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A B S T R A C T

Background: Pain Science Education (PSE) seeks to increase patients understanding of their pain, to improve 
clinical outcomes. It has been primarily developed and tested within western cultures. There is a lack of research 
exploring its use with people from ethnically minoritised groups.
Objective: To explore Healthcare Professionals (HCPs) experiences of delivering PSE to people with persistent 
pain from ethnically minoritised groups.
Methods: In this qualitative study semi-structured interviews were carried out with a convenience sample of 14 
HCPs who routinely deliver PSE to patients from ethnically minoritised groups. The interviews were analysed 
using reflexive thematic analysis.
Results: Three themes were identified: 1) Biomedical model or disengagement, 2) Pain is a taboo topic, and 3) The 
importance of cultural competence. Participants believed that people from ethnically minoritised groups disen-
gaged with PSE sooner in comparison to non-ethnically minoritised groups and this was rooted in a strong 
biomedical understanding of pain and preference for biomedical treatments. Addressing patients’ beliefs was 
deemed difficult as participants felt that pain was considered a taboo amongst some ethnically minoritised 
groups and HCPs lacked sufficient training in cultural competency to confidently address their pain-related 
misconceptions.
Conclusions: Overall, HCPs found that many people from ethnically minoritised groups held strongly biomedical 
views and/or a cultural reluctance to discuss pain. These factors made pain discussions challenging leading to 
disengagement from PSE and a preference for passive care. Cultural competency training and access to culturally 
competent PSE resources may facilitate engagement with PSE for people from ethnically minoritised background.

1. Introduction

Persistent (or Chronic) pain is pain which persists beyond normal 
tissue healing time, which is assumed to be ≥ 3 months (NICE, 2021). 
Persistent pain is a global health challenge and associated with consid-
erable costs to health care systems (Dueñas et al., 2016). Approximately 
28 million people in the UK live with persistent pain (Fayaz et al., 2016) 
and the cost to the UK Economy in terms of work loss alone is estimated 
at £10.7 billion (NICE, 2016).

There is a higher burden of persistent pain on people from ethnically 
minoritised groups (Singh et al., 2018; Versus Arthritis, 2021). In-
dividuals from ethnically marginalised and socioeconomically disad-
vantaged groups tend to have higher levels of persistent pain (Craig 
et al., 2020). In the United Kingdom (UK), the prevalence of persistent 

pain in ethnically minoritised groups such as Black, South Asian, mixed 
ethnicity and ‘other’ ethnicity groups are higher than those who identify 
as white (Jones et al., 2014). In the United States of America (USA), 
native Americans and people identifying as mixed race have higher 
prevalence of pain than other ethnic groups (Zajacova et al., 2022). 
Similarly, in Europe, people of Asian descent have significantly more 
pain, greater psychosocial impairment, and a larger impact of pain on 
their life in comparison to those of European descent (Lewis and Upsdell, 
2018).

Pain science education (PSE) is a form of pain education which has 
existed for ~20 years and is commonly used in pain management 
(Moseley et al., 2024). PSE is an evidence-based pain education usually 
delivered by healthcare professionals (HCPs) who ideally are trained in 
PSE delivery through postgraduate training. PSE attempts to help the 
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patient/consumer to reconceptualise their understanding of pain away 
from the outdated biomedical model towards a biopsychosocial model 
in keeping with contemporary scientific understanding of pain (Moseley 
and Butler, 2015; Watson et al., 2019; Moseley et al., 2024). There is a 
growing body of evidence supporting PSE as an effective intervention for 
people with persistent pain (Louw et al., 2011, 2016; Clarke et al., 2011; 
Cuenda-Gago and Espejo-Antunez, 2017; Yun, 2017; Traeger et al., 
2018; Wood and Hendrick, 2019; Watson et al., 2019; Siddall et al., 
2022). It is also recommended within pain management guidelines 
(British Pain Society, 2021; Fitzcharles et al., 2021; NICE, 2021). 
Additionally, a small number of qualitative studies have reported posi-
tive patients experience of PSE (Robinson et al., 2016; King et al. 2016, 
2018). However, PSE itself was developed within westernised countries 
and the vast majority of RCTs published to date comes from groups 
working in westernised countries (Louw et al., 2016; Wood and Hen-
drick, 2019; Watson et al., 2019; Bulow et al., 2021; Bonatesta et al., 
2022), with little indication of whether those from ethnic minorities 
were involved as participants.

