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Starting the 
Conversation:
Implicit Bias – Blind Spots in Physical Therapy

Dr. Mike Ukoha PT, DPT

APTA Maryland DEI Chair

Dr. Roy Film PT, DPT, OCS, FAAOMPT

APTA Maryland Vice President

Objectives

Define Define racial bias within a personal and clinical context

Recognize Recognize racial bias may be operating in a clinical 
setting and learning environment

Apply Apply strategies to improve communication between 
colleagues and patients with racial sensitivity

Incorporate Incorporate an understanding of the non-pain-related 
drivers of care-seeking behavior into clinical care

Recognize Recognize the impact of stigma on the care of patients 
with Opioid Use Disorder

Select Select appropriate tools to screen patients for substance 
use disorders and for postsurgical pain risk
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Disclosures/Bias - Ukoha

APTA Maryland 
DEI Chair

APTA MD Central 
District Chair

Geriatric-
focused clinician

LSVT-certified 
clinician

Fox 
Rehabilitation 

Regional Mentor

Towson 
University 

Honors College 
Alumni Board

University of 
Maryland School 

of Medicine

No financial 
disclosures

What word best describes 
how you feel when having 
a conversation about DEI?

It’s not a
comfortable conversation

It’s crucial for us to
have it anyway
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Cognitive 
Bias

It’s easy to misinterpret things

The blind men and 
the elephant

Perspective is limited by experience

Experience is limited by perspective
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Our brains 
impose 

meaning

We are all biased
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Importance of 
acknowledging 

implicit bias

Implicit bias does not require animus; it 
only requires a stereotype that results in 
discriminatory actions

The individual may be unaware that a 
bias, rather than the facts of a situation, 
is driving their decision-making

Implicit and explicit bias can be equally
problematic because both may produce 
discriminatory behavior

Four Stages of Learning Any New Skill

Unconscious 
competence

Conscious 
competence

Conscious incompetence

Unconscious incompetence

Four Stages of Learning Any New Skill

Mastery

Learning

Awareness

Ignorance
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The goal is not to 
eliminate our 

biases – it is to 
become conscious 

of them

Even more, it is to 
acknowledge that we will 
forever have biases

…and work to prevent 
them from influencing our 
behavior

Confronting Bias

Recognizing the 
Impact of Bias

Do my biases:
• Impact the amount of time I spend with 

patients?
• Influence how I communicate with patients 

and their families?
• Hamper my capacity to feel and express 

empathy toward my patients?
• Affect the types of treatment I recommend?
• Interfere with my capacity to interact 

positively and fully with my patients and their 
families?

Do I ever perceive that I am less 
comfortable with patients from a different 
group than I am?

Am I more verbally dominant with patients 
of a different group than my own?
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Identifying Bias

The overwhelming majority of health professionals:
• believe themselves to be fair
• believe that they do no harm

It is stressful for health professionals to 
accept, or even consider, that their 
unconscious biases may cause harm

Identifying Bias

How can I determine if I have an unconscious bias?

Should we expect racial or genetic differences to impact clinical outcomes?

What do we believe impacts clinical outcomes?

But there are other things which a man is afraid to tell 
even to himself, and every decent man has a number of 
such things stored away in his mind.”

- Fyodor Dostoyevsky, 
Notes from Underground

"Every man has reminiscences which he would not 
tell to everyone but only his friends.

He has other matters in his mind which he would not reveal 
even to his friends, but only to himself, and that in secret.
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IMPLICIT 
ASSOCIATION 
TEST

Brief Overview

Assess Bias

Harvard Implicit 
Association Test (IAT)

Types of IAT

• Alcohol IAT
• Anxiety IAT
• Healthy Food IAT
• Depression IAT
• Healthy Self IAT
• Exercise IAT

https://implicit.harvard.edu/implicit/user/pih/pih/selectatest.html

Assess Bias

Harvard Implicit 
Association Test (IAT)

Exercise IAT

14 Questions
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Assess Bias

Exercise IAT

Implicit Association Test
Go to this link: https://implicit.harvard.edu/implicit/education.html

Implicit Association Test
Go to this link: https://implicit.harvard.edu/implicit/education.html
Read all the content on the pages within the blue oval
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Click on the ‘TAKE A TEST’ link.

Implicit Association Test

Select a module

Implicit Association Test

Implicit Association Test
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Implicit Association Test

Implicit Association Test

Implicit Association Test
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Learned dominant-culture preference:

Ingroup preference?

