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Abstract 

 
For people who struggle with chronic pain, the COVID-19 pandemic poses new challenges in 

treatment accessibility and may heighten pre-existing anxiety related to their health condition. Likewise, 
many mental health providers are struggling to adapt to a new way of caring for these individuals. The 
current paper aims to provide evidence of the ways in which COVID-19 is impacting people with pain 
and to offer a contextual-behavioral perspective on treatment of patients with chronic pain during the 
current pandemic and any future periods of mandated physical distancing. Past research shows that 
adolescents and adults with chronic pain struggle with loneliness and social isolation, which emphasizes 
the importance of remaining connected with these patients while they are remaining at home. Further, 
many individuals with chronic pain have physical and mental health comorbidities that may increase the 
risk of COVID-19 infection and/or morbidity and mortality. Specific functional-contextual and 
biopsychosocial concepts common in multidisciplinary treatment of chronic pain can be usefully 
incorporated into a telehealth model of ACT treatment for pain. These include the use of pandemic-
related metaphors, modeling acceptance of technical glitches that occur during telehealth sessions, and 
mindfully observing facial expressions on the computer screen when the patient is in pain. Moreover, 
powerful experiential exercises that make use of pandemic-related themes (e.g., wearing a mask, washing 
hands) are described. While barriers to the widespread implementation of ACT-consistent telehealth exist, 
connecting with patients in new and creative ways will be essential as the field moves forward.  
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Chronic pain is defined as pain that persists beyond expected healing and occurs most days of the 
week of at least a moderate intensity for least 3 months (Treede et al., 2015). In the United States, 55.7% 
of adults (126.1 million) have reported pain lasting three months or more and 25.3 million of these adults 
reported daily chronic pain (Nahin, 2015). In the UK, chronic pain affects 35% to 51.3% of the 
population (Fayaz, Croft, Langford, Donaldson, & Jones, 2016). Other studies have found that about 19% 
of adults across both Canada (Schopflocher, Taenzer, & Jovey, 2011) and Europe (Breivik, Collett, 
Ventafridda, Cohen, & Gallacher, 2006) report chronic pain. 

Many individuals with chronic pain are among the “high risk” and/or “extremely vulnerable” 
population for COVID-19 infection. While chronic pain is typically treated in primary care and/or by 
multidisciplinary teams that can include physicians, psychologists, physical therapists, social workers, 
nurses and more, the current pandemic has posed challenges for these patients to get the care they need. 
As mental health therapy has moved to telehealth, practitioners may find that chronic pain that otherwise 
may have been treated elsewhere is now the forefront of their therapeutic work with some patients. 
Moreover, practitioners who routinely work with clients with pain may be struggling to modify their 
usual techniques for an online format. The first aim of this paper is to present clinicians with an 
introductory understanding of chronic pain and the immune system while providing the most up-to-date 
empirical evidence of the relationship between chronic pain and COVID-19. The second aim is to suggest 
an evidence-based contextual-behavioral perspective for practitioners treating patients with chronic pain 
during the pandemic and other future periods of physical distancing. Finally, we end the paper with 
specific clinical recommendations for adapting ACT techniques to the current circumstances.  
 
Pain and the Immune System 

The immune system plays a significant role in many chronic pain conditions through the release 
of autoantibodies, cytokines, chemokines, or other inflammatory mediators. (For a more thorough review 
of pain and the immune system, see Rittner, Brack, & Stein, 2008 and Totsch & Sorge, 2017). Oftentimes 
hypersensitivity in chronic pain can be a result of the body’s immune system response of increasing pro-
inflammatory cytokines in the blood (Totsch & Sorge, 2017). As such, the immune system is implicated 
in many common pain-related medical conditions including rheumatoid arthritis (Nielen et al., 2004), 
osteoarthritis (Scanzello, Plaas, & Crow, 2008), fibromyalgia (Clauw, Arnold, McCarberg, & 
FibroCollaborative, 2011), complex regional pain syndrome (Goebel & Blaes, 2013), multiple sclerosis 
(Compston & Coles, 2002), and diabetic neuropathy (Zheng & Zheng, 2016). 
 