Tailoring care so that it is bespoke to the culture and needs of people 
from ethnically minoritised groups may be important (Craig et al., 
2020). Small exploratory studies that have delivered PSE to minority 
groups where the material was adapted to that group have shown 
promise (Cooper et al., 2023). However, there is a significant paucity of 
research in this area. This is important as ethnicity and culture can in-
fluence pain experience and which interventions work best (Callister, 
2003; Peacock and Patel, 2008; Reis et al., 2022). It is unclear if PSE is 
acceptable and useful for minority groups or what if any challenges may 
exist when delivering PSE to minority groups.

The aim of this study was to explore HCPs experiences of delivering 
PSE to adults from ethnically minoritised groups with persistent pain. 
Doing so may help to explore the appropriateness of PSE for this patient 
group and may help to identify strategies to adapt/improve PSE delivery 
amongst people from ethnically minoritised groups.

2. Methods

2.1. Registration and reporting

The protocol was registered with the Open Science Framework 
(10.17605/OSF.IO/H2G43). The study is reported following the 
consolidated criteria for reporting qualitative research (COREQ) 
[Appendix A] (Tong et al., 2007).

2.2. Study design

This study was grounded in a Phenomenological approach and used 
reflexive thematic analysis (TA) to explore the experiences of HCPs who 
deliver PSE to patients with pain from ethnically minoritised groups. A 
phenomenological approach was selected because it explores peoples’ 
lived experience of a thing or event which aligns with the aim of the 
study (Tomaszewski et al., 2020). Reflexive TA allows the understanding 
of participants’ experiences through the analytical lens of the researcher 
and the findings and interpretation is logically and transparently 
grounded in the participants’ transcripts (Braun and Clarke, 2021a,b). 
Reflexive TA is theoretically flexible which means it reflects the values 
of a qualitative paradigm, centring researcher subjectivity, organic and 
recursive coding processes, and the importance of deep reflection on, 
and engagement with data (Braun and Clarke, 2019).

2.3. Recruitment and sample

Individuals met the inclusion criteria if they were a UK registered 
HCP delivering PSE to adults with persistent pain from ethnically 
minoritised groups. Healthcare professionals are healthcare providers 
who diagnose, prevent and treat illnesses, injury and other physical and 
mental impairments in accordance to patient’s needs (World Health 

Organisation, 2013). The list of HCPs includes doctors, nurses, phar-
macists, dentists, osteopaths allied health professions (Physiotherapist, 
Radiographer, Clinical Psychologist etc.). This study aimed to recruit a 
convenience sample of 12–15 participants who met the eligibility 
criteria. To facilitate study planning, a target sample of 12–15 partici-
pants was set as such sample sizes can bring about higher levels of 
thematic saturation in homogenous groups (Guest et al., 2006, 2020; 
Pietkiewicz and Smith, 2014; Braun and Clarke, 2021a,b). Participants 
were recruited through email messages sent via the North East Muscu-
loskeletal Society (NEMS), the Physiotherapy Pain Association and 
Council for Allied Health Professions Research (CAHPR) which has a 
broad network of healthcare professionals. Prior to the interview par-
ticipants’ demographic information were recorded. Data were collected 
between October 2022 and April 2023. This study was approved by the 
University Research Ethics and Governance Committee and all partici-
pants were provided written informed consent and participant infor-
mation sheet.

2.4. Exposure

Pain science education is often aligned with the concepts from the 
book “Explain Pain” (Butler and Moseley, 2003). PSE is a bio-
psychosocially informed educational approach which aims to change an 
individuals’ conceptualisation of pain from it being a direct marker of 
tissue damage or disease to reflecting the unconscious perceived need to 
protect body tissue (Butler and Moseley, 2003; Moseley and Butler, 
2015; Moseley et al., 2024). It can be delivered within a group setting or 
in a one-to-one setting, in one or multiple sessions, with total durations 
varying from 30 min to 3 h plus within the literature (Louw et al., 2016; 
Watson et al., 2019).

2.5. Data collection

In-depth semi-structured interviews (see interview script 
appendix B) were carried out with eligible participants focused on their 
experiences of delivering PSE to people from ethnically minoritised 
groups. The process was piloted before formal data collection began and 
two interview questions on PSE delivery structure and frequency were 
added post pilot. All interviews were audio recorded and undertaken by 
JP and took place online using Microsoft TEAMs. The interviews were 
automatically transcribed using Microsoft TEAMs and checked for ac-
curacy by JP and the participant. Once the participants confirmed the 
accuracy of the transcripts through email, the recording was perma-
nently and securely deleted, and the transcripts were rendered non- 
identifiable.

