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Culture’s Effects
on Pain Assessment and Management
Cultural patterns influence nurses’ and
their patients’ responses to pain.
OVERVIEW: Minority patients are at high risk for poor pain
outcomes. When patients belong to a culture or speak a lan
guage that’s different from that of their health care provider,
the provider faces additional challenges in successfully as
sessing and managing the patients’ pain. This article describes
how and why culture affects both patients and nurses. It also
discusses why members of cultural minority groups frequently
receive suboptimal pain management and how nurses can
improve patients’ pain outcomes by using culturally sensitive
assessments and providing culturally comfortable care.

C

ultural diversity enriches America, yet it also
poses many challenges for nurses. Currently,
about 20% of people in the United States speak
languages other than English at home.1 The U.S.
Census Bureau predicts that minority groups
will increase from 30% of the U.S. population as reported in
the 2000 census to 54% in 2050.2 The purpose of this article
is to help nurses learn to effectively assess and manage the
pain of patients who come from diverse cultures and speak
different languages.
CULTURAL CONCEPTS
People are cultural beings, and as such we are greatly influ
enced by each of the cultural groups we belong to—ethnic,
religious, geographic, socioeconomic, and so on. Each of these
groups influences the way we think and act by instilling in us
both general and specific expectations of how the world works
and how we should interact with it. Cultural paradigms map
the “right” ways to think and act in all kinds of situations.3
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A patient receives a form of the traditional
Chinese medicine moxibustion, in which a small
bundle of tightly bound herbs is applied to the
end of an acupuncture needle and ignited; the
heat travels down the needle, stimulating acupuncture points in the body. Photo by Top Photo
Group / Rex USA.
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Culture also influences beliefs about how to pre
vent and treat illness and what constitutes good care.3
More specifically, it influences how each person ex
periences and responds to pain, including when and
how to ask for treatment.4-6
By virtue of belonging to multiple cultural groups,
each of us has a unique cultural perspective. Nurses
must embrace this crucial point in order to provide
patients with culturally acceptable pain management.
Nurses should also be aware of the cultural patterns
(beliefs, values, and behaviors) that influence their own
and their patients’ responses to pain. At the same time,
it’s important not to stereotype patients by assuming
that they’ll adhere to a particular culture’s typical pain
patterns. Rather than attempting to catalog the pain
beliefs and practices of particular cultural groups, this
article considers the diverse ways in which culture influ
ences how patients respond to and regard pain. Its in
tention is to help nurses understand patterns they might
otherwise misinterpret. To determine how best to help
a patient with pain, nurses must first discern how the
patient thinks and feels about the pain experience.
HOW CULTURE AFFECTS THE PAIN EXPERIENCE
Stoicism versus expressivity. Although experimen
tally controlled pain studies generally show that the
intensity at which most people perceive a sensation
and the point at which it becomes painful are approx
imately the same, the members of some ethnic groups
have a higher tolerance for pain than others and can
endure increasing levels of a pain stimulus for longer
periods.7 Because pain has psychological, social, and

spiritual as well as physical dimensions, it is greatly
influenced by cultural factors.8 Thus, people of differ
ent cultures respond differently to pain. People from
cultures that value stoicism tend to avoid vocalizing
with moans or screams when they are in pain. They
may strive to keep their faces “masked,” trying not
to show their pain even by grimacing. They may feel
that they’ll be perceived as weak if they admit to or
show pain, and they may deny having pain when
asked. They may prefer to be left alone to bear their
pain without bothering others and may have learned
to cope without seeking attention or care.9, 10 Al
though the wishes of patients with these beliefs must
be respected, nurses still need to provide them with
information that will allow them to choose whether
or not to accept treatment for their pain.
Other cultural groups tend to be more expressive
about pain. They learned from childhood that when
one is in pain, the appropriate response is to moan or
cry. Indeed, some cultural groups believe that one of
the best ways to cope with and relieve pain is to groan
or scream. Some groups encourage members in pain
to seek attention and support and encourage caregiv
ers to attend to them. Members of these groups may
prefer not to be alone when they’re in pain.9, 10
Although nurses may have deeply held beliefs about
how best to respond to pain, they must be mindful
that no response is inherently right or wrong. The re
sponses may simply differ and may well be the prod
ucts of cultural patterns and expectations.
Describing pain. People from different cultures con
ceptualize and describe pain using different cognitive

Self-Assessment Questions to Help Nurses Determine Their Cultural Norms Concerning Pain
When you were a child, how did those who cared for you
react when you were in pain?
• How did they expect you to behave when you had a
minor injury?
• How did they encourage you to cope when you had
severe pain?
• How did they encourage you to behave during an
injection or procedure?
When those who cared for you as a child were in pain, how
did they react?
• What words did they use to describe the pain?
• How did they cope with their pain?
• Do you tend to follow their example?
Consider a painful experience you’ve had as an adult (for
example, childbirth, a fracture, a procedure).
• How did you express (or not express) your pain?
• Did the pain cause you fear? What were you afraid of?
• How did you cope with the pain?
• How did you want others to react while you were in
pain?
40
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Have you ever felt “uncomfortable” with the way a patient
was reacting (or not reacting) to pain?
• What did the patient do that concerned you?
• Why did you feel that way?
Do you have “feelings” (make value judgments) about
patients in pain who
• behave more stoically or expressively than you would
in a similar situation?
• ask for pain medicine frequently or not often enough?
• choose treatments you don’t believe are effective or
with which you are unfamiliar?
• belong to a cultural group (ethnic, linguistic, religious,
socioeconomic) different from your own?
Do you tend to feel certain reactions to pain are “right” or
“wrong”? Why? What about these reactions makes them
seem right or wrong?
• Are some expressions or verbalizations of pain “right”
or “wrong”?
• Some descriptions of pain?
• Some treatments for pain?
ajnonline.com

