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BACKGROUND: Black patients in the USA are dispropor-
tionately affected by chronic pain, yet there are few inter-
ventions that address these disparities.

OBJECTIVE: To determine whether a walking-focused,
proactive coaching intervention aimed at addressing con-
tributors to racial disparities in pain would improve
chronic pain outcomes among Black patients compared
to usual care.

DESIGN: Randomized controlled trial with masked out-
come assessment (Clinicaltrials.gov: NCT01983228).
PARTICIPANTS: Three hundred eighty Black patients at
the Atlanta VA Health Care System with moderate to se-
vere chronic back, hip, or knee pain.

INTERVENTION: Six telephone coaching sessions over 8-
14 weeks, proactively delivered, using action planning
and motivational interviewing to increase walking, or usu-
al care.

MAIN MEASURES: Primary outcome was a 30% improve-
ment in pain-related physical functioning (Roland Morris
Disability Questionnaire [RMDQ)]) over 6 months among
Black patients, using intention-to-treat. Secondary out-
comes were improvements in pain intensity and interfer-
ence, depression, anxiety, global impression of change in
pain, and average daily steps.

KEY RESULTS: The intervention did not produce statis-
tically significant effects on the primary outcome (at 6
months, 32.4% of intervention participants had 30% im-
provement on the RMDQ vs. 24.7% of patients in usual
care; aOR=1.61, 95% CI, 0.94 to 2.77), nor on other sec-
ondary outcomes assessed at 6 months, with the
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exception that intervention participants reported more
favorable changes in pain relative to usual care (mean
difference=—0.54, 95% CI, —0.85 to —0.23). Intervention
participants also experienced a significant reduction in
pain intensity and pain interference over 3 months (mean
difference=—0.55, 95% CI, —0.88 to —0.22).
CONCLUSIONS: A novel intervention to improve chronic
pain among Black patients did not produce statistically
significant improvements on the primary outcome relative
to usual care. More intensive efforts are likely required
among this population, many of whom were economically
disadvantaged and had mental health comorbidities and
physical limitations.
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BACKGROUND

Chronic pain is a prevalent, debilitating, and costly national
problem." Despite its prevalence and burgeoning costs, con-
ventional biomedical strategies have proved inadequate, and,
in the case of opioid-centric treatment, have led to a precipi-
tous increase in deaths, as well as significant increases in
opioid abuse and addiction.” Hence, there is a pressing need
for new nonpharmacological pain treatment approaches, in-
formed by a biopsychosocial framework.

Decades of research show that Black patients in the USA
are disproportionately affected by chronic pain compared to
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non-Hispanic Whites, experiencing more severe and debilitat-
ing pain.'*® Contributors to these disparities are multi-level
and linked to systemic racism.>’* Blacks are more likely to
have unmet medical needs due to myriad factors, including
lack of insurance and underinsurance’ and experiences of
racism within and outside the healthcare system that are asso-
ciated with avoiding and delaying care.’ Blacks are more
likely to have their pain undertreated, discounted, and under-
estimated,™’ due in part to provider stereotypes and biases.>'°
Furthermore, Blacks experience poorer quality communica-
tion with their providers, which can adversely affect the qual-
ity of pain treatment.” Blacks are also more likely to hold
beliefs and engage in coping strategies that contribute to poor
pain outcomes (e.g., pain catastrophizing, pain-related fear of
movement, lower self-efficacy in coping with pain).''™'* In
addition, Blacks experience an array of system-level contrib-
utors to pain ranging from racial discrimination, associated
with greater pain and factors that exacerbate pain such as
poorer mental and physical health®'>'® and lower levels of
physical activity,'”'® and environmental barriers to exercise'’
associated with racial segregation.’