2.6. Data analysis

This study used reflexive TA in keeping with the processes of Braun 
and Clarke (2022). Once the interviews were transcribed, transcripts 
were coded using NVIVO software (version 12). Personal reflexivity is 
when researcher’s values shape their research and knowledge produced 
relating to social positioning (Braun and Clarke, 2022). For example, JP 
is considered as an insider because, as an HCP, she belongs to the group 
to which the participants belong. Simultaneously, as an individual from 
an ethnically minoritised background, and thus identifiable with the 
individuals the questions were about, she was also an outsider. JP [Asian 
British, female, state registered physiotherapist, doctoral candidate] led 
the analysis, with additional input from CR [White non-British, male, 
state registered physiotherapist with a specialism in PSE, PhD] and JF 
[White British, male, non-HCP, PhD]. JP is currently undertaking her 
Doctorate and as part of her Doctorate, she has undertaken modules on 
qualitative research and has undertaken this study under the supervision 
of her supervisor team who have published multiple qualitative studies. 
Both CR and JF have experience of undertaking qualitative research, 
both have taught on research methods modules including qualitative 
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methods at university levels and have published multiple qualitative 
papers. Neither have received formal qualitative methods training.

JP undertook an active read of the transcript and began initial cod-
ing. Following this, a process of peer review was carried out to facilitate 
a deeper understanding of the topic and to refine the themes. JP and JF 
both read two transcripts and then met to discuss JP’s initial codes and 
discuss identified patterns across the transcripts. Following this discus-
sion, JP reflected on the ideas that emerged. An overview of the devel-
oping themes was discussed with CR. JP then coded the remaining 
transcripts (see coding tree appendix C). Further discussions were held 
amongst the wider team and a full narrative was then developed using 
illustrative quotes to support the themes.

3. Results

3.1. Participant characteristics

Fourteen HCPs (mean age 35yrs [4♂ 10♀]) participated in interviews 
lasting 42–69 min (Table 1). Nine participants identified as White 
British, three as Asian/Asian British and two as White Other. Twelve 
participants were physiotherapists, one participant was pharmacist and 
another participant was osteopath and all participants worked within 
the National Health Service (NHS). No individuals refused to participate 
or drop out.

3.2. Themes

Three themes were derived from the data. These were not mutually 
exclusive and there was clear evidence of overlap between them: 1) 
Biomedical model or disengagement, 2) Pain is a taboo topic, 3) The 
importance of cultural competence.

3.2.1. Biomedical model or disengagement
Participants felt that individuals from ethnically minoritised groups 

were more familiar and comfortable with the biomedical model of care 
and were keen to seek out “medicine” or care compatible with this 
model. Participants believed that patients, not originally from the UK, 
described it as easier to access “medicine” (biomedical care) in their 
country of origin and had similar expectations of accessibility from the 
UK’s NHS. It was perceived that these individuals became frustrated if 
biomedical investigations/interventions were not provided immediately 
within the NHS and would sometimes travel abroad to access such care. 
However, it was noted that non-minority patients often report similar 
frustrations and travel abroad to access private healthcare. This resulted 
in disengagement with UK healthcare amongst minority and non- 
minority groups alike. 

‘Because they think why can you not send me for a scan all the time that’s 
one big battle … And then a lot of these patients have gone privately either 
here or in their home country. So, I have had Eastern European patients 
who have gone back to Poland or Germany. I have had Asian patients who 
have gone back to India and they have paid for their full body MRI to 
check if there’s something wrong,’ P1.

‘There was a British[non-minority] patient who went to Spain and bought 
high dose[s] of ibuprofen … lost trust in the system so they [patients, not 
necessarily minority or non-minority ethnic background] then reaching 
out to places where they can trust and feel comfortable’, P1.

This corresponded to a perceived dominance of a biomedical model 
amongst minorities, participants felt it was difficult to explain the con-
cepts of PSE to these patients. They felt that individuals from ethnically 
minoritised groups do not respond well to PSE when they don’t under-
stand the concept of PSE. The participants described that some people 
from ethnically minoritised groups have unrealistic expectations from 
HCPs regarding treatment for their persistent pain, having a mindset of 
wanting to be fixed or cured rather than managed, and thus not seeing 

Table 1 
Demographic information of participants.