frameworks. Being asked to characterize pain using
an unfamiliar descriptive context may result in inade
quate pain control.11 For example, when asked to rate
their pain on a linear numeric scale, some Native
American patients tended to choose a “favorite or
sacred” number instead of the number that correctly
indicated their level of pain.12
Another problem can arise when patients try to put
their pain into words. Even when nurses and patients
speak the same language, their different definitions
of words may complicate communication.13, 14 For
instance, one patient denied having “pain” after an
inherently painful procedure but on further question
ing admitted to having an “almost intolerable ache.”
In this case, the word “pain” had a connotation the
patient didn’t associate with his experience.
Difficulties stemming from words’ nuances are
magnified when the patient’s primary language is
different from the nurse’s. Even if an interpreter is
available, many words in one language don’t easily
translate into another. And some languages have no
equivalent for the English word “pain.” Others have
several equivalents for “pain,” each with a different
nuance.11 Problems are apt to occur if the interpreter
lacks proficiency in either or both languages or in
interpretation skills.15 For instance, a patient might
describe his pain as “like electric shocks,” which a
family member serving as interpreter could translate
as “twinges.” To the nurse, this might indicate mild
pain when in fact on a numeric pain scale the patient
would rate his pain as high.
Decisions about managing pain. People’s beliefs
about the meaning of their pain influence what they feel
should be done about the pain, if anything. Pain from
the same source may be perceived by one person as an
expected part of life, by another as a harbinger of a seri
ous health problem, and by still others as deserved pun
ishment, a character- or karma-building opportunity, or
something else entirely.16-18 For instance, a patient who
believes that enduring pain courageously will help her
gain merit for her life after death will find meaning in
her pain and therefore may choose to tolerate it.
Some cultural groups tend to instill in their mem
bers self-efficacy—a sense of control over life, includ
ing how to respond to and manage pain.19 Their
members assume that their health and well-being are
largely in their own hands. In contrast, other groups
tend to be fatalistic and believe they can exert little
influence over the future, including matters of health,
illness, and pain.20 Their members may feel helpless in
the face of pain. Nurses may be puzzled by fatalistic
attitudes about pain and consider patients who don’t
follow self-help recommendations to be noncompli
ant with the pain management plan. However, it’s
important to recognize that these beliefs and behav
iors may arise from the social and cultural contexts
in which the person lives rather than from a lack of
willingness to confront pain.21
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Cupping, which has been used for thousands of years in many cultures,
is the application of heated glass cups to the skin to create suction and
thereby increase blood flow.

Some cultures teach that it’s rude to tell health care
practitioners about pain. Members of these groups
assume that the nurse or physician will ask the right
and important questions and that offering infor
mation about their pain without being asked is tan
tamount to questioning the clinician’s judgment.11
Furthermore, many people associate not complaining
with being a good patient.18
Culture also influences beliefs about what pain
treatments are appropriate. In the Western biomedi
cal culture, medications are the first line of defense,
whereas Eastern cultures tend to prefer medicinal
herbs, touch, and energy therapies such as acupunc
ture and yoga.22 Many people believe that the primary
treatments for pain should be spiritual rituals or other
acts that balance hot and cold or yin and yang.23-25
HOW CULTURE AFFECTS PAIN ASSESSMENT
AND MANAGEMENT
Nurses, like their patients, learned about pain in child
hood. As part of the socialization process, they learned
the “normal” and “right” ways to respond to pain,
which, in turn, taught them that other ways of res
ponding were “abnormal” or “wrong.”26 Then, dur
ing the additional enculturation that occurred while
they studied their vocation, nurses learned the “right”
way to care for patients in pain. The result is a strong,
though unconscious, sense of how “good” nurses
think and practice.18
This tendency to feel that one’s own cultural norms
are correct and to evaluate others’ beliefs in light of
them is known as ethnocentrism. Most everyone is
ethnocentric. Most of us tend to believe that attitudes
and behaviors that match our own are correct and
those that don’t are abnormal, wrong, or inferior.27
Thus, when a patient perceives, expresses, or reacts
to pain in a way that doesn’t conform to a nurse’s
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A Vietnamese folk healer scrapes a coin over a patient’s oiled chest in the
Southeast Asian practice of coining, which is believed to release “bad wind,”
the cause of the patient’s illness, from the body. Photo by Michael S.
Yamashita / Corbis.

