical
services.

Health equity especially remains a critical concern in pain management. Pain is a complex
experience influenced by various biological, psychological, and social factors. Health-
related social needs, including stable housing/utilities, transportation, food security,
employment status, and personal safety, can impact a patient's pain experience and
treatment outcomes. Additionally, cultural perceptions significantly influence how
individuals experience, articulate, and manage pain. Understanding and addressing these
cultural differences are essential for equitable and effective pain management. By adopting
a holistic and culturally sensitive approach, healthcare providers can help patients receive
appropriate care and achieve positive health outcomes. It is incumbent on health care
providers to conduct comprehensive pain assessments that consider these factors and
develop personalized treatment plans that address both medical and social needs.

DESCRIPTION/BACKGROUND
Cultural competence in pain management and musculoskeletal care is essential for
equitable and effective healthcare. Providers often encounter patients with diverse social
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and cultural circumstances, including low health literacy levels, disabilities, varied ethnic
backgrounds, trauma, and diverse gender identities with which the provider may not be
familiar. Understanding and addressing these factors is crucial for achieving patient-
centered care and optimal outcomes.

Large factors such as politics, history, economics, societal structure, geography, and
culturally accepted biased policies govern whether people have access to education,
housing, employment and health care. In turn, individual behaviors, opportunities, social
status, health risk factors, the experience of pain, and health outcomes are influenced.

Key Definitions
Patient-Centered: Patient-centered care involves patients in their care decisions, including
being mindful of their beliefs, values, and preferences.

Holistic Care: Holistic Care recognizes patients as complete individuals, encompassing
various factors affecting their health and well-being. This can include cultural, familial,
ethnic, health equity, environmental, spiritual, and other issues important to the person.

Social Determinants of Health (SDOH): Social Determinants of Health (SDOH) are the
conditions in the environments where people are born, live, learn, work, play, worship, and
age that affect a wide range of health, functioning, and quality -of-life outcomes and risks.
There are five domains: 1) Economic stability, 2) Education access and quality, 3) Health
care access and quality, 4) Neighborhood and built environment, and 5) Social and
community context (U.S. Department of Health and Human Services, n.d.).

Health-Related Social Needs (HRSN): Health-related socialneeds (HRSN) are social and
economic factors that impact individuals' health and well-being. These needs, such as
financial instability, limited access to healthcare, and transportation issues, can lead to
poorer health outcomes and increased healthcare utilization.

Health Equity: The CDC defines health equity as “the state in which everyone has a fair
and just opportunity to attain their highest health.” Factors that can impede health equity
include, butare notlimited to, race, ethnicity, disability, sexual orientation, gender identity,
socioeconomic status, geography, and preferred language. SDOH influence health equity
and may impact health care access, patient presentation, clinical evaluations, treatment
planning, and patient outcomes. These factors may, in turn, influence medical necessity
considerations.

Health Equity Factors in Medical Necessity Review: Health Equity factors may be
barriers to clinical progress documented duringreview of provider submissions for medical
necessity. If the clinical quality evaluator notes a related health equity factor, they may
communicate with the specialty provider regarding the patient’s situation and any possible
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relationship to medical necessity. Standardized referral recommendations or resources for
assisting with the patient’s health-related needs may also be provided. The clinical quality
evaluator will use the current Health and Safety Investigation Team (HSIT) guidelines if
the clinical quality evaluator notes a related health and safety issue.

Cultural Competence: Cultural competence is understanding the importance of social and
cultural influences on patients' health beliefs and behaviors. Providers should consider and
adjustcommunicationstyles to accommodate the beliefs, values, and preferences of others.
This includes cultural preferences like directnessor indirectness and being mindful of body
language, eye contact, and personal space, as these may have different meanings across
cultures. Healthcare providers should acknowledge and address their biases about a
patient’s pain experience. Research indicates that some professionals hold misconceptions
about pain tolerance in different racial groups, ethnicities, and sexes, leading to disparities
in care. Ongoing education and strategies to combat these biases can promote equitable
care for all patients.

Explicit Bias: Explicit bias refers to preferences, beliefs, and attitudes that individuals are
consciously aware of and are intentional. They can often be clearly identified and
communicated.