1/3 of Black participants show preference for White people 
over Black people

Asian participants tend to show preference for White people 
relative to Black people

Implicit Association Test

Brunel et al. (2004)
Greenwald et al. (2004)

https://implicit.harvard.edu/implicit/faqs.html#faq9

Hand-eye coordination has not been shown to impact results

No gold standard upon which to measure construct validity

Very reliable although scores vary

Requires positive exposures to alter results significantly

Extremely difficulty to confront our implicit biases

Results do not predict discriminating behavior

Brunel et al. (2004)
Greenwald et al. (2004)

Sorel et al. (2019)
Hamilton et al. (2013)

https://implicit.harvard.edu/implicit/faqs.html#faq9

Implicit Association Test

Implicit associations are inescapable

We ALL have biases – it’s human nature

Just because they’re unintended doesn’t mean you’re not 
responsible for them

Trying not to be biased is not enough to correct for bias

It is possible to alter results in the long-term by exposure

Implicit Association Test
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Private forum to confront one’s biases

“…biases are a result of my past experiences, background and mass media”.

“…biases could become a barrier to providing the best treatment…”

“I believe I have a greater insight on some of my subconscious decisions.”

“…actions and conscious decisions are what make up [a person’s] character”

May use results “as a way to begin self-reflecting to become a better clinician.”

First step in conscious, meaningful change for your patient care

Contardi N, Sup J, Reilly L, Luong K, Film RJ. Confronting Bias Using the Implicit Association Test in Entry-Level 
Physical Therapist Education: A Qualitative Study. Physical Therapy and Rehabilitation Science Research Day, 
University of Maryland School of Medicine, Baltimore, MD, 2021.

Benefits of the IAT

What is 
racial bias?

Associations made by individuals in the unconscious state of mind. This 
means that the individual is likely not aware of the biased association.

Implicit racial bias can cause individuals to unknowingly act in discriminatory 
ways. This does not mean that the individual is overtly racist, but rather that 
their perceptions have been shaped by experiences and these perceptions 
potentially result in biased thoughts or actions.

Lived Experience

Clinical Context
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Lived Experience

Personal
Context

Client Health Inequities

Evidence over the last 30-40 years indicate health and disease states are unevenly visited 
upon various population groups.

Examples
• infant mortality for black babies remains nearly 2.5 times higher than for white 

babies; the life expectancy for black men and women remains at nearly 1 decade 
fewer years of life compared with their white counterparts

• rates of death attributable to heart disease, stroke, and prostate and breast cancers 
remain much higher in black populations, and minorities remain grossly under-
represented in the health profession's workforce relative to their proportions in 
the population.

The Allied Health Diversity Workforce Act (HR 3320\ S.1629)

US Health 
Hospital Care

Health systems 
rely on commercial 
prediction 
algorithms to 
identify and help 
patients with 
complex health 
needs
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Hospital Care Costs
Data showed that the 
care provided to black 
people cost an average 
of US$1,800 less per 
year than the care given 
to a white person with 
the same number of 
chronic health problems.

Biased 
Algorithm v. 
Unbiased 
Algorithm

17.70%

46.50%
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Current Racial Bias - Black Patients Predicted Unbiased Algorithms

Racial Bias v. Unbiased Algorithm

% of Patients Requiring Extra Care

What causes individuals to seek medical attention?

Pain

43

44

45



11/12/2021

16

How do we 
currently 
assess pain?

Numeric Pain 
Rating Scale 

(NPRS)

Visual Analog 
Scale

Wong-Baker 
Faces Pain 

Scale
FLACC Scale

McGill Pain 
Scale

Brief Pain 
Inventory

How do 
physical 
therapists 
manage racial 
bias in 
healthcare?

Acknowledgement

Creating safe spaces

Patient/Provider 
Communication

What factors impact 
patient/provider 
communication?

Patient Factors

Provider Factors

System Factors
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Conversation Happens After Listening

http://www.changingminds.org/

Active Listening  
Paying obvious attention to the other person so they 
can see that you are interested in what they have to 
say.  Involves Reflecting: When you reflect what you 
hear back to the other person, you are demonstrating 
that you have heard what they have said.

Deep listening
In deep listening, you listen between the lines of what 
is said, detecting needs and goals, hearing the 
emotion, watching the body language, identifying 
preferences and biases, perceiving beliefs and values.

Biased listening
Biased listening happens when the 
person hears only what they want 
to hear, typically misinterpreting 
what the other person says based 
on the stereotypes and other 
biases that they have.