beliefs or expectations, the nurse may consider the
behavior inappropriate or frustrating.26 Nurses need
to remember that patients’ diverse cultural patterns
usually aren’t right or wrong or normal or abnormal,
just different.28 Nurses need to first examine their own
cultural beliefs about pain (for guidance, see SelfAssessment Questions to Help Nurses Determine
Their Cultural Norms Concerning Pain) and then ask
themselves which of their attitudes are cultural and
which are proven by evidence to be superior.
PROBLEMS COMPLICATING PAIN MANAGEMENT
A growing body of research indicates that members of
racial and ethnic minority groups are less likely than
nonminorities to receive adequate pain management.
The Institute of Medicine shocked the health care com
munity with its report that, compared with whites,
minority group members have poorer outcomes for
a number of conditions, including pain.29 Researchers
from the American Pain Society concurred, reporting in
a metaanalysis that disparities in pain management are
evident over a wide variety of conditions and types of
pain, including acute bone fractures, metastatic cancer,
and postsurgical and chronic pain, and across multiple
treatment settings (EDs, hospitals, long-term care facili
ties, home health care, palliative care, and others).30
How do culture, race, and ethnicity affect pain
management? The following are some factors that
lead to suboptimal pain outcomes.
Language and interpretation problems. Compre
hensive pain assessment, which is essential for suc
cessful pain management and education, is contingent
upon effective communication. Too often, clinicians
don’t use interpreters—let alone medical interpreters—
when interviewing patients who lack proficiency in
English. Without competent interpretation, it’s impos
sible to adequately assess pain and teach pain manage
ment principles.29, 31, 32 Using tools designed to assess
pain in children or cognitively impaired patients, as
is sometimes done, will very likely result in suboptimal
pain outcomes.
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Nonverbal communication problems. Nurses use
many cues besides direct communication to assess a
patient’s pain, such as facial expression, body posture,
and activity level.33 However, nonverbal communica
tion patterns are just as likely as is language to vary
across cultures and therefore to be subject to misin
terpretation.34
Culturally or linguistically inappropriate pain
assessment tools. Types of pain assessment tools
include numeric, visual analog, and verbal rating
scales. Although many of these tools have been trans
lated into different languages, the translations may
convey different meanings that compromise their
validity.11, 31 For instance, if a numeric pain tool that’s
translated for a Chinese patient is presented horizon
tally instead of vertically, as Chinese is read, the patient
could be confused about how to convey his level of
pain.
Many assessment tools have been tested for validity
in different languages. However, even when multiple
cultural groups use a single language, the same words
may have different nuances. For instance, many cul
tural groups speak Spanish, but within these groups
are cultures, subcultures, and myriad dialects. Thus,
even these tools may inadequately characterize the
pain experience.11, 14, 35
Underreporting. Patients who believe that “good”
patients don’t complain or should face pain stoically
may be less likely to admit to having pain.36 Such
patients may underreport their pain when nurses ask
them to rate it.
Reluctance to use pain medications. Many people
are reluctant to take opioid pain medications because
of cultural taboos or fears about their use.37 These
patients may prefer to use familiar, culture-based rem
edies such as medicinal herbs or energy therapies.23
Clinicians who are unfamiliar with these therapies
may unintentionally disparage them or unnecessarily
discourage patients from using them, in the process
creating a barrier that hampers their ability to help
patients. However, when an alternative therapy can
interfere with medical therapy—as when a patient
taking warfarin for anticoagulation wants to have
coining therapy, in which a coin or other blunt object
is used to abrade the skin—the patient may need to
be taught why the practice could be harmful.
Some cultural groups’ reluctance to use pain medi
cations may be related to genetic differences that make
them more likely to experience adverse effects. For in
stance, some patients don’t produce certain enzymes
and therefore metabolize drugs more slowly than
is typical.38, 39 Genetic factors can also affect the meta
bolizing of opioid medications. For example, many
Chinese patients cannot convert codeine into the mor
phinelike metabolites that give the drug its analgesic
property, making them less likely to receive adequate
pain relief and more likely to have gastrointestinal
problems.17, 40
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Access to pain medications. Minority patients are
less likely to have adequate health insurance, which
may limit their access to medical care, pain manage
ment services, and medications.41 In addition, many
pharmacies located in poor or minority neighbor
hoods don’t stock opioid medications.42, 43
Providers’ fears of drug abuse. Many health care
providers tend to associate certain minority groups
with drug-seeking and drug-abusing behaviors.44, 45
This fear that the medication may be used for illicit
purposes can result in inadequate treatment.45
Prejudice and discrimination. According to the
American Nurses Association, “Discrimination and
racism continue to be a part of the fabric and tradi
tion of American society and have adversely affected
minority populations, the health care system in gen
eral, and the profession of nursing.”46 As distasteful
as it is to consider, nurses must examine whether some
patients receive less than optimal pain management
because of prejudicial stereotypes or negative judg
ments based on race or ethnicity.
PROVIDING ’CULTURALLY COMFORTABLE’ CARE
How can nurses prevent patients from different cul
tures and who speak different languages from suf
fering pain that can and should be better managed?
Regulatory, accreditation, and professional organiza
tions contend that providing culturally and linguisti
cally appropriate care will resolve this problem.32, 47-50
Nurses have been encouraged to provide “culturally
competent” care for almost two decades.28
How to evaluate when cultural competence has
been achieved is still being determined,32, 51 but one
way is to assess whether the patient is comfortable
with the care provided. The principles of the patientcentered care movement provide a foundation for
meeting patients’ cultural needs and preferences.52
These principles, as they relate to patients in pain,
include the following.
•	Understand the patient as a unique person.
•	Explore the patient’s experience of illness and pain.
•	Perceive pain management from the patient’s per
spective.
•	Promote shared decision making and adapt care
to meet the patient’s needs and expectations.
Nurses should also be aware of their culturally
acquired attitudes about pain (to help you explore
your beliefs, see Self-Assessment Questions to Help
Nurses Determine Their Cultural Norms Concerning
Pain).53, 54 The next time you feel frustrated by the way
a patient is reporting pain, you’ll be better able to
identify the beliefs and values that produced that feel
ing. Ask yourself which of your attitudes are cultur
ally based and which are based on the evidence. Know
your biases and prejudices so you can avoid letting
them unconsciously guide your practice.
You can also be an advocate for patients from
diverse ethnic and cultural groups. Identify at-risk
ajn@wolterskluwer.com