The Immune System and COVID-19 

Nearing the end of 2019, the world began to see an outbreak of COVID-19, caused by the novel 
coronavirus, SARS-CoV-2. Worldwide, the scientific community mobilized resources to understand this 
pandemic. As of late June 2020, more than 10 million cases have been reported across the entire world 
(World Health Organization, 2020) with 2.5 million in the United States alone (Centers for Disease 
Control and Prevention, 2020). What has emerged from early published studies on COVID-19, as well as 
a review of previous coronaviruses (e.g. severe acute respiratory syndrome, SARS; middle east 
respiratory syndrome, MERS), is that COVID-19 can infect respiratory, gastrointestinal, hepatic, and 
central nervous systems. (For a more thorough review of COVID-19 and the immune system, see 
Ahmadpoor & Rostaing, 2020 and Rokni, Ghasemi, & Tavakoli, 2020). In the beginning stages of the 
viral invasion, a healthy immune system prepares an immediate response to dismantle and eliminate the 
virus before it replicates and spreads. In contrast, a compromised immune system will have more 
difficultly or be unable to combat the growing virus.  
 
Chronic Pain Medications and COVID-19 

Typical medications for chronic pain, such as opioids and steroids, may put patients at higher risk 
for COVID-19 related issues. For instance, opioids have been shown to interfere with the innate and 
adaptive immune response, with morphine and fentanyl having the greatest impact (Mellon & Bayer, 
1998; Shavit, Ben-Eliyahu, Zeidel, & Beilin, 2004). Further, a study by Pergolizzi and colleagues (2008) 



showed that buprenorphine is the safest to use in immunosuppressed or elderly patients susceptible to 
viruses similar to COVID-19. Steroids also are used to treat chronic pain, particularly lower back pain, 
and work to suppress immune reactivity (Spears et al., 2020). As such, governing boards including the 
Faculty of Pain Medicine in the UK have urged caution when utilizing steroids during the COVID-19 
pandemic (Liu, Reidy, Saatee, & Collard, 2017; Medicine, 2020). Further, medical providers working 
with individuals with some chronic pain-related illnesses, such as rheumatoid arthritis, lupus, or Crohn’s 
disease, may utilize specific therapies (e.g. chemotherapies, biologics) that have immunosuppressant 
effects. Understandably, many patients may experience distress about continuing these treatments amidst 
the COVID-19 pandemic. Because of increased risk of exposure, many institutions have postponed or 
cancelled elective procedures, which often includes pain-related visits. In non-urgent cases of pain, 
practitioners are being advised to use telemedicine, e-prescriptions, and biopsychosocial interventions 
where possible (Shanthanna, Strand, et al., 2020). Thus, interdisciplinary teams are likely to rely more 
heavily on telehealth-based biopsychosocial interventions for chronic pain during pandemics as a safe 
alternative to in-person, medical visits.  
 
Implications of Chronic Pain during a Pandemic 

Even prior to the current pandemic, individuals with pain have been found to be at risk of 
suffering from isolation and loneliness. People with pain often report increased pain symptoms when they 
feel socially isolated (Oliveira et al., 2015). Further, the relationship between pain and loneliness has been 
demonstrated among adolescents (Batley et al., 2019), older adults (Emerson, Boggero, Ostir, & 
Jayawardhana, 2018), and cancer survivors (Jaremka et al., 2014). If individuals are isolating in pairs or 
small groups, strained relationships are also possible as people navigate the “new normal” of spending all 
of their days and nights together. Increasing quality social support may be crucial for addressing this 
population. Recent research conducted prior to the pandemic suggests that older patients and those who 
have experienced pain longer report less satisfaction with their social support (Fernandez-Pena, Molina, 
& Valero, 2020). The same study also noted that patients report better quality support among 
relationships that rely on both face-to-face and the phone for connection. This finding underscores the 
importance of having both in person and online or telephone support. Currently, in person support is 
difficult if not impossible in light of current social distancing guidelines. Moreover, support received from 
other disciplines (e.g., primary care, physical therapy, rehabilitative medicine) may be lessened or 
temporarily discontinued. These challenges highlight the importance of finding ways to support people 
with chronic pain during the current coronavirus outbreak.  