The primary aim of this randomized controlled trial was to
test whether a walking-focused, proactive coaching interven-
tion (ACTION) based on a biopsychosocial framework, aimed
at addressing contributors to racial disparities in pain, would
lead to greater improvement in chronic pain outcomes among
Black patients, relative to usual care. ACTION uses proactive
outreach, a systems-level model of patient engagement that
systematically identifies and reaches out to patients to connect
them with treatment. Proactive outreach has been used to
address utilization barriers experienced by minority and low-
income groups, in providing treatment for smoking,*'** and
substance dependence.”> ACTION uses action planning and
motivational interviewing (MI) to promote walking, which
numerous studies have shown to be an effective nonpharma-
cologic treatment for chronic pain.***> Action planning—
making a specific plan that specifies where and how the
behavior will be performed—is especially well-suited for en-
abling individuals to overcome environmental and psycholog-
ical barriers.”® Motivational interviewing—a patient-centered
approach for facilitating behavior change—can foster high-
quality communication and empower participants to overcome
barriers to exercise.”’Meta-analyses have shown action plan-
ning”® and motivational interviewing®’ to be effective behav-
ioral change strategies, including for promoting physical ac-
tivity.”>* The intervention was further tailored through feed-
back obtained from focus groups of Black VA patients with
chronic pain.*® Table 1 depicts how intervention components
were designed to address contributors to racial disparities in
pain.

As part of our secondary aims, we explored the effective-
ness of this intervention among non-Black Veterans, since we
expected that they might experience some of the same con-
tributors to pain that affect Black Veterans. For example,
chronic pain patients experience frustration with their

Table 1 Key Intervention Components to Address Racial
Disparities in Pain

Intervention component How component addresses
contributors to racial disparities in

pain

- Addresses unmet medical needs
related to experiences of
discrimination within and outside the
healthcare system

- Addresses provider-, healthcare-,
and larger system-level barriers to
pain treatment, including
non-pharmacological approaches

- Tailored recruitment materials
developed with input from Black VA
patients with chronic pain address
barriers to pain care (e.g., barriers
related to trust in VA; barriers related
to utilizing non-pharmacological
treatment options for chronic pain
such as access and knowledge)

- Addresses healthcare barriers
related to access (e.g., transportation,
time to travel to VA, physical
barriers)

- Addresses healthcare barriers
related to healthcare
discrimination/trust in VA, because
care was delivered outside the VA
facility

- Addresses provider barriers related
to trust and patient-provider commu-
nication

- Continual training to help coaches
understand experiences of Black VA
patients with chronic pain (e.g.,
environmental barriers to walking)

- Addresses psychological and
environmental barriers, as action
planning increases the likelihood that
individuals will perform intended
behaviors and overcome barriers

- Participants coached in “coping
planning” (i.e., making plans that
addresses barriers to walking) and
“facilitative planning,” (i.e., creating
plans to make walking easier)
Addresses psychological barriers
(self-efficacy, pain-related fear
avoidance, catastrophizing)

Proactive outreach

Telephone delivery

Supportive, culturally
competent coaches trained in
motivational interviewing

Action planning

Motivational interviewing and
psychoeducation

treatment of pain and report feeling stigmatized by their pro-
viders.*' Veterans are also considered to be a vulnerable group
that is at greater risk for pain and poor pain treatment.>' In this
paper, we present the results of the primary aims, which
include only Black participants. Results involving the full
sample are presented in the Appendix. A full description of
the study aims and further details about the intervention and
methods can be found in our study protocol publication.>

METHODS
Study Design and Participants

The ACTION study was approved by the VA Central Institu-
tional Review Board (CIRB) prior to data collection. This was
a two-group randomized clinical trial conducted among
patients from the Atlanta VA Health Care System
(AVAHCS), chosen because it had a large percentage of Black
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patients (43%). The sampling frame was a random sample of
patients from the AVAHCS stratified by race (Black and non-
Black), who had at least 1 hip, back, or knee diagnosis code in
the electronic health record (EHR) in the past year and a
second hip, back, or knee diagnosis code within 18 months
of the first one (an approach used to establish reliability of the
diagnosis and presence of chronic, as opposed to acute,
pain).*> We did not force balance between Black and non-
Black participants.