patients and seek out ways to appropriately assess
and manage their pain.55 Take it upon yourself to
pay particular attention to the needs of the minority
patients in your care. Make time to explore the pain
experiences of patients who aren’t proficient in English
by securing interpreters for them, and ask them about
cultural therapies that might be helpful.
Seek out background material on how a patient’s
culture conceives of and portrays pain. Although no
patient embodies a stereotype of her or his cultural
group, knowing about the ways a patient’s culture ex
presses and manages pain can help you identify pat
terns you might otherwise misunderstand or consider
unimportant. Don’t use this information to stereotype
or make assumptions about patients. Rather, use it to
broaden your perspective so you can more easily un
derstand the patient’s frame of reference and be more
attentive to the patient’s concerns and questions. (For
more information on how to effectively care for pa
tients of different cultures, see Resources.)
Vital to effective communication with patients
whose language differs from your own are interpreter
and translation services. Current accreditation and
regulatory standards require health care providers to
use competent medical interpreters.32, 48-50, 56, 57 Medical
interpretation is a complex skill, and using family
members or other informal interpreters may com
promise patients’ abilities to understand and be
understood.15 Inadequate communication may result
in inadequate pain assessment, which, in turn, may
result in inadequate pain management.
CULTURALLY SENSITIVE PAIN ASSESSMENT
Several pain screening and assessment tools have been
translated and tested for validity across cultural and
linguistic groups, although questions persist about
their validity.14, 58, 59 The Pain Numeric Rating Scale
is available in at least 19 languages.60 The Brief Pain
Inventory61 and the McGill Pain Questionnaire62, 63 have
been translated and validated in many languages and
many cultures.6, 64 These tools use the patient’s own
report to identify crucial aspects of pain, such as its
location, quality, intensity, aggravating and alleviating

Explanatory Model Interview for Pain Assessment 5, 67
•
•
•
•
•
•

What do you think is causing your pain?
When did it start? Why do you think it started when it did?
What do you fear most about the pain?
What problems does it cause you?
What have you used to help you with the pain? How does it help?
Who else have you consulted about the pain? Family members?
A traditional healer?
• What treatments do you think might help you with the pain?
• Who helps you when you have pain? How do they help?
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factors, associated symptoms, response to treatment,
and the extent to which it interferes with activities.65, 66
Other elements of a comprehensive pain assessment
that are uniquely affected by culture include what
meaning the pain has for the patient and how she
or he prefers to treat it (such as with herbs, home
remedies, complementary therapies, or the services
of alternative or cultural healers).
One pain assessment technique that can capture
the effects of cultural norms on patients’ pain expe
riences is the explanatory models approach.67, 68 Its
open-ended questions can help nurses determine what
patients believe is causing their pain and how it affects
them. Nurses can also add questions to the interview
that will help determine what patients’ pain means
to them, what their pain management goals are, and
what they believe are the best ways to manage their
pain. Using open-ended questions that solicit patients’
understanding of and explanations for their pain
will demonstrate to them that nurses want to under
stand them as unique beings with unique illnesses
and pain experiences.52 (For sample pain assessment
questions, see the Explanatory Model Interview for
Pain Assessment.5, 67) This type of assessment is also
appropriate for patients from cultures with which
they’re familiar.
Once nurses complete a comprehensive, cultur
ally sensitive pain assessment and understand their
patients’ pain, they can help their patients communi
cate effectively with other health care providers. For
instance, with the help of an interpreter, one night-shift
nurse took the time to thoroughly assess a patient’s
pain by using a translated version of the Brief Pain
Inventory and questions like those in the explanatory
models approach. She then explained to the patient
that many nurses and physicians use a numeric rating
scale to help them manage their patients’ pain. She
explained how the patient could communicate his pain
to other clinicians by equating it to the choices on a

visual scale, such as the Wong–Baker FACES Pain
Rating Scale. The next day the day-shift nurse re
ported that, although an interpreter hadn’t been
available, the patient’s pain had finally been brought
under control because he had successfully communi
cated using the FACES scale.
CULTURALLY COMFORTABLE PAIN MANAGEMENT
The information obtained from a culturally sensitive
assessment will allow nurses to develop a pain man
agement plan that meets the professional standard of
care and is culturally acceptable to the patient. To do
this, nurses can group what they’ve discovered about
how the patient’s culture influences her or his pain
into three categories.
Cultural values and practices that are beneficial
to the patient’s health and well-being. Cultural pat
terns shown by research and evidence to promote
health and well-being should be permitted and even
encouraged.69 Examples of beneficial cultural patterns
include the involvement of large, supportive families
and the use of complementary therapies such as acu
puncture. Research indicates that family support im
proves patient outcomes70 and that acupuncture can
be effective in managing pain.71
Cultural practices that are neither helpful nor
harmful to the patient’s health and well-being. Cultural
practices that are neutral from a Western medical per
spective can and should be accommodated if possible.69
Patients’ cultural beliefs and practices provide stability
and are sources of comfort during times of illness and
pain. As long as they’re not harmful, practices that
aren’t helpful from a scientific perspective are likely to
be helpful from a patient’s perspective because often
what we believe helps does help.72 Examples of such
neutral practices include many religious and spiritual
rituals.
Cultural practices that are harmful to the patient’s
health and well-being. These patterns should be