In addition to the significant disruptions to living caused by the presence of chronic pain, 
comorbidity with physical and mental health conditions is commonplace (Breivik et al., 2006; Kimmel et 
al., 2017; Scott et al., 2009). For example, a US-based population study indicated that 87% of people with 
chronic pain have at least one other chronic physical or mental health condition (Von Korff et al., 2005). 
With respect to COVID-19 specifically, respiratory and cardiovascular diseases are significantly 
associated with the presence of chronic pain (Hestbaek, Leboeuf-Yde, & Manniche, 2003; Roberts, 
Mapel, Hartry, Von Worley, & Thomson, 2013) and this association puts many of those with chronic pain 
into the “high risk” or “extremely vulnerable” category for contracting the virus. Further, a study in older 
adults with chronic pain indicated similar risks with greater comorbidity burden significantly associated 
with more pain, depression, physical disability, and disruption of activity (Leong, Farrell, Helme, & 
Gibson, 2007). Thus, many individuals with chronic pain have physical comorbidities that increase risk of 
COVID-19 infection, as well as risk of COVID-19 related morbidity and mortality. 
 When these high-risk physical comorbidities are present, individuals are advised to engage in 
prolonged physical isolation, which increases risk of depression and anxiety. In China, where the majority 
of research on the early impact of the COVID-19 pandemic restrictions has been published, isolation was 
associated with worsening distress particularly among those with chronic physical health conditions 
(Wang et al., 2020). Given that chronic pain is already significantly associated with the experience of 
depression and anxiety (Gatchel, 2004; Kato, Sullivan, Evengard, & Pedersen, 2006; Richardson et al., 
2012; Von Korff et al., 2005), there is a substantial risk of a synergistic effect of worsening pain impact; 



that is, physical comorbidities place an individual with chronic pain into a “high risk” group who are 
asked to isolate for several weeks or months, leading to prolonged social isolation, risk of worsening 
mood and anxiety, and greater disruption of important and meaningful activity. This risk of worsening 
pain impact seems highly likely for many with chronic pain in the current worldwide environment. It also 
can be negatively impacted by a loss of contact with treatment providers or opportunities for physical 
activity, which themselves may serve to increase pain-related difficulties.  

Even when COVID-19 restrictions are relaxed nationally or globally, those in the “extremely 
vulnerable” groups in the United Kingdom have been advised that they may have to self-isolate through 
the end of 2020 (Public Health England, 2020). Therefore, there is an urgent and likely longer term need 
to reduce pain’s impact on well-being in these individuals with chronic pain. 
 
A Contextual-Behavioral Science Perspective 

For well over a decade, Acceptance and Commitment Therapy (ACT), a contextual-behavioral 
approach, has served as a complement or even an alternative to pain medications. Indeed, ACT is graded 
as having “strong research support” for chronic pain according to the American Psychological 
Association and SAMHSA (https://www.div12.org/treatment/acceptance-and-commitment-therapy-for-
chronic-pain/). Meta-analyses and systematic reviews support the efficacy of ACT for individuals with 
chronic pain (Feliu-Soler et al., 2018; Hughes, Clark, Colclough, Dale, & McMillan, 2017; Veehof, 
Trompetter, Bohlmeijer, & Schreurs, 2016). 