Conversation

Ask the extra question – "how do you 
prefer to be addressed?"

Current events in involving specific 
race or ethnicity – "there has been 
this...in the news – are you 
comfortable talking about this or 
would you prefer not to?"

Active listening - "I hear you saying 
this... is that correct?"

Break Time!
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THROWING STONES:
IMPLICIT BIAS AND CHRONIC POSTSURGICAL PAIN

CHRONIC 
POSTSURGICAL 
PAIN
(CPSP)

Pain developed/increased after a surgical procedure

Not related to pre-existing pain

Localized to the surgical field or to a referred area

≥ 3 months duration with significant negative impact on QoL

May arise from acute postoperative pain

May develop after an asymptomatic period

Category not created until 1998

Will be included in ICD-11

Lavand’homme et al. (2018)

Treede et al. (2015)

Schug et al. (2019)

EPIDEMIOLOGY 
OF CPSP

Occurs in ~10% of all 
postsurgical patients

Disabling pain in ~5% 
of all postsurgical 

patients

Intolerable CPSP in 
1% of all postsurgical 

patients

Worldwide, ~40M 
people undergo 

surgery each year

Chronic pain 
prevalence:

19%

CPSP prevalence:

3% 

Negative impact on:
•Quality of life
•Surgical outcome
•Rehab potential

Increased functional 
limitations, 

psychological trauma, 
and health costs

Acute and chronic 
postsurgical pain are 
areas of significant 

unmet need

Alfieri et al. (2006)

Poolaban et al. (2001)

Macrae and Bruce (2008)
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InterventionIntervention

Injectable steroidsInjectable steroids

OpioidsOpioids

NSAIDsNSAIDs

Oral steroidsOral steroids

SurgerySurgery

self-careself-care

lifestyle managementlifestyle management

independent 
exercise

independent 
exercise

physical rehabphysical rehab

STEPPED CARE MODEL OF
PAIN MANAGEMENT

CHRONIC PAIN STARTS AS ACUTE PAIN

CPSP usually begins as pain that responds poorly to analgesia

Transitions into a neuropathic pain condition that responds poorly to opioids

By this time, patients have often been inadvertently conditioned by a lengthy stepwise approach to 
passive pain management 

This approach shifts the locus of control externally and harms self- efficacy 

Patient led to expect that another passive intervention will cure the pain

Film (2021a)
Glare et al. (2019)

55

56

57



11/12/2021

20

PROPOSED 
REASONS FOR 

FAILURE OF 
TREATMENT

Lack of treatment 
individualization

Duration of preventive 
treatment application

Chronic intake of postoperative 
opioids

Lack of risk stratification during 
patient assessment

McNicol et al. (2014)
Koh et al. (2019)
Katz et al. (2015)

RECOGNIZED COMMONALITIES 
BETWEEN ACUTE & CHRONIC 
POSTSURGICAL PAIN

Film (2021)

Gerbershagen et al. (2013)

Fletcher  et al. (2015)

Janssen et al. (2008)

Herr and Garand (2001)

Goode et al. (2011)

Macintyre et al. (2010)

Montes et al. (2015)

Schnabel and Pogatzki-Zahn (2010)

Woby et al. (2006)

Woby et al. (2007)

Yang et al. (2019)

THE PROBLEM WITH 
OPIOIDS IN THE 
POST-OPERATIVE 
PERIOD

Surgery not implicated as a major risk factor for 
chronic pain until the current US opioid crisis

Opioids have good efficacy in the immediate- and 
short-term

Opioids carry significant risks of addiction and 
overdose with long-term use, even when used as 
directed

Overutilization of opioids for pain management 
today remains profoundly enmeshed with CPSP

Crombie et al. (1998)
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US PEAK NON-COMMUNICABLE  DEATHS

