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An exploration of the experience of pain among
culturally diverse migrant communities

Bernadette Brady1,2, Irena Veljanova3 and Lucinda Chipchase2

Abstract

Objective. To explore the ethnocultural influences on the chronic pain experience in three culturally

and linguistically diverse communities in Australia.

Methods. Six focus groups were conducted with 34 women and 7 men (ages 36–74 years) who self-

identified as Mandaean, Assyrian or Vietnamese. A purposive sample of community-dwelling adults liv-

ing with chronic pain (daily pain >3 months) was recruited from community organizations. Participants

were asked broadly about the meanings of chronic pain, acceptance, ethnocultural community expect-

ations and approaches to pain management. A standardized interview collected sociodemographic and

symptom data for descriptive purposes.

Results. Inductive thematic analysis yielded a multidimensional web of themes interrelated with the

pain experience. Themes of ethnocultural identity and migrant status were intertwined in the unique

explanatory model of pain communicated for each community. The explanatory model for conceptual-

izing pain, namely biopsychosocial, biomedical or a traditional Eastern model, framed participants’

approaches to health seeking and pain management.

Conclusions. Chronic pain is theoretically conceptualized and experienced in diverse ways by migrant

communities. Knowledge of cultural beliefs and values, alongside migration circumstances, may help

providers deliver health care that is culturally responsive and thereby improve outcomes for migrant

communities with chronic pain.
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Introduction

Communities from culturally and linguistically diverse

(CALD) backgrounds represent a substantial and

growing proportion of society in many countries [1]. As a

consequence, health care providers must interact with

and manage clients from ethnocultural backgrounds dif-

ferent from their own. Such cross-cultural interactions

may be complicated by coexisting, potentially discrep-

ant beliefs, values and explanatory models of health and

illness between provider and patient [2]. Given that a

patient’s experience of health and illness is framed by

social and cultural constructions, health care providers

must be able to recognize and incorporate the views

and values of culturally diverse patients [2].

Chronic pain is one condition where the disease bur-

den disproportionately affects CALD, migrant, refugee

and low socioeconomic status communities [3–5]. While

Key messages

. Understandings of chronic pain are ethnoculturally constructed, varying for diverse communities.

. The explanatory model of pain is shared among community members and influences their coping mechanisms.

. Ethnocultural and migration influences need to be incorporated into chronic pain assessment and management.
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an abundance of clinical and experimental research sup-

ports that pain is perceived and experienced differently

according to ethnoculture, research exploring mecha-

nisms behind these differences is limited [3, 6]. Further,

there is a paucity of high-quality research into pain man-

agement approaches inclusive of ethnoculturally diverse

and migrant communities [7]. Therefore research is

required to understand the cultural and social underpin-

nings of chronic pain among CALD communities.

Discordant explanatory frameworks for pain between

patients and health care providers is one domain thought

to impact on management decisions and outcomes for

patients with chronic pain [8, 9]. While the biopsychoso-

cial model is accepted as the most appropriate approach

for managing chronic pain in the Western world, not all

patients or communities operate under this framework. In

some communities, psychological influences are rejected

in favour of biological explanations, while in others, spiri-

tual, social and environmental factors are considered

causative [2, 9–11]. Beliefs about the nature and cause of

an illness can influence help-seeking behaviours and

engagement with therapies [10, 12]. Failure to recognize

culturally bound beliefs about pain may be one reason

why suboptimal clinical outcomes have been observed in

CALD populations [3, 7].

While suboptimal outcomes in CALD populations are

common in many areas of health care, research high-

lights that patients’ perceive that the quality of care is

better when health care providers respect and learn

about the cultural practices of patients [13, 14]. Despite

this, there is limited information to guide providers in the

most effective ways to adapt their assessment and man-

agement practices to respect the cultural values of their

patients, particularly in the area of chronic pain [7, 15].

Therefore research is required to inform health care pro-

viders about the ethnocultural dimensions underpinning

the construction of pain and pain experiences in order for

pain management to respond to the needs of CALD soci-

eties. Thus this research sought to explore the ethnocul-

tural dimensions influencing how chronic pain is

constructed and experienced in three CALD communities

(Vietnamese, Assyrian and Mandaean) with the overall

goal to inform recommendations for the development of

culturally responsive pain management practices.