Potentially eligible patients identified from the EHR were
recruited using proactive outreach. Patients were mailed a letter
and brochure that were developed with input from Black patients
with chronic pain. This was followed by telephone screening to
ascertain that patients met the following criteria: (1) a pain
duration of >6 months; (2) moderate-severe pain intensity and
interference with function, defined as a score of > 5 on the PEG
(Pain intensity, Enjoyment of life, General activity),3 334 4 34tem
assessment tool for pain; (3) self-reported ability to walk at least 1
block; and (4) ability to communicate effectively by telephone.
Patients who met any of the following exclusion criteria were
ineligible: (1) moderately severe cognitive impairment defined as
> 2 errors on a brief cognitive screener (the 6-item Callahan
screener that identifies cognitive impairment for potential re-
search subjects);*(2) anticipated back, knee, hip, or other major
surgery within the next 12 months; (3) unavailable to participate
in a 6-month study; and (4) active psychotic symptoms, suicidal-
ity, severe depression, and/or active manic episode or poorly
controlled bipolar disorder, as determined by chart review.

Participants received an information sheet that was
reviewed over the phone by a research assistant and gave oral
consent to participate. Consented participants were mailed a
pedometer and a baseline survey to complete and return, after
which they were randomized to usual care (UC) or the inter-
vention (1:1) and notified by mail.

To ensure treatment was equally balanced on race, random-
ization was stratified on participant self-identified Black or
non-Black status and balance in assignment over time was
achieved using permuted block randomization with block
sizes of 4, 6, or 8. Allocation concealment methods were
designed to maximize internal validity, within the constraints
of the study design.’*” The randomization list was concealed
from the research team, and follow-up outcome assessments
were conducted mostly by mailed surveys but secondarily by
telephone by unblinded research staff trained in unbiased
surveying methods who were not involved in the delivery of
the intervention.

Procedures

Usual care. UC participants received a brochure, “Chronic
Pain, Walking & You,” with advice and information about the
benefits of walking and a pedometer, which they were
instructed to use and record their steps with, the week before
the baseline and follow-up surveys.

Intervention. Intervention participants received a pedometer
and tailored materials (a letter and brochure) describing the
program and the benefits of walking and physical activity to
help manage pain. Materials were developed with iterative
feedback from 4 focus groups conducted with Black patients
with chronic pain at the AVAHCS. The manualized, ACTION
intervention consisted of 6, individual 30- to 60-min telephone
coaching sessions over an 8-14-week period, delivered by
counselors trained in MI. Participants were coached to create
and write action plans for their proposed walking activity,
during the week(s) between coaching sessions, using tem-
plates contained in their workbooks. Counselors were also
trained to help participants develop specific types of action
plans to overcome barriers, strengthen helpful factors, and
involve friends and family members. Pedometers were used
as a tool to promote walking through feedback, goal setting,
and monitoring.*® Details of the coaching sessions are pre-
sented in the Appendix (Table 4) and described in the associ-
ated publication.*”

Description of Measures and Data Collection
Procedures

Data collection was conducted by mail at baseline, and a
combination of mail and telephone at 3 and 6 months post-
randomization. We used modified Dillman mail survey pro-
cedures, which have been previously described.* Participants
received $20 for each survey they completed.

Outcomes

Pain outcomes were based on four outcome domains rec-
ommended by the Initiative on Methods, Measurement,
and Pain Assessment in Clinical Trials (IMMPACT)*®
guidelines: pain-related physical functioning, emotional
functioning, pain intensity, and participant ratings of over-
all improvement. Outcomes were assessed at the 3- and 6-
month follow-up surveys. The primary outcome was a 30%
improvement in physical functioning at 6 months relative
to baseline, assessed by the Roland Morris Disability Ques-
tionnaire (RMDQ),*® which is the accepted threshold for
clinically significant improvement in clinical trials.*® Pain
intensity and interference was assessed by the 0—10 numer-
ical rating scale from the 3-item PEG.**** Emotional func-
tioning was assessed by the Personal Health Questionnaire
Depression scale (PHQ-8),*" without the suicidality item (8
items), and the Generalized Anxiety Disorder 7-item
(GAD-7)** scale. Participant ratings of change in their
overall level of pain was assessed by the Patient Global
Impression of Change (PGIC) scale, a single-item, 7-point
scale, which asked participants to describe their level of
pain now compared to their pain 3 months ago (anchored
by 1 (much better) and 7 (much worse)).*