Resources
Publications

Web sites

Giger JN, Davidhizar RE. Transcultural Nursing: Assessment
and Intervention. 5th ed. St. Louis: Mosby; 2008.

Culture Clues
http://depts.washington.edu/pfes/CultureClues.htm

Lipson JG, Dibble SL, editors. Culture and Clinical Care.
San Francisco: UCSF Nursing Press; 2005.
Wintz S, Cooper EP. Learning Module: Cultural and Spiritual
Sensitivity. A Quick Guide to Cultures and Spiritual Traditions:
Teaching Notes. Association of Professional Chaplains, n.d.
www.professionalchaplains.org/uploadedFiles/pdf/learningcultural-sensitivity.pdf.
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Cultural Competence Resources for Healthcare Providers
www.hrsa.gov/culturalcompetence
Cultural Competency
http://minorityhealth.hhs.gov/templates/browse.aspx?lvl=
1&lvlID=3
EthnoMed
http://ethnomed.org
Transcultural C.A.R.E. Associates
www.transculturalcare.net
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changed, if possible, through patient education that
helps the patient adopt new patterns of thinking
and acting.69 Examples of harmful cultural patterns
include taboos against using opioid medications even
when they’re necessary to control pain and the use of
herbs that interfere with the pharmacologic effects of
the patient’s essential medications. Tact and diplomacy
are needed to respectfully communicate why custom
ary behaviors should be abandoned.

The next step is to acknowledge the similarities and
differences between the patient’s perspective and your
own. The patient and nurse always have at least one
area of agreement: both want the patient to achieve
optimal comfort and well-being. Acknowledging this
can show the patient that you want what’s best for
her or him. It’s important to remember, however, that
well-being consists not only of the patient’s optimal
physical condition (for example, ensuring that she or

Respecting cultural norms promotes a feeling of being valued.
Incorporating both beneficial and neutral cultural
practices into patients’ pain management plans will
help nurses honor their patients’ cultural needs and pre
ferences. Because culture is such an important part of
a person’s identity, respecting cultural norms promotes
a feeling of being valued. In turn, this improves commu
nication, which will improve pain outcomes. However,
if a patient’s cultural beliefs or practices are counter
productive to pain management, it’s the nurse’s profes
sional obligation to educate the patient in order to en
courage change in her or his pain beliefs and practices.
People can change their cultural norms, though they
have the right not to. The nurse’s role is to teach the
patient so she or he can make an informed choice.47
One very effective way to educate the patient is
through the classic LEARN model.73 LEARN is a mne
monic for Listen, Explain, Acknowledge, Recommend,
Negotiate. It’s a communication and education model
that can help nurses help their patients develop healthpromoting beliefs and practices that take into account
both the nurse’s professional standards and the patient’s
cultural norms. (See the illustrative case below to learn
how one nurse used this technique to help a Vietnamese
patient achieve effective pain control.)
In the listening phase of LEARN, ask questions that
will help you understand why a belief or practice that
scientific evidence indicates may be harmful is mean
ingful or important to the patient. Ask nonjudgmental
questions like those found in the Explanatory Model
Interview for Pain Assessment and listen until you
can understand the patient’s perspective.
Once you understand the patient’s perspective,
use your professional knowledge to explain why the
cultural belief or practice is harmful. Be careful not to
disparage the patient’s cultural norms, which can make
rapport more difficult to achieve and sustain. Use lay
man’s language to emphasize the science behind and
advantages of your recommendation. If possible, use
the patient’s conceptual framework to explain your
viewpoint. For instance, if the patient frames the prob
lem using a yin–yang perspective, use the patient’s
terminology to explain how following your recom
mendations can counter the negative energy of pain.
ajn@wolterskluwer.com