Briefly, from a contextual behavioral perspective, individuals with chronic pain often engage in 
efforts to avoid or control their pain and have rigid beliefs about their abilities and limitations. ACT 
interventions aim to increase psychological flexibility such that patients can accept the experience of their 
pain, engage in goal-directed behavior that supports their values, and live the best life they can live 
(McCracken & Vowles, 2014; Vowles & Thompson, 2011). While work from this lens often highlights 
“life with pain” as the context, the current climate brings new opportunities to view the pandemic and its 
associated restrictions as a new context in which to navigate. For example, a pandemic may present 
difficulties to staying in contact with the present moment by offering more opportunity for the mind to 
hook on possible recent exposure to the virus or uncertainty about the future. Physical isolation of a 
pandemic may also increase avoidance of values-driven behaviors (e.g., exercise, healthy diet, attending 
medical appointments). A therapist may work with a client to flexibility navigate the difficult balance 
between engagement in these activities and risk management. In addition to experiencing a new context 
from which to maneuver in the world, stress related to mandated physical distancing may negatively 
impact the body’s immune functioning. Acceptance- and mindfulness-based strategies have been found to 
have a positive impact on inflammatory processes that are implicated in many chronic pain conditions 
(Andrés-Rodríguez et al., 2019; Creswell et al., 2012; Järvelä-Reijonen et al., 2020) and increase 
vulnerability to the COVID-19 infection.   

The following sections reflect the authors’ collective clinical experiences working with 
individuals with chronic pain during the COVID-19 pandemic as well as other times of telehealth 
utilization due to physical distancing. The reader is encouraged to adapt them to fit the individual client.    
 
Recommendations for Using Telehealth in Patients with Pain 

In the past few months, mental health professionals have transitioned to teletherapy as the 
pandemic has precluded office visits. Specific functional-contextual and biobehavioral concepts common 
in multidisciplinary treatment of chronic pain remain pertinent in this new setting. Examples include 
psychoeducation about the functions of aversive feeling states, differentiating simple nociception from 
more complex perceptions of pain, distinguishing hurt (felt sense of pain) from harm (injury to tissues), 
and the role of self-amplifying negative reinforcement loops in sustaining problematic avoidance. These 
concepts meaningfully complement the ACT model by explaining how pain as well as the experiential 
avoidance of pain contribute to psychological inflexibility. The context of the pandemic provides 
additional opportunities to understand and respond differently to psychological inflexibility. Several 



examples of adapted interventions are shared here, including pandemic metaphors, wearing a mask, 
watching rules being violated, the ACT matrix via online platforms, and mindfulness activities.  

Pandemic metaphors. ACT clinicians often rely on metaphors that are idiosyncratic to the 
patient’s context, including their background, personal interests, hobbies, job, or chronic medical 
condition. Importantly, the salience and ubiquity of pandemic-related stimuli and language (e.g., masks, 
computer screens full of faces, people standing in lines but spaced six feet apart) may provide novel 
sources for relevant metaphors. Wearing a mask, for example, may be akin to the “mask” that people with 
pain wear every day in order to hide their suffering from others. 

The visual space of telehealth. ACT therapists commonly incorporate the physical space of the 
office, the therapist and patient physical posture and the seating arrangement, and gesticulations (e.g., 
placing a hand on the face to depict fusion, moving the hand away from the face to depict defusion). A 
clinician’s attention to body language is even more heightened when working with people with chronic 
pain. However, conducting ACT via telehealth alters key features of this context. The challenge is to 
notice and identify the novel features of telehealth and exploit potential advantages. For example, 
consider the visual “space” of video telehealth with its predominant feature of two-dimensional faces in 
boxes. ACT therapists who use the Matrix (Polk & Schoendorff, 2014) might incorporate visible 
movements to denote the functions associated with patient verbalizations by moving their bodies into 
different quadrants of the screen, akin to pointing to the quadrants of the Matrix on a whiteboard. Other 
options are to dramatize defusion or flexible perspective taking by moving toward or away from the 
camera on their device, thereby enlarging or shrinking the image of themselves on the patient’s screen.  

Telehealth software introduces another novel stimuli into the therapy encounter: patients seeing 
their own face as they speak. The image of one’s face reflected in a mirror can be a provocative stimulus. 
Unlike ordinary conversation, telehealth conversations afford patients the opportunity to see their facial 
expressions, including expressions associated with pain, to become more aware of how their pain is 
communicated. Additionally, ACT practitioners can use the patient’s face for creative therapeutic 
purposes. For example, what effects are caused by having a patient do an “eyes on” exercise with their 
own image (Hayes, Strosahl, & Wilson, 2012)? Does it provoke unhelpful judgments about their pain and 
a sense of unease in the client? Does it provide a powerful sense of grounding and a boost to present 
moment awareness? Either possibility provides the therapist with fertile grounds to explore.  