Over 650,000 opioid OD deaths since 1999

Mechanism Peak Deaths Source

Drug OD 2020 96,779 CDC

Vietnam War Total
1955-1975

58,220 National Archives

HIV/AIDS 1995 50,877 UCSF

MVA 1972 54,589 NHTSA

Opioids 2019* 49,441 CDC

Gun violence 1993 39,595 Pew Research Center

INCIDENCE 
OF CPSP

Surgery CPSP Severe CPSP Neuropathic Pain

Amputation 30%-85% 5%-10% 80%

Caesarean delivery 6%-55% 5%-10% 50%

Cholecystectomy 3%-50% Not reported Not reported

Coronary bypass 30%-50% 5%-10% Not reported

Craniotomy 7%-30% 25% Not reported

Dental surgery 5%-13% Not reported Not reported

Hip arthroplasty 27% 6% Not reported

Inguinal hernia repair 5%-63% 2%-4% 80%

Knee arthroplasty 13%-44% 15% 6%

Melanoma resection 9% Not reported Not reported

Mastectomy 11%-57% 5%-10% 65%

Sternotomy 7%-17% Not reported Not reported

Thoracotomy 5%-65% 10% 45%

Vasectomy 0%-37% Not reported Not reported

EXAMPLES OF RISK FACTORS FOR CPSP

Risk factors are highly recognizable pre-op, 
intra-op, and post-op

Multidimensional assessment helps to identify 
a broad range of risk factors

Recognition of multidimensional risk should 
trigger personalized treatment

• Pharmacological

• Non-pharmacological

Bio Psycho Social

Lumbar 
stenosis

Anxiety disorder Low health 
literacy

Obesity Depressive 
disorder

Over/under-
attentive family

Previous use 
of pain meds

Catastrophic 
thinking

Over/under-
attentive 
clinicians
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TRANSITION FROM 
ACUTE TO CHRONIC 
PAIN

Complex process involving mechanisms at multiple levels

Neural sensitization occurs

Intensity and duration of acute postsurgical pain are major risk 
factors

Many drugs have been studied

There is only limited evidence showing that any perioperative 
drug can consistently reduce CPSP risk

Chronification of pain is a biopsychosocial process requiring 
multidisciplinary management

Staeyaert and Lavand’homme (2018)

POSTOPERATIVE PAIN AND PATIENT EXPERIENCES

Strong relationship between pre-op anxiety and post-op pain severity

Decreased satisfaction after surgery

Fulfillment of the preoperative expectations of the operation
• Achievement of satisfactory pain relief after the operation

• Total hospital experience

Sultansei et al. (2018)
Bavrak et al. (2019)

Sorel et al. (2019)
Hamilton et al. (2013)

POPULATIONS 
REQUIRING 
SPECIAL 
CONSIDERATION

Cognitively impaired patients

Elderly

Children

Women

Minority populations

Patients with anxiety

History of substance use disorder (SUD)
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RACIAL AND 
SOCIOECONOMIC 
DISPARITIES

Pain care is known to differ by race

Income and accumulated wealth have a protective 
effect from chronic pain

Socioeconomic status (SES) has a stronger impact on 
the prevalence of chronic pain than race/ethnicity

Race/ethnicity is a key determinant of SES
Janevic et al. (2017)
Green et al. (2003)
Grol-Prokopczyk (2017)
Meghani SH et al. (2015)
Portenoy et al. (2004)
Reyes-Gibby et al. (2007)

RACIAL AND 
SOCIOECONOMIC 
DISPARITIES

White adults report lower average pain 
intensity than Black and Hispanic adults

White adults report less pain-related 
disability than Black and Hispanic adults

However, after controlling for socioeconomic 
variables, there is no significant race 
difference in the odds of having chronic pain

Grol-Prokopczyk (2017)

WHY HAVE THESE PEOPLE 
DECIDED TO BECOME PATIENTS?

WHY HAVE THESE PEOPLE 
DECIDED TO BECOME PATIENTS?

Who are the people with 
chronic pain today?

Who are the people with 
chronic pain today?
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Chronic Pain Sufferers

LBP accounts for 3.15% of all emergency visits

>2M episodes of LBP - vast majority are adults who were injured at home

Two peaks at 27 and 97 years - no difference in underlying etiology

Females tend to be older; males tend to be younger

No significant sex differences in the overall rates of LBP

Compared with Asians, black and white patients have significantly higher rates of LBP

Increased risk of hospital admission with increased age
Waterman et al. (2011)

OPIOIDS CAUSE HYPERALGESIA

Increased sensitivity to pain after 1 month of utilizing 
prescription narcotics

• pain thresholds drops by an average of 16%

• pain tolerance drops by an average of 24%

It is important to recognize when a treatment has 
become iatrogenic

Chu LF, Clark DJ, Angst MS. Opioid tolerance and hyperalgesia in chronic pain patients 
after one month of oral morphine therapy: a preliminary prospective study. J Pain. 
2006;7(1):43-48.