he has the least possible amount of pain), but also the
patient’s optimal psychological condition, which is in
fluenced by culture. Both physical comfort and emo
tional well-being must be considered and balanced to
achieve the best outcome.
The next step is to recommend a plan that meets
both the patient’s goals and your professional stan
dards. Often by this stage an effective, mutually agree
able plan has become obvious. At other times you may
need to draw on your creativity and problem-solving
skills to devise a plan that helps the patient address the
pain in culturally yet medically appropriate ways.
Finally, if by this time you haven’t succeeded in find
ing a mutually agreeable pain management plan, you
can negotiate. Don’t give up too quickly on patients
who seem reluctant to veer from their cultural norms.
Although patients have the right to hold on to cultural
beliefs and behaviors that you may consider counter
productive or even harmful, it’s the nurse’s obligation
to adequately assess the patient’s learning needs and
to provide effective patient education.47 The goal is to
reach a mutually agreeable treatment plan that satisfies
the patient’s medical and cultural needs and the nurse’s
professional standards.
All patients have a right to effective pain manage
ment. Understanding the influences culture has on
patients’ pain experiences and attitudes regarding treat
ments will permit nurses to achieve better pain out
comes for all of them. The case report that follows
illustrates how one patient’s pain was handled in a
culturally sensitive yet medically appropriate way.
ILLUSTRATIVE CASE
Mr. Nguyen, a 68-year-old Vietnamese man who im
migrated to the United States in 1990, is brought to
the ED by his daughter, who discovered that he’d been
treating upper abdominal pain for several months
with herbal tea. (This case is a composite based on the
author’s experience.) He’s admitted after testing reveals
stomach cancer. The nurse caring for Mr. Nguyen can
see that he’s a reserved man who tends to deny pain,
and she’s concerned that he may have a need for pain
medication.
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With the help of an interpreter, the nurse performs
a comprehensive pain assessment. She discovers that
Mr. Nguyen has a history of being quite stoic, having
refused pain medication when he was recovering from
wounds incurred during the Vietnam War. She also
discovers that he doesn’t like to take pills; he believes
that teas made from medicinal herbs are more helpful
and that opioids have the “wrong energy.” He feels he
should accept “what is”—what life hands him, includ
ing pain—without complaining. Mr. Nguyen reports
that he is a Buddhist and that he frequently copes with
pain by using a breathing meditation practice.
Mr. Nguyen’s nurse is concerned that his pain may
overwhelm his coping techniques. She explains that
enduring too much pain has negative effects. Using
his concept of promoting well-being by “balancing
energy,” she tells Mr. Nguyen how pain depletes the
body’s energy and how taking pain medication regu
larly can help keep this energy in balance.
She stresses to Mr. Nguyen that she wants what’s
best for him and acknowledges his preference for using
his own coping methods. However, she says, if the pain
gets bad, he may want to consider other options. She
encourages Mr. Nguyen to practice meditation because
it’s an evidence-based pain management technique and
asks him how the staff can help with this practice.
She also confers with the pharmacist about the
herbal tea Mr. Nguyen had been drinking at home.
The pharmacist says the herb has sedative and laxative
effects and will have no adverse interactions with Mr.
Nguyen’s other medications. With the approval of his
physician, the herb is included in the patient’s medica
tion profile. Mr. Nguyen’s daughter prepares the tea
for her father and the constipation Mr. Nguyen has
had since being admitted resolves several hours later.
He reports feeling much more comfortable.
Finally, the nurse tells Mr. Nguyen that pain medica
tions are available in concentrated liquid form that
could be added to his tea. Mr. Nguyen says he might try
the drops if his pain becomes unmanageable. The nurse
recommends to the physician that morphine drops be
included with his discharge medications when he’s
transferred to a palliative care program. Several days
later, he asks his daughter to prepare the tea and to
add one-half the prescribed dose of morphine drops.
With meditation, herbal tea, and morphine drops,
Mr. Nguyen’s last days are both physically and cultur
ally comfortable. ▼
For 11 additional continuing nursing education
articles on the topic of culturally competent care,
go to www.nursingcenter.com/ce.
Mary Curry Narayan is a transcultural nurse consultant in
Vienna, VA. Contact author: mary.narayan@cox.net. The
author has disclosed no financial interests in any commercial
company related to this educational activity.