Participant 
ID

Age 
(years)

Gender Ethnicity PSE delivery 
Structure*

PSE delivery 
frequency*

Training Job title Number of 
years qualified

1 31 Male Asian/Asian 
British

Both Daily EP, NHS in-service training related to 
pain management

Pharmacist More than 5 
years

2 40 Female White 
British

Both Daily MSc Advanced Pain Management Physiotherapist More than 5 
years

3 32 Female White Other Both Daily EP Clinical Pain 
Specialist/Osteopath

3 years

4 49 Female Asian/Asian 
British

Both Weekly EP, PhD in pain education Physiotherapist More than 5 
years

5 27 Female Asian/Asian 
British

Both Daily Research placement – PSE Physiotherapist 3 years

6 46 Female White 
British

1-2-1 Daily EP Physiotherapist More than 5 
years

7 50 Female White Other Both Daily MSc Orthopaedic Medicine, EP Physiotherapist More than 5 
years

8 33 Female White 
British

1-2-1 Daily Webinars on PSE Physiotherapist 3 years

9 25 Female White 
British

Both Weekly CPD course on PSE Physiotherapist 3 years

10 28 Female White 
British

Both Weekly CPD course on pain management for 
chronic MSK pain

Physiotherapist 3 years

11 38 Female White 
British

Both Weekly NHS in-service training related to pain 
management, EP, CPD course on PSE

Physiotherapist More than 5 
years

12 31 Male White 
British

Both Weekly EP, NHS in-service training related to 
pain management

Physiotherapist More than 5 
years

13 39 Male White 
British

1-2-1 Less than 
monthly

– Physiotherapist More than 5 
years

14 28 Male White 
British

Both Weekly EP, NHS in-service training related to 
pain management, PhD in pain science 
education

Physiotherapist More than 5 
years

Legend: EP - Explain Pain, NHS - National Health Service, CPD - Continued Professional Development, MSc - Master of Science, PhD – Doctor of Philosophy, PSE - Pain 
science education, MSK – musculoskeletal, 1-2-1 - one to one PSE session, both - 1-2-1 and group sessions, * denotes additional information on PSE delivery structure 
and frequency.
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the value in an educational approach. This biomedical dominance was 
mirrored in a perceived negative view of biopsychosocial interventions 
such as education. Again, there was an awareness that this mindset was 
not exclusive to minority groups. 

‘And you’ve always come from a background of people talking about 
medical model of managing pain. And there’s always been an injection or 
an operation or a drug to be able to fix it. And trying to kind of accept pain 
as being part of what life needs to look like because we can’t make it go 
away,’ P6.

‘They would think that something needs to be done to help decrease their 
pain … more reliant on pain medications and having prolonged rest and 
were not very keen on changing their perception about pain …. Both 
groups [minorities and non-minorities] wanted … … something to be done 
rather than talking about their pain,’ P11.

‘They sometimes say how is pain science education going to help with my 
pain … Some even already have negative perception about pain science 
education before even starting the sessions,’ P9.

It was prominent throughout the participant narratives that people 
from ethnically minoritised groups had a tendency to disengage with 
services sooner than non-minority patients and this was felt to be 
underpinned by a more biomedical expectation grounded in their cul-
ture or experiences from their ancestral country of origin rather than an 
inability to understand and speak adequate English. This may also be 
related to a preference for passive care, often synonymous with 
biomedical care, and a reluctance to engage in group-based care. All of 
this makes PSE more difficult to deliver. 

‘Often I feel that these patients are discharged perhaps a lot sooner … they 
don’t think this service is helping them very much … … … so they often 
disengage or don’t attend their appointments,’ P1.

‘They find it very hard to understand the concept of pain science educa-
tion and may find it uncomfortable to go into a group classes. So, it can be 
very difficult to keep them engaged throughout the session or some may 
even stop coming to these sessions because it may not fit well with the 
system that they may be more used to the system from their home country 
and are more likely to respond better to the biomedical,’ P2.

3.2.2. Pain is a taboo topic
Taboo is defined as an action or word that is prohibited by religion or 

culture as such behaviour is considered either too dangerous or too sa-
cred for an individual to undertake (Fershtman et al., 2009). Participant 
narratives expressed that pain was, in a number of ways, a taboo topic 
amongst some ethnically minoritised patients, and thus, they were 
reluctant to discuss pain. This was for a variety of reasons. Some ethnic 
minorities had superstitious and/or religious belief about their pain, 
with the pain related to “black magic” which resulted in disengagement 
(or lack of engagement) with PSE. 