OUR HEALTHCARE SYSTEM
CAUSED THIS CRISIS

Of the Americans who die from an opioid overdose:

• 49% filled an opioid prescription in the month that they died

• 61.5% are related to chronic noncancer pain

• 78% had physician-prescribed opioids as their gateway drug

Olfson et al. (2018)
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WASHINGTON POST / KAISER FAMILY FOUNDATION 
SURVEY

Of respondents who had taken prescription opioids for ≥2 months:

• 34% say they have become addicted or dependent

• 68% say the pain relief outweighs the risk of addiction

Throwing Stones: Patient Profiling

“Faker”

“Malingerer"

“Non-compliant”

“Symptom magnifier"

STIGMA:
WHEN THINGS DON’T 

MAKE SENSE TO 
YOUR CARE TEAM  
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NARCOTICS

The term narcotic drug means any of the following whether produced directly or indirectly by 
extraction from substances of vegetable origin or independently by means of chemical 
synthesis or by a combination of extraction and chemical synthesis:

OPIOIDS & 
CHRONIC 
LBP

No long-term benefit v. non-narcotic meds or placeboNo long-term benefit v. non-narcotic meds or placebo

•Cognitive impairment
•Sleep abnormalities
•ED - within hours 87% of men report severe ED
•Death by respiratory arrest

Significant side effects including:Significant side effects including:

•Mental illness
•Personality disorders
•Substance abuse disorders

Frequently prescribed despite contraindications:Frequently prescribed despite contraindications:

“You don’t look like you’re in pain.”

“Let me know if I can help you.”

“You need to take it easy.”

“Oh, you poor thing.”

“Suck it up.”

WHAT

TO

“Why don’t you try surgery?”

“Things could always be worse.”

“Rate your pain on a scale from 0 to 10.”

“I’ve never seen so much pain from such a simple injury.”

“If you went away on vacation, the pain couldn’t be all that bad.”
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WORDSSTIGMATIZING
Instead of… Use... Because...

Addict/User Person with substance use 
disorder

Person-first language

Substance or 
drug abuser

Person with substance use 
disorder or person with 
addiction

The person “has” a problem.
They themselves are not the problem.

Habit Substance use disorder
Drug addiction

“Habit” may undermine the seriousness of the 
disease and inaccurately implies that a person is 
choosing to use substances or can choose to stop.

Abuse For illicit drugs: Use
For prescription 
medications: Misuse

Strong association with negative judgments and 
punishment.
Legitimate use of prescription meds is limited to 
their use as prescribed by the person to whom 
they are prescribed. Consumption outside these 
parameters is misuse.

https://www.drugabuse.gov/

DRIVERS OF CARE-SEEKING BEHAVIOR

The use of health 
services is a 
function of 

predisposing 
factors

recipient’s perceived “need”

available resources

demographic and social structure 
characteristics

age, cultural beliefs, education

Clewley et al, 2018

Identifying risk
Are we biased in how 
we assess risk?
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Screening 
for SUDs

GOALS:
Identify individuals who have or are at risk for 
developing alcohol- or drug-related problems
Identify patients within that group who require 
further assessment:

- to diagnose their substance use disorders
- to develop plans to treat them

Screening 
for SUDs

AMA RECOMMENDATION: All primary care clinicians 
should periodically and routinely screen for SUDs

Visual examination alone cannot detect intoxication, much 
less more subtle signs of alcohol- and drug-affected 
behavior. 

Selectively screening patients opens the door for bias

Screening should be performed as a part of a general 
health screening within the context of preventive health 
care

We are not trying to diagnose SUDs – use a sensitive 
screen

Screening 
for OUDs

Although providing counseling regarding 
medication use is outside the PT scope of 
practice, we can certainly:
• reinforce that medication should be used as 

prescribed
• recommend that the patient initiate 

discussion with the prescriber
• document patterns of usage
• communicate with the prescriber and other 

team members
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Screening 
for OUDs

BENEFITS:

• Opens a dialog regarding the use of 
prescription opioids and other substances

• Facilitates disclosure

• Reinforces that the inappropriate use of 
opioids is a significant concern

• Provides an opportunity to provide a list of 
resources for additional help

CAGE-AID
Substance Abuse Screening Tool 

Ewing, J.A. Detecting alcoholism: 
The CAGE Questionnaire. Journal of 
the American Medical Association. 
1984; 252:1905-1907

Cut down
Annoyed
Guilty
Eye-opener

Adapted to
Include
Drug use

CAGE-AID
Substance Abuse Screening Tool 
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Adverse 
Childhood 
Experiences 
(ACEs)