Modeling psychological flexibility. Deliberate use of self-disclosure and modeling the core ACT 
processes in the presence of clients are common strategies for ACT therapists (Westrup, 2014). Therapists 
can make fruitful use of these strategies during the shared experience of the pandemic. For example, 
clinicians can model their own use of defusion to embrace the process of telehealth despite noticing a 
“story” about online sessions being undesirable, less effective, and difficult. Responding to this story in 
an ACT-consistent manner would not entail disputation, challenging its validity, or categorizing its 
distortions, but rather noticing and allowing its content and defusing from it, i.e., precluding its behavior 
regulatory functions. This process allows the therapist to be more fully present with patients during 
telehealth appointments and to readily connect with both the moment-to-moment contingencies and with 
their values of being helpful and effective with clients.   

Another opportunity to model acceptance and flexibility is the therapist’s response to the 
inevitable complications that arise from technology during telehealth. Imagine the therapist who spends 
much time and effort preparing ways to engage clients via telehealth with visual aids and creative uses of 
the video interface only to encounter technical glitches that thwart those efforts. From camera failures to 
loss of internet connectivity, therapists can take advantage of these glitches to acknowledge thoughts and 
feelings of frustration and then demonstrate acceptance as an action. Therapists and their clients with 
chronic pain may find analogies to in-person sessions being interrupted by the client having to take 
medication or needing to rest or discontinue the session due to a pain flare up.  
 
Experiential Exercises 

Wearing a mask. Wearing a mask in public can provoke a wide range of reactions that we might 
be inclined to avoid. It puts a potent reminder of threat directly on the face to be experienced with every 



breath and can be a reminder of loss of freedom. However, the mask can also contribute to a felt sense of 
safety. A mask can permit continued participation in rewarding activities and roles and can align with a 
prosocial value of reducing inadvertent risk to others. The rich complexity of the mask as a stimulus 
makes it an ideal focus for an experiential exercise perhaps even transforming the function of the 
stimulus. Openness to uncomfortable thoughts and feelings triggered by the mask (acceptance) may 
permit navigating through a landscape of actual threat (committed actions) to access places, activities, 
roles and relationships that contain important reinforcers for them (values). For patients with pain, this 
process is analogous to how openness to uncomfortable thoughts and feelings triggered by remembered, 
actual, or anticipated pain may permit them to continue to engage in valued activities and roles. In this 
case, adjustments to the activities, use of mindful movement, aids like braces or canes, and strategies like 
pacing may be “the mask,” so to speak. 

Watching rules being violated. The COVID-19 pandemic has spurred a sudden emergence of 
public health directives, ordinances and laws, and new social norms to protect citizens. The meanings 
associated with these rules and people’s adherence to them vary widely across the population. Regardless 
of the patient’s social values or political opinions, behavior that is associated with diametrically-opposed 
positions can serve as useful stimuli for experiential exercises. For example, people who are 
immunocompromised may favor more stringent public health measures and may have strong reactions to 
seeing others in public without masks or not behaving consistent with social distancing guidelines. On the 
other hand, some pain patients who have had numerous freedoms taken away due to their medical 
condition may view compliance with public health directives as an unwarranted surrendering of personal 
liberties; these individuals may have strong reactions to seeing others in public with masks or making 
other observable changes.  
 Along these lines, clients with chronic pain might be helped to notice parallels with being on both 
sides of judgment that arises around having physical disabilities or limitations. In the past, what did the 
client think about the large number of people receiving social services for disabilities? Did they see 
themselves as similar to these people when they were not suffering from pain or were more able-bodied 
themselves? Now that they have experienced their own challenges, how do they experience others’ 
responding to their use of canes, walkers, or braces in public, or of their occupying handicapped parking 
spaces? How have their friends, family members, and health care providers interacted with them around 
their use of opioid medication? These questions can serve as perspective-taking exercises for individuals 
with chronic pain. Although useful in non-pandemic contexts as well, the current socio-cultural 
environment specifically allows for increased opportunities to practice real time in-vivo perspective 
taking and acceptance.  