Walking was measured by the number of average daily
steps, using pedometer readings recorded in walking logs,
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based on seven consecutive days of data. Participants were
instructed (via a mailed postcard and reminder phone calls)
to wear the pedometer and to record readings on logs over
7 days at the baseline assessment and the 3- and 6-month
follow-up time points, which they reported on surveys.

Statistical Analysis

We restricted our analyses to the sample of Black participants.
Analyses were based on the intention-to-treat method for all
randomized participants.

After assessing data for normality and evidence of
balance of baseline factors across intervention groups
using Pearson’s x? -tests and two-sample 7 tests, models
adjusted for imbalanced variables (use of an opioid med-
ication for pain and the use of a walking aid) were used to
estimate the main effects of the intervention on primary
and secondary outcomes. Multiple logistic regression was
used to model the effect of treatment arm on the dichot-
omous primary outcome (30% reduction in RMDQ rela-
tive to baseline) at 3 and 6 months.

Generalized linear mixed models modeled the effect of the
intervention on the continuous secondary outcomes of (1)
RMD score, (2) PGIC score, (3) PEG score, (4) PHQ-8 score,
(5) GAD score, and (6) step count at 3 and 6 months. These
models incorporated a random intercept and specified an
unstructured covariance structure to account for within-
subject co-variability over time and utilized restricted maxi-
mum likelihood. Models also included baseline values of the
outcome measure to adjust for baseline differences between
the groups. To explore whether intervention effects differed at
3 and 6 months, analyses also assessed for intervention x time
point interactions. These analyses assessed the overall time-
averaged intervention effect, as well as simple effects at 3 and
6 months.

To address the potential for bias due to nonignorable miss-
ingness at the primary endpoint, we conducted a selection
model analysis using methods proposed by Ibrahim and Lip-
sitz.** This analysis jointly modeled how the value of the
dichotomous outcome (30% reduction in RMDQ vs no reduc-
tion) was related to the available predictors (i.e., baseline
covariates for all enrolled participants) and whether survey
non-response was related to the value of the outcome and the
available predictors. An expectation—maximization algorithm
was then run to calculate participant weights, which were
applied to logistic regressions which modeled the main effect
of the intervention on the primary outcome.

Role of the Funding Source

The study was supported by the Department of Veterans
Affairs Health Services Research and Development Service.
The funding source had no role in the design, conduct, or
analysis of the study or the decision to submit the manuscript
for publication.

RESULTS
Study Participants

Study participants were recruited from July 2016 to
March 2019. Figure 1 delineates participant enrollment and
follow-up among Black participants in the ACTION trial (see
Appendix for enrollment and follow-up among the full sam-
ple). Of the 4,776 Black patients mailed a recruitment packet,
3,925 did not meet the initial eligibility criteria for the follow-
ing reasons: we were unable to contact them (n=2,446), they
refused the phone screen (n=939), or they were ineligible
based on their screener responses (n=519). Of the 85 lpartic-
ipants who were sent a baseline survey, 406 participants
returned a completed baseline survey (45.6%). Of these, 17
were ineligible based on EHR review, 9 were out of the
randomization window, and 380 were randomized to the
intervention (n=193) or to UC (n=187). The 3-month survey
response rate was 77.6% (73.6% intervention vs 81.8% UC)
and the 6-month survey response rate was 79.2% (75.8%
intervention vs 84.4% UC).

The sample of Black participants was 72% male with a
mean age of 58 (SD, 11) years. Thirty-nine percent were
unemployed or unable to work, 27% were retired, and 28%
were employed. Sixty percent had a yearly income < $40,000
and only 9% had an income greater than $80,000. Ninety-two
percent were treated for pain in the past year, 59% used a
walking aid, and 34% reported taking opioids for pain. Fifty-
eight percent had PHQ-8 scores > 10 and 43% had GAD-7
scores > 10, indicating moderate depression and moderate
anxiety, respectively.*** Fifty-four percent had at least one
mental illness diagnosis in the EHR, the most prevalent of
which was a depressive disorder (37%).