These three CALD communities were selected, as

they are prominent in Australia and internationally, dis-

persed from their homeland largely due to conflict. The

Vietnamese community is one of the largest Asian com-

munity’s in Australia, the USA and Canada [16]. Much of

this growth can be attributed to the refugee crisis follow-

ing the Vietnam War [17]. Similarly, Assyrian and

Mandaean dispersion was propelled by conflict in Iraq.

Internationally, Iraqis are the second largest nationality

seeking asylum in industrialized countries [18] and rep-

resent large communities in Australia, Norway, Canada

and the USA [19]. Given the prominence of Vietnamese,

Assyrian and Mandaean communities in Australia and

internationally, this exploration focused on CALD com-

munities’ experience of pain in these cohorts.

Methods

Design

This research was an exploration of how chronic pain is

constructed, accepted and experienced by Vietnamese,

Assyrian and Mandaean communities in Australia. Focus

groups were used, as they allow for the generation of

collective perspectives and are particularly useful when

investigating CALD and/or vulnerable populations [20,

21]. The topic guide was developed by the research

team, modelled on previous research with CALD com-

munities [2, 22] and piloted with a group of physiothera-

pists and volunteer community leaders. The topic guide

included 11 questions derived from four broad topics: (i)

meanings of chronic pain, (ii) pain acceptance, (iii) com-

munity expectations and (iv) pain management

(Supplementary Data, available at Rheumatology

Advances in Practice). The South-West Sydney Human

Research Ethics Committee and the Western Sydney

University Human Research Ethics Committee approved

the study protocol. All participants provided written,

informed consent.

Participants

Participants were drawn from community venues in

south-west Sydney using purposive criterion sampling

[23, 24]. Venues were selected by community leaders to

give access to potential participants’ representative of

patients accessing chronic pain services in south-west

Sydney (age, gender and socioeconomic characteris-

tics). Following project announcements, interested com-

munity members consented to be contacted by the

research team to establish eligibility. Participants were

included if they were adults (>18 years), with a diagno-

sis of chronic pain (daily pain >3 months), self-

identifying [25] as a first-generation member of the

Assyrian, Mandaean or Vietnamese ethnocultural com-

munity and willing to attend and participate in a focus

group discussion. There were no specific exclusion cri-

teria. Figure 1 outlines the flow of participant recruit-

ment. A description of the three communities can be

found in the Supplementary Data, available at

Rheumatology Advances in Practice.

Procedure

Initially, one focus group was conducted with each com-

munity in the language of the participants (Arabic for the

Mandaean community, Assyrian and Vietnamese). One

trained multicultural health worker representing each

community facilitated the session, assisted by a bilingual

physiotherapist and supported by a separate observer

who recorded participants’ interactions and non-verbal

communications [26, 27]. Each participant also com-

pleted a short individual interview with researchers to

collect sociodemographic and pain characteristics. All

focus groups were audio recorded, translated and

transcribed by an independent translation agency. The

facilitator and bilingual physiotherapist reviewed all
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transcripts to ensure accuracy in the transcription and

translation to English. Any discrepancies were resolved

via discussion and review of the audio recording. Data

analysis commenced following the first round of focus

groups, with plans for further rounds until saturation of

data was reached [28, 29]. A debriefing session, using

the transcripts, was completed with the facilitators and

physiotherapists prior to subsequent focus groups.

Member checking was achieved through participant

review of the transcripts for accuracy and a facilitated

discussion of the themes and concepts that emerged

following analyses [30]. This was performed for each

community separately and facilitated by the multicultural

health worker and primary researcher.

Data analysis

An inductive thematic analysis approach was used [31].

Data familiarization was conducted by all authors inde-

pendently, focusing on eliciting meaning and patterns in

the data [31] (Fig. 2). Simultaneously, a literature review

was undertaken to sensitize authors to potential themes

embedded in the data [31]. The entire dataset was

organized by the first author into meaningful groups with

coding, using the NVivo software package (QSR

International, Doncaster, VC, Australia). To avoid selec-

tive perception of the first author, two authors from dif-

ferent disciplines (physiotherapy and social science)

independently coded extracts of the dataset (multi-ana-

lyst triangulation) [30]. A codebook was then created

and revised through each stage of the analysis [32].