46

AJN ▼ April 2010

▼

Vol. 110, No. 4

REFERENCES
1. U.S. Census Bureau. Table S1601. Language spoken at
home. American community survey. Washington, DC; 2006.
2. U.S. Census Bureau. An older and more diverse nation by mid
century [press release]. 2008 Aug 14. http://www.census.gov/
Press-Release/www/releases/archives/population/012496.html.
3. Leininger MM. Essential transcultural nursing care concepts,
principles, examples, and policy statements. In: Leininger
MM, McFarland MR, editors. Transcultural nursing: concepts, theories, research and practice. 3rd ed. New York:
McGraw Hill; 2002. p. 45-70.
4. Joint Commission Resources, editor. Approaches to
pain management: an essential guide for clinical leaders.
Oakbrook Terrace, IL: The Joint Commission; 2003.
5. Lasch KE. Culture, pain, and culturally sensitive pain care.
Pain Manag Nurs 2000;1(3 Suppl 1):16-22.
6. Melzack R, Katz J. The McGill pain questionnaire: appraisal
and current status. In: Turk DC, Melzack R, editors. Hand
book of pain assessment. 2nd ed. New York: Guilford Press;
2001. p. 35-52.
7. Campbell CM, et al. Ethnic differences in responses to mul
tiple experimental pain stimuli. Pain 2005;113(1-2):20-6.
8. Fink R, Gates R. Pain assessment. In: Ferrell BR, Coyle N,
editors. Textbook of palliative nursing. 2nd ed. Oxford;
New York: Oxford University Press; 2006. p. 53-75.
9. Kelley LS, et al. Ethnogeriatric issues in critical care. In:
Fulmer TT, et al., editors. Critical care nursing of the elderly.
2nd ed. New York: Springer Publishing; 2001. p. 353-77.
10. Nayak S, et al. Culture and gender effects in pain beliefs and
the prediction of pain tolerance. Cross-Cultural Research
2000;34(2):135-51.
11. Davidhizar R, Giger JN. A review of the literature on care
of clients in pain who are culturally diverse. Int Nurs Rev
2004;51(1):47-55.
12. Burhansstipanov L, Hollow W. Native American cultural
aspects of oncology nursing care. Semin Oncol Nurs 2001;
17(3):206-19.
13. Campbell TS, et al. Relationship of ethnicity, gender, and
ambulatory blood pressure to pain sensitivity: effects of indi
vidualized pain rating scales. J Pain 2004;5(3):183-91.
14. Gelinas C, et al. Theoretical, psychometric, and pragmatic
issues in pain measurement. Pain Manag Nurs 2008;9(3):
120-30.
15. Divi C, et al. Language proficiency and adverse events in
US hospitals: a pilot study. Int J Qual Health Care 2007;
19(2):60-7.
16. Callister LC. Cultural influences on pain perceptions and
behaviors. Home Health Care Manag Pract 2003;15(3):
207-11.
17. Cepeda MS, Carr DB. Overview of pain management. In:
Approaches to pain management: an essential guide for
clinical leaders. Oakbrook Terrace, IL: Jount Commission
Resources; 2003. p. 1-20.
18. Ludwig-Beymer P. Transcultural aspects of pain. In: Andrews
MM, Boyle JS, editors. Transcultural concepts in nursing care.
5th ed. Philadelphia: Wolters Kluwer Health/Lippincott,
Williams and Wilkins; 2008. p. 329-54.
19. Marks R, et al. A review and synthesis of research evidence
for self-efficacy–enhancing interventions for reducing
chronic disability: implications for health education practice
(part II). Health Promot Pract 2005;6(2):148-56.
20. Purnell LD, Paulanka BJ. Transcultural health care: a culturally competent approach. 3rd ed. Philadelphia: F. A. Davis;
2008.
21. Russell S, et al. Nurses and ‘difficult’ patients: negotiating
non-compliance. J Adv Nurs 2003;43(3):281-7.
22. Carroll R. Complementary and alternative medicine: his
tory, definitions, and what it is today. In: Snyder L, editor.
Complementary and alternative medicine: ethics, the patient,
and the physician. Totowa, NJ: Humana Press; 2007. p. 7-44.
23. Cherniack EP, et al. Influence of race and ethnicity on alter
native medicine as a self-treatment preference for common
medical conditions in a population of multi-ethnic urban
elderly. Complement Ther Clin Pract 2008;14(2):116-23.
ajnonline.com

24. Dunn KS, Horgas AL. Religious and nonreligious coping in
older adults experiencing chronic pain. Pain Manag Nurs
2004;5(1):19-28.
25. Unruh AM. Spirituality, religion, and pain. Can J Nurs Res
2007;39(2):66-86.
26. Davitz LL, Davitz JR. Culture and nurses’ inference of suf
fering. In: Copp LA, editor. Perspectives on pain. Edinburgh;
New York: Churchill Livingstone; 1985.
27. Sutherland LL. Ethnocentrism in a pluralistic society: a con
cept analysis. J Transcult Nurs 2002;13(4):274-81.
28. American Nurses Association. Position statement on cultural
diversity in nursing practice. Silver Spring, MD; 1991 Oct 22.
29. Smedley BD, et al. Unequal treatment: confronting racial
and ethnic disparities in health care. Washington, DC:
National Academies Press; 2003.
30. Green CR, et al. The unequal burden of pain: confronting ra
cial and ethnic disparities in pain. Pain Med 2003;4(3):277-94.
31. Lasch KE. Culture and pain. Seattle: International Associa
tion for the Study of Pain; 2002.
32. Wilson-Stronks A, et al. One size does not fit all: meeting
the health care needs of diverse populations [electronic
resource]. Oakbrook Terrace, IL: The Joint Commission;
2008.
33. McCaffery M, et al. Nurses’ personal opinions about
patients’ pain and their effect on recorded assessments and
titration of opioid doses. Pain Manag Nurs 2000;1(3):79-87.
34. Brinkus R, Narayan MC. Communication as the fabric of
community-based nursing practice. In: Sorrell JM, Redmond
GM, editors. Community-based nursing practice: learning
through students’ stories. Philadelphia: F. A. Davis; 2002. p.
253-76.
35. Zinke J. Culture, pain, and pain research. Glenview, IL:
American Pain Society; 2007.
36. Lasch KE, et al. Using focus group methods to develop mul
ticultural cancer pain education materials. Pain Manag Nurs
2000;1(4):129-38.
37. Lovering S. Cultural attitudes and beliefs about pain.
J Transcult Nurs 2006;17(4):389-95.
38. Institute for Safe Medication Practices. Cultural diversity
and medication safety. Horsham, PA; 2003. http://www.
ismp.org/Newsletters/acutecare/articles/20030904.asp.
39. Munoz C, Hilgenberg C. Ethnopharmacology. Am J Nurs
2005;105(8):40-8.
40. Cepeda MS, et al. Ethnicity influences morphine pharma
cokinetics and pharmacodynamics. Clin Pharmacol Ther
2001;70(4):351-61.
41. Cintron A, Morrison RS. Pain and ethnicity in the United
States: a systematic review. J Palliat Med 2006;9(6):1454-73.
42. Green CR, et al. Differences in prescription opioid analge
sic availability: comparing minority and white pharmacies
across Michigan. J Pain 2005;6(10):689-99.
43. Morrison RS, et al. “We don’t carry that”—failure of phar
macies in predominantly nonwhite neighborhoods to stock
opioid analgesics. N Engl J Med 2000;342(14):1023-6.
44. Bonham VL. Race, ethnicity, and pain treatment: striving to
understand the causes and solutions to the disparities in pain
treatment. J Law Med Ethics 2001;29(1):52-68.
45. Burgess DJ, et al. Understanding the provider contribution
to race/ethnicity disparities in pain treatment: insights from
dual process models of stereotyping. Pain Med 2006;7(2):
119-34.
46. American Nurses Association. Position statement on discrimination and racism in health care. Silver Spring, MD;
1998 Mar 26.
47. American Nurses Association. Code of ethics for nurses with
interpretive statements. Washington, DC; 2001.
48. Joint Commission Resources. Providing culturally and
linguistically competent health care. Oakbrook Terrace, IL:
The Joint Commission; 2006.
49. Office for Civil Rights. Title VI of the Civil Rights Act of
1964; policy guidance on the prohibition against national
origin discrimination as it affects persons with limited English
proficiency. Federal Register 2000 52762-774.
ajn@wolterskluwer.com