The UC (n=187) and intervention (n=193) groups were
compared across the demographic, health-related, and pain-
related variables presented in Table 2. There were no signifi-
cant differences in baseline characteristics between the AC-
TION intervention and UC arms (Table 2), with the exception
of walking aids and opioid use.

Intervention Engagement

Among the 193 Black participants in the intervention group,
92 (48%) completed all 6 sessions, 22 (11%) completed 3—5
sessions, 30 (15%) completed 1-2 sessions, and 50 (26%)
failed to complete any sessions. Among those that completed
at least 1 session (n=143), 48 were mailed their 3-month
follow-up survey before their final session was recorded.

Primary Outcome

At 6 months, the primary study endpoint, 32.4% (46/142) of
Black patients in the intervention had a 30% or more reduction
on the RMDQ from baseline compared to 24.7% (38/154) in
UC (aOR=1.61, 95% CI, 0.94 to 2.77, p=.09). Sensitivity
analyses conducted to address missing data resulted in a



JGIM

Burgess et al.: Taking ACTION to Reduce Pain

3589

Mailed recruitment letter (n=2,446)
(n=4,776) - Refused screener
*randomly selected from pool (n=939)
of 15,720 - Ineligible (n=519)

Excluded (n= 3,925)
- Unable to contact

A

- Incomplete screener

A

A 4

(n=14)
Deceased (n=7)

\_ /
- A

Eligible based on phone screen
(n=851) Excluded (o= 445)
- Non-responder (n= 398)
- Refused (n=42)
- Ineligible (n=4)
A - Deceased (n=1)
Completed baseline (n=406) k /
Excluded (n= 26)

Allocation

Randomized
(n=380)

Usual Care (n=187)

- Ineligible based on chart

A 4

review (n=17)
- Out of randomization
window (n=9)

!

Intervention (n=193)

Usual Care - 3M
Mailed (n=187)
Completed (n=153) RR=81.8%

Usual Care — 6M
Mailed (n= 186)
Completed (n=157) RR=84.4%

‘ Follow up )

Intervention - 3M
Mailed (n=193)
Completed (n=142) RR=73.6%

Intervention — 6M
Mailed (n= 190)
Completed (n=144) RR=75.8%

Figure 1 Flow of Black participants through the study.

slightly attenuated intervention effect estimate at 6 months
(aOR=1.54, 95% CI, 0.96 to 2.47, p=.08) compared to com-
plete case analyses.

Secondary Outcomes

At 3 months, 28.8% (40/139) of Black patients in the intervention
had a 30% or more reduction on the RMDQ from baseline

compared to 22.8% (34/149) in UC (aOR=1.49, 95% CI, 0.85
to 2.62, p=0.16). As can be seen in Table 3, Black intervention
participants reported more favorable changes in their levels of
overall pain at 6 months relative to those in UC (mean differ-
ence=—0.54, 95% CI, —0.85 to —0.23). Analyses of the PEG (pain
intensity and interference) scale indicated a significant time x
intervention interaction (p=0.025), such that the intervention was
associated with significantly lower scores than UC at the 3-month
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Table 2 Baseline Demographic, Health, and Pain-Related Characteristics of Black Participants
Characteristic
Intervention Usual care Total
(n=193) (n=187) (n = 380)
Demographics
Age, mean (SD), years 59 (11) 58 (10) 58 (11)
Gender, N(%), male 144 (75) 130 (70) 274 (72)
Live alone, N(%) 5127 50 (27) 101 (27)
Employment status, N(%)
Employed 49 (26) 52 (29) 102 (28)
Unemployed/unable to work 68 (36) 77 (42) 145 (39)
Retired 59 31 41 (23) 100 (27)
Other 12 (6) 11 (6) 23 (6)
Yearly income, N(%)
Less than $40K 110 (62) 100 (59) 210 (60)
$40, 001 to $60K 33 (19) 34 (20) 67 (19)
$60, 001 to $80K 23 (13) 17 (10) 40 (11)
More than $80K 12 (7) 19 (11) 31 (9)
Health- and pain-related
Use walking aids, N(%) 121 (64) 96 (53) 217 (59)
BMI, Mean (SD) 31(7) 30 (5) 31 (6)
RMDAQ: pain-related physical function 8 (3) 73) 8 (3)
(range, 0—11; higher score = worse)
PEG: Pain intensity and interference 7 (1) 7Q2) 7(1)
(range, 0-10: higher score = worse), mean (SD)
PHQ-8 depression symptoms 11 (6) 11 (6) 11 (6)
(range, 0—24: higher score = worse), mean (SD)
GAD-7 anxiety symptoms 9 (6) 9 (6) 9 (6)