I had [a] patient from who belonged to [a] South Asian part and she used 
to think that pain is some sort of black magic ……She was very negative 
about the whole concept of what pain science education was about. She 
stopped attending after [a] few sessions. The reason for less engagement 
from ethnic minorities …. linked with their culture or even religion,’ P9.

‘She was superstitious and she used to think that pain came from black 
magic … …and that she will have to endure it until the black magic dis-
appears … … I was challenging her beliefs that she had for more than 30 
years,’ P10.

Participants narratives emphasised that talking about pain related 
co-morbidities such as mental health issues may also be considered a 
taboo for women from certain ethnically minoritised groups, because it 
might call into question their ability to fulfil their role in the home and 
their social identity, and a perception that pain and mental health can be 
seen as a form of weakness. 

‘In a lot of cultures, women are predominantly responsible for housework 
…… They have a lot of pressure or burden from the family to kind of fulfil 
that role …… Sometimes in terms of mental health aspects as well and 
psychological aspect of pain are still a taboo in certain cultures …… you 
don’t get that much engagement as there is a bit of taboo.‘, P1.

‘The taboo to talk about the sort of thing, even if they aren’t a lot of pain 
… …expressing pain to be seen as a weakness ……They might actually be 
concerned about what other people think’, P5.

There may be a particular difficulty in talking about pain where it is 
in any way related to sex/sexuality. Participant 14 talked about a female 
patient from the Democratic Republic of Congo, of black ethnicity, who 
did not understand and/or accept the message of PSE and was unable to 
discuss or consider the role of her previous sexual trauma in her pain 
experience. 

‘There’s this one lady who had multiple abdominal gynaecological sur-
geries …… Delivering pain science education with her was particularly 
challenging. She could kind of grasp it, but couldn’t understand or accept 
the message of pain science education … …… Whether it was a lack of 
acceptance of her previous sexual trauma and not wanting to accept’, 
P14.

3.2.3. The importance of cultural competence
Despite many of the participants having received pain/pain educa-

tion specific training via postgraduate courses, several participants 
described themselves as being unaware of different religious or cultural 
practices due to a lack of cultural competency training. There was a fear 
amongst some participants who belonged to White British ethnicity that 
they may inadvertently insult cultural, religious or spiritual beliefs 
about pain held by their patients and this may also act as a barrier not 
just to PSE, and how best to “pitch it”, but also to establishing a thera-
peutic relationship, which will be important in PSE delivery as it is for 
other interventions. 

‘Because I am more familiar with White [British] culture …. difficult for 
me to understand their perspectives or even their culture ….lack under-
standing with what would be more appropriate for their culture or religion 
….difficult to build up a good rapport with the patient itself,’ P2.

‘I don’t particularly understand cultural beliefs around pain … … … not 
having that shared culture and potentially an ignorance on my level about 
what the overall cultural beliefs around pain are within different cultures. 
So, it makes it hard to adapt it or pitch it at the right level,’ P12.

‘I really worry about offending people with my view on their injury 
particularly if they have spiritual, cultural, religious views such as God 
gave this to me because I wasn’t good or God has done it. I’m really 
worried about insulting people’, P4.

Participants also lamented the lack of availability of culturally 
appropriate PSE resources for ethnically minoritised groups. Feeling 
that this could be an important barrier to PSE engagement. 

‘There could be issues with access to resources such as technology or 
leaflets or even so with social media use. Some ethnic minority groups may 
not respond well to the resources …… that are more White-centric or 
Westernized. The resources that I provide to people [from] ethnic mi-
norities may not be culturally appropriate to them,’ P2.

In contrast, it was felt that patients from ethnically minoritised 
groups responded well to PSE when it was well aligned with their cul-
tural/religious practices and when there was no cultural or communi-
cation barrier, and there was a suggestion that this might be facilitated 
when the HCP delivering the care was from the same cultural/minority 
background as the patient. There was a curiosity as to whether deliv-
ering PSE in groups who share the same minority background would be 
beneficial and a keenness to get the input of patients as to how best to 
tailor PSE for them. 
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‘Since I am a healthcare professional from ethnic minority background … 
…people from a similar ethnic background engage better because they can 
relate to what I’m saying … …… she found it less embarrassing to speak to 
me in comparison to when speaking to her doctor from non-minority 
group because we gained that sense of trust with each other … … 
because they might feel a little bit more innate sense of trust with you 
because they identify,’ P5.