The Matrix. The Matrix is a simple yet powerful tool that enables therapists and patients to 
quickly interface with ACT core processes (Polk & Schoendorff, 2014). Over teletherapy, the Matrix is an 
ideal way to help people with pain continue their work to disentangle from unworkable escape and 
avoidance strategies and to practice more values-oriented responses. The Matrix can be taught through 
presentation slides (e.g., Microsoft PowerPoint), including with animation features that can facilitate 
patients seeing the relations among the items sorted into the Matrix’s quadrants. Some telehealth 
applications (e.g., Zoom) also permit visual depictions via built-in whiteboard functions, providing a 
reasonable facsimile of the experience of in-person use of the Matrix. Once its basic framework is 
learned, patients can be supported in using the Matrix even on audio calls.  

The repetition of the sorting task at the heart of the Matrix, for physical pain and aversive 
emotional states, often permits patients to notice the functional similarities in how they respond to pain 
and to these other states. Specifically, aversive states like anxiety, depression, irritability, and fatigue may 
be rising to the forefront during the pandemic. Noticing their responses (“toward moves” and “away 
moves”) to such states can facilitate the realization that workable strategies employed with unpleasant 
emotions (anxiety, grief, fear) may work as responses to pain and vice versa. Ideally this realization 
would instigate curiosity, an experimental openness to try new ways of coping, and an expansion of their 
repertoire of responses to unpleasant stimuli.  



Mindful activities. With the arrival of the pandemic, numerous new behavioral routines have 
become common, including wearing masks, frequent and more thorough handwashing, engaging in 
physical distancing from others while in public, and doing specific routines for reducing risk for exposure 
when interacting with others in the community (e.g., shopping, receiving deliveries). The sudden need for 
heightened attention to such tasks can require extraordinary vigilance, which can be a particular challenge 
for clients with other demands on their attention and stamina like those with chronic pain. Various 
methods and “tricks” have been proposed to support the development of these new routines (e.g., washing 
hands to the tune of “Happy Birthday” to prevent abbreviating the routine). An alternative to employing 
these methods is to transform the new routine into a kind of ritual, imbued with purpose and meaning, 
aligned with values, and affording an opportunity to engage in useful practice. One such transformation is 
to practice these new routines as mindful activities (Kabat-Zinn, 1994). Mindful activities repurpose any 
of the myriad ordinary activities commonly performed during the course of a day, most of which are done 
instrumentally as means to ends and typically with distracted or divided attention. For example, the act of 
handwashing can be a 20 second mindfulness practice, offering tactile sensations as a focus and 
connected to values of protecting oneself and others. Similar to how certain stimuli (e.g., often the breath 
or the body), serve as the foci for meditation practices, when engaged in a mindful activity the individual 
brings deliberate, nonjudgmental attention to sensations associated with the routine.  

Importantly, mindfulness has shown biopsychosocial effects beyond psychological flexibility 
processes that are relevant to individuals with chronic pain, specifically related to immune function. 
Mindfulness-based approaches have shown efficacy in down-regulating pain, inflammation, and stress 
biomarkers (Järvelä-Reijonen et al., 2020; Kober, Buhle, Weber, Ochsner, & Wager, 2019). Preliminary 
research suggests that acceptance and mindfulness can also be useful tools for reducing or discontinuing 
medication use, specifically opioids, in individuals with chronic pain (Dindo et al., 2018; Garland et al., 
2019; Kratz, Murphy, Kalpakjian, & Chen, 2018; Vowles et al., in press) which is particularly relevant in 
managing the effects of opioids with the COVID-19 infection. 
 