Memo writing was performed to document the process

of theme emergence. The codebook was finalized and

assessed for consistency of application across the

research team and reliability was established by calcu-

lating Cohen’s j, using NVivo. Reflection on codes and

their components was performed to facilitate under-

standing of implicit, unstated and condensed meanings

within the dataset [32]. All authors reached consensus

on patterned meanings, or themes, identified throughout

FIG. 1 Flow of participant recruitment
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the process of analysis and these were grouped into

thematic categories [32].

A second round of focus groups was conducted with

each community and analysed as per the previous

steps. A critical issue in assessing data saturation in

non-probabilistic sampling is providing a measure of the

overall relative importance of the codes that emerge. At

a certain point, additional focus groups would not result

in uncovering any new information about the ethnocul-

tural influences on chronic pain. Thus we determined

that saturation had been reached when (i) no new

themes emerged from a successive focus group with a

specific community and (ii) when there was adequate

internal consistency between the relative importance of

codes. The latter followed a method outlined by Guest

et al. [28], which is a novel utilization of the Cronbach’s

a coefficient. No new codes emerged between the first

and second focus group for each ethnocultural com-

munity, satisfying the criteria for theoretical saturation

[28]. Second, this was supported by investigating the

variability of code frequency between the first and sec-

ond focus group, using Cronbach’s a [28]. Cronbach’s a
was calculated as 0.82 for the Mandaean community,

0.79 for the Assyrian community and 0.87 for the

Vietnamese community, indicating consistency of codes

between round one and two.

Results

Six focus groups with between 5 and 10 participants,

with a mean age of 60 years (range 36–74), were con-

ducted. Table 1 displays the demographic information of

the 41 participants. Despite an attempt to recruit an equal

number of men and women, a number of men (n¼ 13)

declined to participate or did not attend the scheduled

session. Therefore 83% of the final sample was women.

The average duration of time in Australia was less for the

Mandaean community compared with the Assyrian and

Vietnamese communities. Further, the majority of

Mandaeans identified as refugees, in contrast to the

Assyrian and Vietnamese participants. Finally, the sample

represents a low socioeconomic status cohort from each

community. Socioeconomic and pain characteristics

reflect the typical demographics of patients in these com-

munities who access pain services in south-west Sydney.

Analyses highlighted multiple dimensions related to

the pain experience (Fig. 3). These were classified as

input factors about how pain was cognitively con-

structed and output factors representing the lived

experience of pain. Three themes underpinning the con-

struction of the pain experience emerged—ethnocultural

identity, migrant status and explanatory model—and

were viewed as interrelated. This in turn influenced each

FIG. 2 Steps involved in data collection and analysis
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community’s lived experience of pain. The subthemes

and consistency of code emergence for each theme are

displayed in Table 2. The reliability of the codebook

across the team members was established with a

Cohen’s j of 0.83.

Ethnocultural identity

Participants constructed meanings of chronic pain col-

laboratively through discussions and interactions. In

doing so, a communal representation of ethnocultural

identity was communicated. Specific subthemes of eth-

nocultural identities included spiritual culture, gender

culture, family culture and social culture. Quotes sup-

porting each are displayed in Table 2.

Spiritual culture

The Assyrians and Mandaeans framed religion and spiri-

tuality as fundamental aspects of their ethnocultural

identities, but this did not emerge as a theme in the

Vietnamese focus groups. While the Assyrian and

Mandaean communities had different spiritual beliefs

and practices, spirituality was intertwined in their lived

experience of pain and the coping strategies adopted.

For example, Mandaeans practiced rituals such as bap-

tism involving water, considered to be their life source,

to renew connection with their community and alleviate

pain. In contrast, Assyrians’ spirituality offered a distrac-

tion and sense of solace from their pain, with their

enduring faith offering ‘hope that anything can be

treated’ (Assyrian focus group 1, participant 11, male).

For both communities, religious leaders and institutions

were valuable sources of emotional support and medi-

ated their personal relationships with the spiritual world.

Finally, spirituality offered both communities the oppor-

tunity to give perspective to their suffering.

Gender and family culture

For all three communities, cultural roles were conveyed

by obligations to their family and social-gender norms

dictating appropriate behaviour. Notably, all communi-

cated traditional gender roles with the expectation that

women should act as a homemaker, attending to the

needs of the family independent of her own health situa-

tion, while the role of men is as providers. The family unit

was emphasized as an important aspect of culture for all

three communities. Participants also noted the status of

elders within their communities and expectations for

them to be cared for and their instructions followed.