May profoundly impact an individual’s health outcomes 
even decades after resolution of the experience

Recognized for over 30 years

Risk increases with multiple ACEs in the health history 

Closely associated with the most serious/costly health 
conditions

1 in 4 US children has experienced 3 or more ACEs, placing 
them at high risk for poor health outcomes

Statistical correlation with mental health disorders, SUDs, and 
poor spinal surgery success rate

Patients may not disclose ACEs because they are unaware 
of the relevance

Film (2021b)

Adverse 
Childhood 
Experiences 
(ACEs)

Film (2021b)

Adverse 
Childhood 
Experiences 
(ACEs)

Film (2021b)

88

89

90



11/12/2021

31

40% of people with chronic pain
also meet the diagnostic criteria for 

a mental illness

Mental
Illness

Chronic
MSK
Pain

RESOURCES TO FIND A MENTAL HEALTH PROVIDER

• SAMHSA - https://findtreatment.samhsa.gov/locator?sAddr=&submit=Go• SAMHSA - https://findtreatment.samhsa.gov/locator?sAddr=&submit=Go

National

• Department of Behavioral Health https://dbh.dc.gov/page/where-get-help
• Dial 1-888-7WE-HELP (1-888-793-4357)
• Department of Behavioral Health https://dbh.dc.gov/page/where-get-help
• Dial 1-888-7WE-HELP (1-888-793-4357)

Washington, DC

• Immediate mental health support: Dial 211, press 1
• Administrative Services Organization (800) 888-1965
• Behavioral Health Administration at (410) 402-8300

• Immediate mental health support: Dial 211, press 1
• Administrative Services Organization (800) 888-1965
• Behavioral Health Administration at (410) 402-8300

Maryland 

The STarT Back Tool for facilitating risk 
factor assessment within primary care

Subgroups for Targeted Treatment Back Screening Tool

Prognostic screening tool used to quantify and stratify risk

Intended for primary care (direct access) patients with LBP

Repeatedly validated for initial decision making

Helps to prevent the transition to chronic pain
May help to reduce clinician bias

Results in better, more cost-effective outcomes than 
current best practice (Hill et al. 2011)
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The 
STarT
Back 
Tool

Scoring

The 
STarT
Back 
Tool

Low riskLow risk

High
risk
High
risk

Medium
risk

Subgrouping & targeting
for primary care low back pain

Psychological obstacles to recovery
Enhanced package of care (complex)

Physical obstacles to recovery
Face to face ‘conservative’ treatment

Low risk of chronicity
Advice, reassurance & medication

Targeted Treatments

Figure adapted from: www.keele.ac.uk/sbst/
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Multidimensional 
Patient-Reported 
Outcome 
Measures
(PROMs)

Many multidimensional PROMS have been developed

Örebro Musculoskeletal Pain Questionnaire (back, neck, 
shoulder, knee)

Optimal Screening for Prediction of Referral and Outcome 
(OSPRO-YF) incorporates the most-predictive items from the 
following PROMS:

•CPAQ, Chronic Pain Acceptance Questionnaire
•FABQ-PA, Fear-Avoidance Beliefs Questionnaire physical activity subscale
•FABQ-W, Fear-Avoidance Beliefs Questionnaire work subscale
•PASS-20, Pain Anxiety Symptoms Scale
•PCS, Pain Catastrophizing Scale
•PHQ-9, Patient Health Questionnaire-9
•PSEQ, Pain Self-Efficacy Questionnaire
•SER, Self-Efficacy for Rehabilitation
•STAI, State-Trait Anxiety Inventory
•STAXI, State-Trait Anger Expression Inventory
•TSK-11, Tampa Scale of Kinesiophobia

BEHAVIORS TO 
DISCARD

Stigmatizing language

Labelling patients as drug seekers

Biased listening

Patient profiling

Advising to take meds prior to PT

Using the NPRS for chronic pain

New 
Behaviors to 

Consider
(or Continue)

Becoming aware of biases you may have

Systematically managing known biases

Active and deep listening

Use standardized assessment tools

Maintain a non-judgmental attitude

Screen for OUDs, ACEs, and risk factors

Incorporate standardized risk stratification

Use multidimensional pain scales
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Thank You!

#APTAMDDEI

Mike Ukoha Roy Film
@UkohaDPT @RoyFilmDPT

michael.ukoha@foxrehab.org rfilm@som.umaryland.edu
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