50. Office for Civil Rights. Guidance to federal financial assis
tance recipients regarding Title VI prohibition against national
origin discrimination affecting limited English proficient persons. U.S. Department of Health and Human Services. 2003.
http://www.hhs.gov/ocr/civilrights/resources/specialtopics/lep/
policyguidancedocument.html.
51. Campinha-Bacote J. The process of cultural competence
in the delivery of healthcare services [electronic resource].
Cincinnati, OH: Transcultural C.A.R.E. Associates; 2007.
52. Beach MC, et al. The role and relationship of cultural
competence and patient-centeredness in health care quality
[electronic resource]. New York: Commonwealth Fund; 2006
Oct. Report No. 960. http://www.commonwealthfund.org/
usr_doc/Beach_rolerelationshipcultcomppatient-cent_960.pdf.
53. Briggs E. Cultural perspectives on pain management.
J Perioper Pract 2008;18(11):468-71.
54. Weissman DE, et al. Cultural aspects of pain management.
J Palliat Med 2004;7(5):715-6.
55. Green C, et al. Disparities in pain: ethical issues. Pain Med
2006;7(6):530-3.
56. Office of Minority Health. National standards on culturally
and linguistically appropriate services (CLAS) in health care.
Washington, DC: Federal Register 2000 80865-879.
57. Office of Minority Health. National standards for culturally
and linguistically appropriate services in health care. Final
report. Washington, DC: U.S. Department of Health and
Human Services, Office of Public Health and Science; 2001.
58. Hjermstad MJ, et al. Pain assessment tools in palliative care:
an urgent need for consensus. Palliat Med 2008;22(8):895-903.
59. Menezes-Costa L, et al. Systemic review of cross-cultural
adaptations of McGill Pain Questionnaire reveals a paucity
of clinimetric testing. Journal of Clinical Epidemiology
2009;62(9):934-43.
60. McCaffery M, Pasero CL. Pain clinical manual. 2nd ed. St.
Louis: Mosby; 1999.
61. Cleeland CS, Ryan KM. Pain assessment: global use of the
Brief Pain Inventory. Ann Acad Med Singapore 1994;23(2):
129-38.
62. Melzack R. The McGill Pain Questionnaire: major proper
ties and scoring methods. Pain 1975;1(3):277-99.
63. Melzack R. The short-form McGill Pain Questionnaire. Pain
1987;30(2):191-7.
64. Cleeland CS. The brief pain inventory: BPI language versions. The University of Texas M. D. Anderson Cancer
Center. 1991. http://www.mdanderson.org/education-andresearch/departments-programs-and-labs/departments-anddivisions/symptom-research/symptom-assessment-tools/
brief-pain-inventory.html.
65. American Pain Society. Pain: current understanding of as
sessment, management, and treatments. Glenview, IL; 2006.
http://www.ampainsoc.org/ce/downloads/npc/npc.pdf.
66. National Comprehensive Cancer Network. Adult cancer
pain. Fort Washington, PA; 2001 Apr 16. NCCN clincal
practice guidelines in oncology.
67. Kleinman A, Benson P. Anthropology in the clinic: the prob
lem of cultural competency and how to fix it. PLoS Med
2006;3(10):e294.
68. Kleinman A, et al. Culture, illness, and care: clinical lessons
from anthropologic and cross-cultural research. Ann Intern
Med 1978;88(2):251-8.
69. Narayan MC. Cultural assessment and care planning. Home
Healthc Nurse 2003;21(9):611-8.
70. DiMatteo MR. Social support and patient adherence to
medical treatment: a meta-analysis. Health Psychol 2004;
23(2):207-18.
71. Staud R, Price DD. Mechanisms of acupuncture analgesia
for clinical and experimental pain. Expert Rev Neurother
2006;6(5):661-7.
72. Stewart-Williams S. The placebo puzzle: putting together the
pieces. Health Psychol 2004;23(2):198-206.
73. Berlin EA, Fowkes WC, Jr. A teaching framework for crosscultural health care. Application in family practice. West J
Med 1983;139(6):934-8.

AJN ▼ April 2010

▼

Vol. 110, No. 4

47