Quotes presented in Table 2 reflect the traditional, collec-

tivist views of all three communities. As such, the identity

of the individual is entwined within their role in the family

and wider community. Accordingly, the needs of an indi-

vidual experiencing pain are viewed second to the needs

of the family and wider community.

Social culture

Community connectedness, referring to a person’s

sense of belonging within the community, emerged for

all communities. Rather than an individualistic point of

view, Mandaeans, Assyrians and Vietnamese integrated

sense of self through their relationships with others and

their community status. For the Vietnamese community,

there was an appreciation of societal roles and social

TABLE 1 Participant demographic characteristics

Characteristics Mandaean (n 5 15) Assyrian (n 5 15) Vietnamese (n 5 11)

Age, mean (S.D.), years 60 (5.8) 65 (9.3) 56 (10.5)

Female, n (%) 14 (93) 10 (67) 10 (91)
Length of time in Australia, mean, years 7.6 14.5 25
Migration circumstances, n (%)

Voluntary migrant 2 (13) 10 (67) 9 (82)
Refugee 13 (87) 5 (33) 2 (18)

Marital status–married, n (%) 9 (60) 14 (93) 5 (46)
Level of education, n (%)

No school or primary only 5 (33) 7 (47) 2 (18)

Secondary 4 (27) 4 (26.5) 6 (55)
Tertiary 6 (40) 4 (26.5) 3 (27)

Number of pain areas �5, n (%) 11 (73) 12 (80) 10 (91)
Duration of pain �5 years, n (%) 14 (93) 13 (87) 5 (45.5)
Work status, n (%)

Unemployed due to pain 13 (87) 10 (67) 5 (46)
Retired 0 3 (20) 3 (27)

Carer or domestic role 2 (13) 2 (13) 3 (27)
Receiving pension or benefit 15 (100) 15 (100) 10 (91)
Pension or benefit type

Disability, n (%) 11 (73) 7 (47) 1 (9)
Unemployment (pain related), n 2 2 2
Age pension, n 0 5 2

Carer pension/other, n 2 1 5

n¼number of participants. %¼percentage within the group.

Experience of pain among culturally diverse migrant communities
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hierarchy, with participants acknowledging respect for

elders and those in positions of social standing, such a

health professionals [33]. At the heart of this social

organization is the benefit to the community such that

knowledge and resources are shared, often in indirect

and non-confrontational ways through the use of

proverbs.

In contrast, Assyrian and Mandaean participants’

sense of community connectedness was underpinned

by religious beliefs and values. Religious venues provide

an access point for community engagement, giving

opportunities for Assyrians and Mandaeans to use spiri-

tuality to cope with health conditions. Further, partici-

pants from Mandaean and Assyrian communities

projected their identities as communal in nature, using

the collective ‘we’ and ‘our’, rather than self, when refer-

ring to core values and customs. As such, the experi-

ence of pain is viewed from a communal perspective.

Health framework

Varying understandings of how health and pain are

framed were conveyed and grouped into three broad

frameworks: biomedical, biopsychosocial and traditional

medicine approaches. The Assyrians communicated a

dominant biomedical framework for understanding pain.

That is, pain is attributed to organic pathology, and

while other factors, such as psychological health, influ-

ence the consequences of the disease, they are not

related to the development or manifestation of pain.

Conversely, Mandaeans communicated a biopsychoso-

cial approach to illness. Pain was framed as multifacto-

rial, influenced by pathology, psychological factors and

socioeconomic circumstances. Specifically, psychologi-

cal pressures and social challenges related to refugee

identity were highlighted and, in contrast to the

Assyrians, constituted explanations for, rather than con-

sequences of, pain symptoms. In contrast, the

Vietnamese community conveyed a hybrid framework

for the understanding of pain that was a combination of

traditional Chinese medicine and biomedical views.

Founded by principles of âm and du�o�ng harmony [34],

participants reflected that imbalances in the body, such

that could occur by eating ‘too hot food’ (Vietnamese 1,

participant 6, female) or ‘too cold food’ (Vietnamese 1,

participants 6 and 10, female), could cause pain.

Alongside this traditional framework, Vietnamese partici-

pants also accepted pathological diagnoses for pain

and illness.