Support outside of sessions 

In addition to providing teletherapy support, therapists may be able to reinforce ACT skills by 
providing supplementary online activities in which clients can engage outside of sessions. Indeed, one 
study reported that just over half of health care providers (e.g., physiotherapists, nurses, general 
practitioners) recommend online resources such as websites and apps to pain patients, although many are 
concerned about the potential for online information to be misinterpreted (Devan et al., 2019). With 
respect to ACT applications in particular, ACT-related apps (e.g., ACT iCoach, ACT Companion: 
Happiness Trap) can be employed for things like supporting out-of-session mindfulness practice, setting 
reminders for practicing ACT skills, and monitoring symptoms (Pierce, Twohig, & Levin, 2016). 

In light of longstanding concerns about the impact of physical distancing on individuals with 
pain, therapists should keep in mind that people with chronic pain can benefit from engaging with online 
communities. For example, blogging has been found to be a feasible method of receiving and providing 
support among people experiencing pain (Tsai, Crawford, & Strong, 2018). Moreover, adolescent and 
adult clients with pain conditions may benefit from connecting with a peer-led online support group 
(Young et al., 2018) or peer-to-peer telephone support (Stinson et al., 2016). 
 
Barriers and Future Directions 

Contextual and behavioral therapies via telehealth have considerable promise to address the needs 
of individuals with chronic pain  (Mariano, Wan, Edwards, & Jamison, 2019). Nonetheless, it is important 
to consider barriers to implementation. In areas of the world with predominantly privatized health care, a 
significant concern for telehealth practice is insurance coverage. For example, in the United States, the 
Centers for Medicare and Medicaid Systems (CMS) provide some telemedicine coverage across all 50 
U.S. states and the District of Columbia (DC) though there are wide ranging regulations that limit 
accessibility of all telehealth services for all patients (www.cms.gov). Further, although 41 U.S. states 
have telehealth parity laws (as of February 2020; Center for Connected Health Policy Policy, 2020), laws 



vary widely when it comes to the services covered, and only five states have reimbursement parity for 
telehealth. Indeed, reduced reimbursement rates for telehealth by public and private payors has been an 
ongoing issue impeding implementation (Wilson, Rampa, Trout, & Stimpson, 2017).    

While financial coverage may not be an issue for individuals in countries with universal 
healthcare, there remain concerns about accessibility. Accessibility concerns are particularly pertinent to 
older adults, who constitute a significant proportion of the chronic pain population, who may not have 
access to or proficiency with telehealth technologies. Further, these issues relate to limited telehealth 
infrastructure predating the pandemic. For example, in Italy, which had the second largest disease burden 
at the start of the COVID-19 outbreak, telemedicine was not available for patients through their National 
Health Service across all levels of care (Ohannessian, Duong, & Odone, 2020). Further, in Canada and 
the United Kingdom (UK), plans for a comprehensive telemedicine system have been in development 
(Canadian Medical Association, 2019; National Health Service, 2020), but neither system was ready prior 
to the COVID-19 outbreak. While the National Health Service in the UK has benefited from access to 
telehealth applications developed by private companies (e.g., AccuRX), other countries have lacked 
comprehensive telehealth technologies that maintain patient privacy and confidentiality (Ohannessian, 
Duong, & Odone, 2020). In light of international concerns, on March 24, 2020, the World Health 
Organization, National Institutes of Health, Ministry of Health and Ministry for Technological Innovation 
and Digitalization have jointly called for proposals to improve telehealth worldwide.  