‘If you can find some dialogue that feels relevant to them ……wanted to be 
able to pray in the way that they normally would like kneeling on the 
floor. So, if you can find ways to help them to do that then it’s more likely 
to be effective,’ P6.

‘It would be really interesting as to have people from some of the common 
ethnic minority groups that we have and come and talk to us about what 
their culture is like. This helps us to the kind of processes that go on in their 
culture and what sort of things are relevant for them,’ P13.

4. Discussion

4.1. Summary of results and comparison to existing literature

The aim of this study was to explore HCP’s experience of delivering 
PSE to individuals with pain from ethnically minoritised groups. Par-
ticipants felt that many patients from ethnically minoritised back-
grounds held strong biomedical beliefs which made them inclined to 
seek biomedical care and were thus more likely to disengage (early) 
from biopsychosocial interventions such as PSE. Whilst it was noted that 
majority white patients shared similar biomedical beliefs, they seemed 
more ingrained within minority groups. This was compounded by the 
feeling that pain was a taboo subject for some patients from an ethni-
cally minoritised background making it more challenging to address 
these biomedical misconceptions. Contrastingly, there were also some 
patients that had a religious/spiritual/superstitious understanding of 
pain which participants felt contributed to the “taboo” nature of pain. 
Finally, HCPs commonly felt ill equipped to address misconceptions 
about pain due to a perceived lack of cultural competency and a fear of 
insulting patients through a lack of sociocultural awareness.

Participants believed that patients from ethnically minoritised 
groups disengaged with PSE sooner in comparison to non-minority pa-
tients and attributed this to their cultural background which had greater 
emphasis on the biomedical model. Although similar reasons for 
disengagement were acknowledged in non-minority groups, it was felt 
more prominent when discussing people from ethnically minoritised 
groups. This is consistent with Ampiah et al. (2022), which reported that 
biomedical beliefs were predominant amongst Ghanaian patients with 
back pain, mainly influenced by HCPs and sociocultural expectations. 
Patients believed that the structural defect was the cause of their back 
pain so they considered imaging (e.g. X-ray) important for diagnosis and 
hoped for a cure (Ampiah et al., 2022). Similar biomedical based mis-
conceptions have been reported in other countries/cultures (Darlow 
et al., 2014; Igwesi-Chidobe et al., 2017; Setchell et al., 2017). For 
example, in North America beliefs about back pain are predominantly 
biomedical with little or no awareness of the role of psychological or 
environmental factors (Ray et al., 2022) whilst people in China also have 
predominantly biomedical beliefs about back pain infused with beliefs 
about energy imbalance related to traditional Chinese medicine (Li 
et al., 2020). The belief that activities caused damage and tissues needed 
to be protected were also prominent (Tarimo et al., 2017; Singh et al., 
2018; Ampiah et al., 2022). Our findings are consistent with previous 
qualitative studies, from people within western cultures, which reported 
disengagement with PSE because it was not considered relevant to them 
because of their biomedical perspective (King et al., 2016, 2018; Rob-
inson et al., 2016; Rizzo et al., 2023). Given that guidelines recommend 
a biopsychosocial approach (British Pain Society, 2021; Fitzcharles 
et al., 2021; NICE, 2021), greater disengagement from interventions 

such as PSE amongst ethnically minoritised groups may be worsening 
existing pain related health inequalities.

Some participants noted a reluctance of individuals from ethnically 
minoritised groups, especially women, to discuss pain. Discussing their 
pain and/or associated mental/sexual health was considered a “taboo”. 
Our findings resonate with a qualitative study in Hong Kong, which 
found that mental health was a taboo topic amongst ethnically minori-
tised groups because of stigma towards mental health due to fear of 
societal discrimination (Ilozumba et al., 2022; Suen et al., 2023). Pre-
vious studies have suggested that some cultures prioritise family honour 
over personal gain, and mental health issues in such instances were often 
viewed as a source of shame or disgrace (Gilbert et al., 2004; Hogg and 
Smith, 2007). Many women oppressed in patriarchal societies have 
refrained from seeking treatment for mental health out of fear of being 
judged (Suen et al., 2023). Additionally, some of our participants 
highlighted that some people from ethnically minoritised groups 
considered their pain as a form of black magic, or a punishment from 
God, in keeping with aspects of their religion and culture (Morgan, 
1996; Ferreira-Valente et al., 2011). All these factors potentially make 
talking about pain and pain related disability more challenging with 
patients from ethnically minoritised backgrounds and are a significant 
barrier to good pain education. This again has the potential to widen 
pain related health inequalities, particularly in women from minority 
groups.