Implicit Bias: Implicit bias refers to unconscious mental processes that lead to automatic
associations and reactions without intention. These biases, which include favorable or
unfavorable evaluations of groups of people (stereotypes), significantly impact decision-
making despite a lack of awareness of them.

PROVIDER STRATEGIES

Providers must recognize and integrate social and cultural factors that influence health
beliefs and behaviors. Strategies providers can use include adapting communication styles,
respecting diverse expressions of pain, and addressing any biases affecting assessment and
treatment. Embracing these approaches can help build trust, improve treatment adherence,
and lead to better health outcomes.

One framework for strategically managingpain is the “5 A’s” noted in Walker et al. (2026).
Five key actions for social care integration:

e Awareness: Identify individuals’ social risks (e.g., limited transportation to pain
clinic).

e Adjustment: Tailor treatment plans in response to barriers (e.g., offer telehealth
when transport is an issue).
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e Assistance: Link individuals to relevant resources (e.g.connections with
community services and other healthcare professionals to coordinate care (e.g.,
coordinate with social workers to ensure transport options are known and accessible
for all individuals).

e Advocacy: Use clinical insights to highlight when structures and systems create
barriers to equitable care. Push for systems that make equitable care possible (e.g,
work to promote policies that change the transportation infrastructure within the
community).

Managing Explicit and Implicit Bias: Managing bias involves self-awareness, education,
institutional assessments, and proactive strategies.

To address implicit bias, individuals should self-reflect using standardized assessments
such as the Implicit Association Test (IAT) and ongoing self-analysis. Several IATs are
available through Project Implicit at https://implicit.harvard.edu/implicit/takeatest.html.
Consider the perspectives of those stereotyped by the provider’s implicit bias through self-
study, group educational activities, or direct interpersonal interaction. Implicit biases can
also operate in institutions where common practices can be biased without the institution
or its healthcare workers being aware. Implicit bias in institutions can be evaluated and
altered through shared educational opportunities and changes in behaviors and policies.
Proactively seeing patients as individuals rather than as a compilation of group affiliations
can reduce the effects of implicit bias in clinical activities.

Management of explicit bias requires full evaluation and identification of biases as well as
education on their impact, and implementation and enforcement of policies to effect
change. Creatingan environment where open discussions and awareness of biases and their
impacts is crucial.

Examples of Explicit and Implicit Bias: Examples of both explicit and implicit biases
can involve sex or gender, each affecting pain perception and expression differently.
Studies have shown that women may report higher pain levels and different pain
experiences compared to men. Women are more likely to suffer with chronic pan
conditions such as fibromyalgia and temporomandibular joint disorders while men have a
higher incidence of cluster headaches. In a review of the literature, Grinberg and Sela
(2025) demonstrated that despite reporting higher levels of pain, women frequently
received inadequate analgesia; Unconscious biases, a lack of specific protocols, and
cultural stereotypes were contributing factors. Harkins et al. (2025) demonstrated that
women with marginalized social identities have poorer pregnancy outcomes and receive
inferior quality pain management during childbirth. Intersex people may also experience
pain differently from other sexes especially due to hormonal and anatomic variations.
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Preliminary research shows higher rates of pain in transgender and gender diverse
individuals, especially if they are undergoing hormonal therapies. Gender-diverse youth
are at increased risk for chronic pain conditions. Providers should be aware of these
differences in people’s pain experiences and avoid gender/sex biases in pain assessment
and treatment. Explicitbiases in institutions can lead to reduced access to pain management
based on gender/sex and result in poorer health outcomes. Health care institutions that do
not encompass the needs of sex and gender diversity can influence the development of
diagnoses and treatment plans that are mismatched to the patients and therefore less
effective.

Tailored Treatment Plans: Personalizing treatment strategies to the individual's specific
goals and preferences is crucial for effective pain management and musculoskeletal care.
For example, integrating the patient’s traditional healing practices can enhance patient
engagement, adherence to care plans, and health outcomes. Providers may consider
engaging with the surrounding communities where their patients live to better understand
local cultural contexts and build relationships with community and cultural leaders. Baslam
et al. (2025) completed a scoping review of cultural tailoring of pain management in 38
studies with 27 unique pain management intervention approaches. Seventy percent of the
approachesaddressed racial and ethnic minorities; Educational interventions were the most
common with contentadaptation to culturally relevantlanguage and gender considerations.
The study authors suggested future broadening to include lower-income countries, more
digital involvement and more monitoring of near and long-term outcomes. Another
individual factor that may require more tailored attention is the person’s age. Keep in mind
that people of differentages and generationshave varyingperceptions of health and illness,
and how they are expected to interact with health care providers.