(range, 0-21: higher score = worse), mean (SD)
Steps per day, mean (SD)
Mental health diagnoses from EHR
Depressive disorders*, N(%)
Anxiety disorders*, M%)
Drug-use disorders*, NM(%)
Post-Traumatic Stress Disorder*, N(%)
Serious Mental Illness*, N(%)
Any Mental Health Diagnosis*, M(%)
Medication use
Take opioid for pain, M%)
Frequency of pain medication, N(%)
Every day
Most days
At least 1 x week
Less than weekly
Use of non-pharmacological treatment for
pain in past year
Number of treatments used, mean (SD)
Treated for pain in VA, past 12 months, M%)
Treated for pain outside VA, past 12 months, N(%)
Treated for pain anywhere, past 12 months, N(%)

3258 (2616)

3154 (2566)

3206 (2588)

74 (38) 67 (36) 141 (37)
19 (10) 19 (10) 38 (10)
48 (25) 36 (19) 84 (22)
54 (28) 45 (24) 99 (26)
17 (9) 11 (6) 28 (7)
105 (54) 100 (53) 205 (54)
74 (39) 53 (29) 127 (34)
82 (43) 76 (42) 158 (42)
57 (30) 41 (22) 98 (26)
24 (13) 31(17) 55 (15)
27 (14) 35 (19) 62 (17)
4(3) 43) 4(3)
160 (36) 162 (88) 322 (87)
73 (39) 73 (40) 146 (40)
169 (92) 169 (91) 338 (92)

*Unless specified, all variables were obtained by self-report

Abbreviations: RMDQ Roland Morris Disability Questionnaire, PEG Pain intensity, Enjoyment of life, General activity;, PHQ-8, 8-Item Patient Health
Questionnaire; GAD-7, 7-Item Generalized Anxiety Disorder Questionnaire

assessment (mean difference=—0.55, 95% CI, —0.88 to —0.22)
but not the 6-month assessment. Intervention participants did not
show significantly greater improvement in emotional function-
ing, as assessed by the PHQ-8 and the GAD, or average daily
step count, although these estimates were in a direction that
favored the intervention.

DISCUSSION

Racial disparities in pain and pain treatment in the USA are
persistent and pervasive, but there are few interventions
designed specifically for populations most impacted by these
disparities.” In the wake of the opioid crisis, there is also an

urgent need for nonpharmacological pain treatment
approaches.*® This trial of a novel, nonpharmacological inter-
vention to improve chronic pain among Black patients did not
produce statistically significant improvements on the primary
outcome (pain-related physical functioning at 6 months) nor
on all but one of the outcomes assessed at 6 months. None-
theless, there was some evidence of benefit. The intervention
was associated with more favorable changes in global impres-
sions of pain at 6 months relative to UC, an important patient-
centered outcome. Nearly all other pain-related outcome
effects at 6 months were in the direction favoring the inter-
vention and possibly clinically meaningful. For example, at 6
months, 10% more patients in the intervention had a 30%
improvement in physical functioning and a greater reduction
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Table 3 Secondary Outcomes Among Black Participants Randomized to ACTION Program vs. Usual Care