Migrant status

The Mandaean and Assyrian communities emphasized

the influence of the migration experience on their pain

experience, while for the Vietnamese community this

was not an emerging theme. For the Mandaean com-

munity, the term ‘refugee’ was prominent in their ethno-

cultural identity. Cultural and religious persecution

underpinned their refugee status and not only had a sig-

nificant influence on the development of pain, but served

as a reminder of their battle for ethnocultural preservation.

Further, the Mandaean and Assyrian communities

emphasized that their perspectives on pain and health

were framed by past experiences in Iraq and their current

status as a migrant or refugee. Both communities

described personal turmoil, including loss of loved ones,

and experiences of conflict, displacement and persecu-

tion. Importantly, participants emphasized this was not a

personal trauma, but a cultural and collective experience.

The lived experience of pain

The ways in which each community managed their pain

were intrinsically related to both their ethnocultural iden-

tity and their explanatory model of pain. Spirituality, an

important component of ethnocultural identity for the

Assyrians and Mandaeans, was used as a coping strat-

egy in different ways. For the Mandaean community,

this was framed in an active context whereby partici-

pants performed rituals to help relax their body and

mind. Conversely, for the Assyrian community, spiritual

coping was passively used, characterized by praying

and hoping. In a similar manner, cognitive coping took

FIG. 3 Thematic map of the multidimensional experience

of chronic pain for culturally and linguistically diverse

communities
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on different forms. Both the Assyrians and Mandaeans

used community engagement as a means to direct

attention away from their pain, while for the Vietnamese

community, deliberate efforts were made to identify and

subsequently remedy the specific âm and du�o�ng imbal-

ance. Finally, consistent with the three communities’ col-

lectivist natures previously discussed, social support

seeking was an important means for living and coping

with pain.

Discussion

This article is the first to explore ways in which chronic

pain is framed and experienced by individuals from three

CALD communities in Australia. In doing so, this research

adds to the body of literature that speaks to the non-

homogeneous and fluid nature of ethnoculture, recognizing

multiple and intertwining variables including ethnicity, gen-

der, religion, role category and/or social and community

group membership (Fig. 3). An individual may draw con-

currently from a multitude of cultural identities to frame

their understanding of health and illness. The relative

contribution of each cultural variable to an individual’s

experience of pain will vary, being influenced by socio-

environmental contexts. This in turn impacts the explana-

tory model of disease that will manifest in different ways

[2]. Skilful inquiry into these relative contributions will ena-

ble health care providers to approach pain management

with sensitivity to the diversity of culture, while respecting

the individual and their unique illness narrative.

Skilful inquiry should be underpinned by familiarization

with the beliefs and practices of prominent ethnocultural

communities, sensitizing health care providers to the

ways ethnocultural identity may manifest and influence

pain. Participants in all communities reflected that gen-

der and family identity played significant roles in the

experience of pain and coping methods. For some par-

ticipants, gender and family roles strengthened their

resolve to ‘face the pain’ (Vietnamese focus group 2,

participant 30), while others communicated loss of iden-

tity related to an inability to fulfil this role. Inability to fulfil

social and cultural roles has been associated with loss

of identity and higher levels of psychological distress

[35] and is important to address in pain management. In

a similar manner, recognition of the therapeutic benefit

of unity and sense of belonging fostered by collectivist

ethnocultural communities should be cultivated [36–38].

Mandaean and Assyrian communities emphasized that

maintenance of networks with the community were

important for both preserving their ethnocultural identi-

ties and coping with pain, consistent with previous

research with Middle Eastern migrants [38]. Importantly,

these networks served as points of access to informa-

tion about health services and a formal structure for

social support. Such community networks can be valua-

ble resources for health care providers seeking to

engage CALD patients in active behaviour change by

fostering acceptance for treatment concepts [36].

Spiritual identity was an important part of patients’ pain

narratives, reinforcing known associations between

spirituality and chronic pain [39, 40]. Spiritual beliefs

should be important considerations for health care pro-

viders, as they may facilitate or impede engagement with

pain management therapies. For example, the use of

active spiritual coping by Mandaean participants could be

said to promote an internal locus of control and be thera-

peutic. Conversely, the passive spiritual coping adopted

by the Assyrians may impede providers attempts to pro-

mote patient self-management [39]. Given that evidence

suggests that positive spirituality may promote psycholog-

ical and physical well-being and provide a means for cop-

ing with chronic pain [39, 41], health care providers may

want to adopt practices to facilitate assessment of the

pain-relevant aspects of a patient’s spirituality. Indeed,

McCord et al. [42] reported chronic pain was a condition,

among other health diagnoses, where patients from a

variety of ethnocultural backgrounds welcomed spiritual

discussion by their health care providers. Thus, in keeping

with principles of patient-centred care, health care pro-

viders should approach patients holistically, attending to

cultural and spiritual dimensions in addition to the physi-

cal and psychological ones.