Despite many having postgraduate training in PSE, some participants 
expressed concerns about giving offence and intercultural anxiety 
because of their perceived lack of cultural competency training. This 
agrees with previous studies that have reported inadequate knowledge 
of different cultural values and norms resulting in HCPs experiencing 
uncertainty and unpleasant situations (Ulrey and Amason, 2001; Würth 
et al., 2018; Debesay et al., 2021). This is also in keeping with previous 
studies where HCPs have reported a lack of skills to manage patients’ 
biomedical concerns, religious beliefs and expectations regarding PSE 
and the difficulty with integrating clinical explanations within a broader 
biopsychosocial framework that made sense to patients (Ng et al., 2021; 
Najem et al., 2023). Most of our participants emphasised the need for 
cultural competency training and culturally competent PSE resources for 
people from ethnically minoritised groups in keeping with other studies 
(Weech-Maldonado et al., 2012; Shepherd et al., 2019).

Furthermore, participants perceived that those patients from ethni-
cally minoritised backgrounds shared positive experiences of PSE when 
it was culturally aligned with the individual, and the HCPs delivering 
PSE were from the same cultural/minority background as the patient. 
This resonates with previous studies which reported that people from 
ethnically minoritised groups may prefer HCPs from their own cultural 
background because these HCPs are likely to be familiar with cultural 
considerations and needs (Meyer and Zane, 2013; Shepherd et al., 
2018).

4.2. Strengths and weakness

A key strength of this study was that the researcher undertaking the 
interviews and leading the interpretation was herself an HCP from an 
ethnically minoritised group. The use of reflexive TA alongside the in-
sider and outsider positionality provided an insightful perspective on the 
subject matter (Braun and Clarke, 2022; Yip, 2024). Additionally, the 
co-researchers who inputted to the interview interpretations included 
individuals from a non-health professional and non-minority back-
ground, an outsider position, providing a rounded approach to the 
interpretation of the findings. Whilst distance was not a barrier to 
participation due to the online nature of the interviews, a weakness in 
this study was that there was low representation of non-physiotherapist 
HCPs, thus the findings may be less transferable to non-physiotherapists.
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4.3. Clinical implications

The findings from this study highlight the additional challenges 
perceived by HCPs when delivering PSE to minority groups, the need for 
cultural competency training for HCPs (which could be integrated into 
PSE training), the need to consider flexible delivery specific to individ-
ual needs, and a multidisciplinary approach for patients with complex 
health needs requiring additional specialist support such as those who 
have been exposed to trauma, and the need to access culturally appro-
priate PSE resources that can be provided to patients from different 
ethnically minoritised groups. This may allow HCPs to consider different 
cultural needs, to increase the likelihood that discussions around pain 
are perceived as relevant by the patients, as perceiving the material as 
relevant has been identified previously as important to help patients 
take on the messages from PSE (King et al., 2016, 2018; Robinson et al., 
2016). PSE should be delivered with care and sensitivity, ideally by 
someone appropriately trained in its delivery (Watson et al., 2019). 
When delivering PSE materials to people from ethnically minoritised 
groups, tailoring it so that it is appropriately contextualised to that 
person’s cultural needs may reduce the likelihood of a negative 
response, which can occur for any patient/consumer, irrespective of 
ethnicity, if the messaging is not suitably contextualised (Weisman et al., 
2022).

5. Conclusion

HCPs felt the majority of people from ethnically minoritised groups 
hold strong biomedical beliefs about their persistent pain, which are at 
odds with contemporary biopsychosocial guidelines. Talking about pain 
was considered a taboo amongst some people from ethnically minori-
tised groups, and others did not wish to engage with care unless it was 
biomedically focused, which was a challenge for HCPs wishing to 
address unhelpful beliefs. These factors may be contributing to pain 
related health inequalities amongst ethnically minoritised groups. HCPs 
recognised the need for culturally appropriate PSE training for all staff. 
Additionally, the availability of culturally appropriate resources for 
ethnically minoritised patients could improve patient engagement with 
PSE.
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