Outcome Measures: Patient-reported outcome measures (PROMs) provide information
on how a patient is functioning, their symptoms and related emotions, and quality of life.
This information aids the provider in tailoring the treatment plan. Tools that have been
validated in the specific cultural groups served should be used when available, especially
if translating into another language or adapting for a patient’s cultural background.

Clinicians can offer culturally appropriate information about pain management options and
involve patients in decision-making. Regularly soliciting patient feedback regarding pain
management experiences can allow for adjustments to care plans as needed. The use of
patient-reported functional outcome measures (PROMs) helps monitor progress in
functions that are important to the patient during pain management.

Communication and Patient Education: Practitioners should also be aware of and
respect different cultural interpretations and expressions of pain. Recognizing that cultural
backgrounds influence pain perception can enhance patient care. Some cultures may view
discussing pain as necessary, while others may consider it a sign of vulnerability.
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Healthcare providers can better communicate and understand patients' pain experiences by
learning the unique terminologies and metaphors used across cultures.

Improving cultural competence in healthcare fosters better communication between
providers and patients, creating a trusting environment. Enhancing communication
includes assessing barriers to communication such as language, hearing or vision
impairment, and health literacy. Examples of strategies mightbe providinginterpreters and
health materials in preferred languages.

Factors that may impact communication and patient education include:

Literacy and Numeracy: Literacy is typically defined as the ability to read and
write. It encompasses the skills necessary to understand, evaluate, and use written
text in order to engage effectively in society (CDC, 2024). Numeracy refers to the
ability to access, use, interpret, and communicate mathematical information and
ideas (CDC, 2024). Health literacy and literacy are related, but not the same. It is
estimated thatabout22% of people in the United States speak a language other than
English. Children and families who speak languages other than English have poorer
pain outcomes compared with English-speaking children and families. Issues that
influence outcomes include clinician bias, interpersonal miscommunications,
misunderstandings of culture concepts of pain, and lack of access to interpretation
services (Lim et al., 2025).

Health Literacy: Health literacy is defined as an individual’s ability to access,
understand, and process health information in order to make appropriate health
decisions. The World Health Organization states that “health literacy is a stronger
predictor of an individual’s health status than income, employment status,
education level, and racial or ethnic group.” Many patients may have limited health
literacy, making it difficult for them to understand medical terminology and
treatment plans. Even people with high literacy and numeracy may have limited
health literacy. Providers should use plain language, visual aids, and teach -back
methods to ensure patients comprehend their care instructions. This approach helps
in building trust and improving adherence to treatment. Debonne et al. (2025),
demonstrated that out of 23 studies and 41 patient education pieces, 95% were in
English, less than 20% had any readability assessments, only one piece had all of
the information required, and just 8 studies included patient representative
involvement.

E-Health Literacy is defined by the World Health Organization (WHO) as “the
ability to seek, find, understand, and appraise health information from electronic
sources and apply the knowledge gained to address or solve a health problem.”
People’s access to electronic sources of information and their ability to use them
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effectively and safely can vary widely. This includes cell phones, computers, and
patient portals. Providers can evaluate what the patient is able to access and use,
have resources for assistance, and alternate methods for communication and
information sharing.

e Hearing Impairments: Patients with hearing impairments may struggle to
communicate their pain levels and symptoms effectively. They may also have
difficulty hearing questions, directions, and participating in shared decision-
making. Age is one of the most important risk factors for hearing loss, and as the
population ages, the number of people with hearing loss will continue to increase
(Haile etal., 2021). Hearing impairments and aging are common sources of stigma
causing patients to try to hide their issues and thus reduce their access to pain
management and other care. Providers should use clear, simple language and
consider using sign language interpreters or written communication tools as
appropriate to facilitate better understanding. Ensuring that patients can express
their pain accurately is vital for appropriate pain management.

e Vision Impairments: Vision impairment may impact communication with the
provider in several ways. It may make it difficult for the patient to read non-verbal
cues from the provider. Vision impairmentmay also make itdifficult for the patient
to describe their pain, especially if the provider is using visual analog scales or
written questionnaires. Appropriate educational material may be limited. Consider
having consent forms and other handouts or patient education material available in
large black and white print, electronic copies, braille, or as an audio version.

