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Pain has been defined as "an unpleasant sensory and emotional experience associated with actual or potential tissue damage" (International Association for the Study of Pain, 1994). Traditionally, pain has been seen as a direct result of damage or stimulation of pain specific receptors. However more recently, it has become recognised that pain is a complex perceptual experience influenced by wide ranging psychosocial factors which include emotion, social, environmental and cultural contexts, socio-economic background, the meaning of pain to the person, their beliefs, attitudes and expectations (Turk & Okifuji, 2002). Such a biopsychosocial model maintains that the experience of pain is created by interactions between pathophysiology and the psychological, social and cultural factors, which also form ethnic identity. As UK becomes more ethnically diverse, clinicians are increasingly required to meet the needs of people from different cultures and offer culturally relevant healthcare. Hence there is a growing necessity to understand the influence of ethnicity in pain management. 

Ethnicity is a cultural term implying a group of people with a shared distinctive culture and common language, and as such represents a shared national identity (Njobvu et al, 1999), although it could be argued as to whether their shared identity need be national identity. In this context classification by race is insufficient for research into pain (Turk, 1996)

From reviewing the literature, it becomes apparent that there are difficulties with the classification of ethnic group. Ethnicity may be defined by country of origin or by a wider geographical area such as European or African. For example, India is a culturally diverse country with many distinct ethnic groups, a complex caste system, at least eight major religions and fifteen official languages (Cruickshank et al, 1989). Yet Indians are often grouped as one. Classical, early studies in pain responses defined differences between white European populations, demonstrating the fallacy of grouping together culturally diverse peoples in experimental research, but this persists in ethnicity research.

In Europe there is a stereotypical view of stoical northern Europeans and more emotionally expressive Southern Europeans in reaction to pain. What is not clear is whether pain expression is a product of different beliefs about pain and injury or that one kind of expression is more acceptable than another in different cultures regardless of the pain beliefs. Therefore in research, it is unwise to adopt general classifications (European, African, Asian) without an understanding of the underpinning beliefs about pain and the cultural norms for the expression of pain.

As an example of the questionable validity of classification in scientific research, results from the study of South Asians can prove illuminating and are relevant to the UK. Within this group there are a wide range of genetic backgrounds, cultures, lifestyles and health related behaviour affected by country of origin, (duration of residence) when the group or its ancestors arrived in the country, religion and current social class. Often conflicting research results are evident, for example, results, which are attributed to South Asians, might not be generalisable to the Bangladeshi community. In some research; Bangladeshi people would be classified as South Asian as they originate from the Indian subcontinent, but they have different languages, religions and practices from other people from different parts of the subcontinent. Recent research (Nazroo, 1997) have demonstrated significant differences in the self perception of health between Bangladeshi's and other South Asian ethnic groups which are lost if all are grouped as South Asians.

Some studies have used religion to define ethnicity (e.g. Hindu, Sikh, Muslim), whilst others have used linguistics (e.g. Hispanic, Cantonese). Early studies demonstrated differences between religion and pain responses when comparing Jews and Christians but these were context specific and feedback on performance eliminated differences. Pain report is often assessed using written information that may place the non-native speaker at a disadvantage or differences may be attributable to translation of instruments.

With migration, intermarriage and genetic polymorphism, populations are rarely homogenous, and there are often wider genetic differences within groups rather than across groups (Morris, 2001). Furthermore, the effect of acculturation, adopting the host country's cultural norms, may influence pain reporting and subsequent disability making it more akin to the host country, and studies have suggested that this is the case. (Afzal et al, in press). Newly arrived immigrants rarely enjoy the same standard of living of those already established in the host country. There are strong links between poor socio-economic status and poor health, which must be considered (Nazroo, 1997). A wise researcher would assess these factors before making pronouncements based on ethnic origin alone.

Finally, pain research may reveal more about the ethnocentricity of the researcher than the researched, resulting in a tendency to view one's own culture as the standard against which others are judged (Bond & Bond, 1986). The research compares and contrasts pain tolerance, pain thresholds, and utilisation of services of the 'White' (usually northern European or north American) population with other ethnic groups and may influence study design, aims, method of investigation and the presentation and interpretation of results, making 'value free' observation unlikely.

Conclusions

Broad definitions of ethnicity make assumptions about homogeneity, which are not supported. Difference between groups must be considered in the light of, not only ethnic origin, but also control for the effects of socio-economic influences and acculturation. Further research needs to focus on ethnic classification; and the information gained should be used to develop appropriate culturally sensitive pain services.
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