Incorporation of a patient’s worldview into therapeutic

decision making requires an ability to unravel the explan-

atory framework for a patient. A patient’s explanatory

model dictates their health and illness behaviour and

influences their satisfaction and utilization of health care

[8, 43]. Our research highlighted that members of the

same ethnocultural community share explanatory frame-

works, represented by similarities in their narrative of cau-

sation, course and consequences of chronic pain. These

explanatory frameworks appear to be influenced by eth-

nocultural identity, migration experience, personal experi-

ence and the socio-environmental context within which

they are experiencing pain. For example, the Vietnamese

explanatory framework could be attributed to a number

of potential influences, including Vietnam’s traditional

Chinese medicine foundations, the prominent use of

Western biomedicine in Vietnam and acculturative influen-

ces from living in a Western society [43–45]. Thus health

care providers need to look beyond traditional cultural

beliefs and explore the individual patient’s acculturative

influences and personal experiences in their construction

of chronic pain explanatory frameworks.

The degree of patient alignment with the current biop-

sychosocial framework is an important consideration for

providers attempting to engage patients with psychoso-

cial therapies. The Mandaean community was the only

community that iterated psychosocial elements as caus-

ative of chronic pain, while the Assyrians, a community

from a similar geographic and national culture as

Mandaeans, presented a predominantly biomedical view

of pain. Importantly, the Vietnamese did not associate

psychological health with chronic pain. Such contrasting

views highlight a need for caution among health care

providers adopting psychosocial treatments. For exam-

ple, a Vietnamese patient may find attempts to establish

a link between psychological health and chronic pain

confronting, given the stigma associated with mental

Experience of pain among culturally diverse migrant communities
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illness in traditional Vietnamese culture [46, 47].

Similarly, Assyrians, like many Middle Eastern ethnocul-

tural communities, may not recognize, accept or engage

in psychological treatments [48, 49]. Thus health care

providers should approach therapeutic encounters with

the flexibility to reframe pain management approaches

in ways that are ethnoculturally acceptable.

The process of migration and subsequent status as a

migrant or refugee influenced the three CALD commun-

ities in different ways. For the Vietnamese community,

identification as a migrant or refugee did not appear to

relate to their experience of pain, but was expressed to

different degrees by Assyrian and Mandaean partici-

pants. The relative importance of this theme may relate

to the duration of settlement in Australia and the degree

of social adjustment. The Vietnamese community had,

on average, a longer time in Australia, while the

Mandaean community had the shortest. Such differen-

ces argue for caution when approaching CALD migrant

communities with chronic pain. It is not appropriate to

assume that migration is a significant influence on pain

for all migrants. Further, the length of time in a country

may either dilute cultural identity or strengthen it accord-

ing to an individual’s degree of acculturation [50].

Therefore providers should feel comfortable to inquire

into the migration history to ascertain the extent that

migration and related stressors may contribute to the

individual’s illness experience.

Research focusing on pain and cultural diversity is

dominated by quantitative studies focusing on pathol-

ogy. Thus the qualitative literature in this field is in its

infancy, with recruitment of hard-to-reach or hidden

populations presenting a challenge to research [7, 51].

To meet this challenge, we used non-random purposive

sampling. While this has provided rich and valuable

data, it is not possible to generalize the findings to the

broader community. Based on the limited sample, it is

possible that community members with different socio-

demographic characteristics may have different beliefs

and attitudes. Further, while health behaviours and

explanatory models of disease vary according to ethno-

culture, ethnoculture is not the sole determinant of

health behaviours and health outcomes. Rather, ethno-

culture is one factor among a number of variables,

including sociodemographic factors, influencing health

beliefs and behaviours. Finally, the findings are not

intended to be authoritative regarding Assyrian,

Mandaean and Vietnamese approaches to chronic pain.

To interpret the findings in this manner would perpetuate

ethnocultural stereotypes that assume any patient who

identifies as Mandaean, Vietnamese or Assyrian oper-

ates with a core set of static beliefs linked to ethnocul-

tural identification.
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