There are also important clinical considerations that could potentially limit the effectiveness of 
pain interventions delivered through telehealth. For example, pain assessment may be limited without full 
visibility of nonverbal gestures and body language on a video-conferencing platform. Gestures and 
posturing can help clinicians better recognize sensory aspects of pain or other internal experiences that 
may be hard to verbalize (Rowbotham, Lloyd, Holler, & Wearden, 2015). In addition, it is important to 
consider how best to integrate interdisciplinary treatment for individuals with chronic pain via telehealth. 
Further, clinicians should be wary of the time clients spend on the internet outside of their sessions, with 
regard to the potential for increased internet use to catalyze solution-seeking behavior and unproductive 
investigations into their chronic pain and/or related illness. To mitigate some of these barriers, provider-
to-provider consultation programs are available, which offer community health practitioners free access to 
a team of interdisciplinary pain specialists; one example is the TelePain service through the University of 
Washington, which merged with the Extension for Community Health Outcomes (ECHO) project at 
University of New Mexico (Meins et al., 2015). Other solutions in the literature have suggested using 
telephone conferencing among connected providers – which would be independently initiated by 
providers (Sanchez Gonzalez et al., 2019) – or using electronic health records to store and forward data 
pertaining to shared cases (McGeary, McGeary, & Gatchel, 2012). 
 As the field moves forward, telehealth practice for individuals with chronic pain will remain an 
important therapeutic option. In the context of the current COVID-19 pandemic, teletherapy is a 
necessity. At present, research suggests promise for contextual-behavioral therapies via telehealth. For 
example, a recent comparison of videoteleconferencing (VTC) versus in-person (IP) ACT for adults with 
chronic pain found that those in the VTC group had improvements in pain interference alongside several 
measures of emotional and physical wellbeing, which were similar to the gains observed in the IP group 
(Herbert et al., 2017). The beneficial findings are consistent with previous telehealth studies using ACT 
for chronic pain across populations (e.g., Buhrman et al., 2013; Trompetter, Bohlmeijer, Fox, & Schreurs, 
2015).  
 In addition, future telehealth efforts may look to integrate interventions such as biofeedback as a 
complementary pain treatment. There is an emerging body of research that has evaluated the feasibility 
and preliminary efficacy of biofeedback smart phone apps for wide-ranging populations (e.g., (Burton, 
Morrow, Beswick, & Khut, 2018; De Ridder, Van Rompaey, Kampen, Haine, & Dilles, 2018; Faust-
Christmann, Taetz, Zolynski, Zimmermann, & Bleser, 2019; Hunter, Olah, Williams, Parks, & Pressman, 
2019) commonly targeting breathing and heart rate. This may be a way to enhance present moment 
awareness and aid in physiological relaxation. Many technologies have proven feasible and demonstrate 
preliminary benefit in health populations or for individuals with mental health conditions. Empirical 



studies of these programs in populations with chronic pain are not yet available in the literature and would 
be valuable to investigate as a complementary intervention to contextual-behavioral therapies.  
 
Conclusions 

In conclusion, mental health practitioners are advised to consider the broad array of medical, 
psychological, and social-emotional factors comprising the lived context for many chronic pain clients 
right now, much in line with the biopsychosocial model. Individuals with chronic pain may be among the 
“high risk” and/or “extremely vulnerable” populations for COVID-19. Chronic pain itself or medical 
conditions involving chronic pain (e.g., rheumatoid arthritis, osteoarthritis, fibromyalgia, complex 
regional pain syndrome, multiple sclerosis, and diabetic neuropathy) have been found to relate to altered 
immune systems. A healthy immune system is needed to fight off foreign pathogens like the novel 
coronavirus, COVID-19. Therefore, immunocompromised patients may experience heightened 
complications to the virus. During a pandemic like COVID-19, individuals with chronic pain are likely to 
experience less access to integrative healthcare and increased isolation and depression. Practitioners 
treating individuals with chronic pain via telehealth may opt to utilize an evidence-based psychological 
approach adapted for the current circumstances. Acceptance and Commitment therapy, a contextual-
behavioral psychotherapy, has proven effective for treating chronic pain. Clinicians may find a telehealth 
model of ACT useful for targeting pain-related distress and fostering valued living even in the midst of a 
worldwide pandemic crisis. Practitioners can access more resources and recommendations on chronic 
pain (Shanthanna, Cohen, et al., 2020) and ACT (https://contextualscience.org/). Clinicians also may find 
ACT for chronic pain resources particularly helpful (Dahl & Lundgren, 2006; Dahl, Wilson, Luciano, & 
Hayes, 2005).  
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