Screening for Social Determinants of Health:

Providers may screen patients for social needs that could be related to their health in
general, as well as pain management options and outcomes. There are several screening
tools from multiple agencies. Providers can choose the tools that mostrelate to their patient
populations. Below are a few examples:

Health Leads Social Needs Screening Toolkit
https://healthleadsusa.org/wp-content/uploads/2023/05/Screening Toolkit 2018.pdf

CMS Accountable Health Communities Health-Related Social Needs Screening Tool
https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf

PRAPARE Protocol for Responding to and Assessing Patients’ Assets, Risks and
Experiences
https://prapare.org/prapare-toolkit/
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American Academy of Family Physicians Social Needs Screening Tool
https://www.aafp.org/dam/A AFP/documents/patient_care/everyone project/hopsl9-
physician-form-sdoh.pdf

WellRX Questionnaire
https://cdn.prod.website-
files.com/63fd0d00f2ad370c6ec29450/68e4bac416d25¢603913d06e  WellRX -

Questionnaire-Fillable.pdf

MEDICAL NECESSITY REVIEW

During the review of materials submitted for medical necessity review, clinical quality
evaluators may become aware of barriers to care, clinical progress, and/or outcomes related
to social determinants of health (SDOH). These SDOH may include but are not limited to
economic instabilities, healthcare access, and social/community contexts. If the clinical
quality evaluatornotes arelated SDOH, they may communicate with the specialty provider
regarding the patient’s situation and any possible relationship to medical necessity and
provide standardized referral recommendations or resources for assisting with the patient’s
health-related socialneeds. If the clinical quality evaluatornotes arelated health and safety
issue, they will utilize the current HSIT guidelines

A comprehensive pain assessment by the provider submitting for medical necessity review
involves understanding patients' unique experiences. Considering factors like medical
history, socioeconomic status, health literacy, and cultural influences allows for more
accurate diagnoses and treatment plans. Medical necessity reviews involve evaluating the
appropriateness of pain management interventionsbased on clinical guidelines and patient-
specific factors. Providers are informed about the criteria used in these reviews so that
relevant patient information is submitted to demonstrate medical necessity.

PRACTITIONER SCOPE AND TRAINING

Practitioners should practice only in the areas in which they are competent based on their
education, training, and experience. Levels of education, experience, and proficiency may
vary among individual practitioners. It is ethically and legally incumbent on a practitioner
to determine where they have the knowledge and skills necessary to perform such services
and whether the services are within their scope of practice.

It is best practice for the practitioner to appropriately render services to a patient only if
they are trained to competency, equally skilled, and adequately competent to deliver a
service compared to others trained to perform the same procedure. If the service would be
most competently delivered by another health care practitioner who has more skill and
training, it would be best practice to refer the patient to the more expert practitioner.
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Best practice can be defined as a clinical, scientific, or professional technique, method, or
process that is typically evidence-based and consensus driven and is recognized by a
majority of professionals in a particular field as more effective at delivering a particular
outcome than any other practice (Joint Commission International Accreditation Standards
for Hospitals, 2020).

Depending on the practitioner’s scope of practice, training, and experience, a patient’s
condition and/or symptoms during examination or the course of treatment may indicate the
need forreferral to another practitioner or even emergency care. In such cases itis essential
for the practitioner to refer the patient to appropriate co-management (e.g., to their primary
care physician) orif immediate emergency care is warranted, to contact 911 as appropriate.
See the Managing Medical Emergencies (CPG 159 — S) clinical practice guideline for
information.

Helpful resources for patients:
FindHelp.org
e Free or reduced-cost resources like food, housing, financial assistance, healthcare
and more.
e Just enter zip code to find resources.
211.orgor Call 211
e Connect you to expert, caring help
988lifeline.org or Call/ text 988
e Provides 24/7, free support for people in distress, prevention and crisis
resources for you or your loved ones, and best practices for professionals in the
United States

Call/ text 911
e National police, fire, or emergency medical assistance from any phone in any
location

USPainFoundation.org
e References and support for people with pain
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