Outcomes Intervention Usual care Between-group difference’
Mean (SE) Mean (SE) Mean diff (95% CI)
RMDQ -
Time X intervention (p-value) - - 0.203
Overall 7.09 (0.12) 7.40 (0.12) —0.32 (—0.65, 0.02)
3 months 6.71 (0.20) 7.32 (0.19) —0.61 (=1.16, —0.06)
6 months 6.86 (0.20) 7.30 (0.19) —0.44 (-0.98, 0.11)

Patient Global Impression of Change (PGIC) scale (range, 1-7: higher score = worse)

Time X intervention (p-value) -
3.86 (0.11)

Overall

3 months 3.82 (0.13)

6 months 3.90 (0.13)
PEG

Time x intervention (p-value) -

Overall 6.73 (0.07)

3 months 6.39 (0.12)

6 months 6.60 (0.12)
PHQ-8

Time X intervention (p-value) -

Overall 10.32 (0.18)

3 months 10.32 (0.30)

6 months 9.49 (0.30)
GAD-7

Time X intervention (p-value) -

Overall 8.41 (0.19)

3 months 8.49 (0.31)

6 months 7.82 (0.31)

Average steps
Time % intervention (p-value) -
3651.52 (109.29)

Overall
3 months 3884.54 (165.39)
6 months 3871.77 (171.14)

- 0.100
4.40 (0.11) —0.54 (=0.85, —0.23)
4.51(0.13) ~0.69 (~1.05, —0.33)
428 (0.13) ~0.39 (0.75, —0.03)
- 0.025

6.93 (0.07) ~0.19 (~0.40, 0.01)
6.94 (0.12) —0.55 (=0.88, —0.22)
6.72 (0.12) —0.13 (-0.45, 0.20)
- 0.078

10.51 (0.18) —0.19 (=0.69, 0.32)
9.94 (0.29) 0.38 (~0.44, 1.20)
10.33 (0.28) —0.84 (~1.65, —0.03)
- 0.176

8.59 (0.19) ~0.18 (-0.71, 0.34)
8.24 (0.30) 0.25 (-0.59, 1.09)
8.59 (0.29) —0.76 (~1.60, 0.07)
- 0.230

3416.47 (105.60)
3394.71 (156.65)
3592.29 (156.26)

235.05 (=63.59, 533.69)
489.83 (41.12, 938.55)
279.48 (—=177.07, 736.03)

in depression symptoms (—0.84 mean difference on the PHQ-
8). The intervention was also associated with lower pain
intensity and interference at 3 months. Additionally, almost
all participants reported that they would recommend the pro-
gram to a friend with similar pain.

There are several potential reasons why our interven-
tion did not deliver the hypothesized benefits. First, this
intervention may not have been potent enough for this
population of Black Veterans, whose low socioeconomic
status, high burden of mental health comorbidity, and
physical limitations posed significant barriers to walking
and also to engaging in the 6 telephone sessions. Al-
though our proactive outreach approach enabled us to
engage a hard-to-reach population, it likely yielded more
participants who were less prepared to enact behavioral
change. This explanation was supported by interviews
with study counselors, who viewed unmet mental health
needs and barriers related to social determinants of health
as major impediments to engagement. This suggests the
need for more resource-intense programs for those who
have high levels of mental and physical health comor-
bidities and fewer material resources. Finally, participants
in usual care were given a pedometer and told to record
their steps as well as a brochure about the benefits of

walking for chronic pain, which might have slightly
attenuated the differences between intervention and true
usual care.

CONCLUSION

This randomized trial of a walking-focused, proactive coaching
intervention for Black patients with chronic pain fills important
gaps in the literature and demonstrates the feasibility of enrolling
a large number of Black participants, with high levels of mental
and physical health comorbidities and functional limitations, into
a trial of a nonpharmacological pain treatment. Although results
were promising, the intervention did not produce statistically
significant improvements on the primary outcome (pain-related
physical functioning over 6 months) relative to the usual care
condition. More intensive efforts are likely required to address
chronic pain in this population.
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