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Research Paper
Chronic Pain Management Experiences in Immigrant 
Populations: A Qualitative Study

Background: Chronic pain among immigrants is shaped by a dynamic interplay of cultural 
beliefs, systemic inequities, and individualized coping. This study aimed to investigate how 
immigrants living in Richmond Hill conceptualize and manage chronic pain and how these 
meanings connect to access, coping, and care experiences.

Methods: This qualitative descriptive-phenomenological study was conducted in Richmond 
Hill, Canada. This study utilized purposive maximum-variation sampling and semi-structured 
interviews with 26 immigrant adults aged ≥30 years living with chronic pain for ≥6 months. Data 
were thematically analyzed in NVivo software, version 14; credibility was supported by peer 
debriefing and member checking.

Results: Participants (65% women; mean age=37.4) represented eight countries, with 62% 
residing in Canada for over five years. Four interrelated themes were identified: 1) Cultural 
interpretations of pain—often viewed as a moral or spiritual test—led to self-silencing and 
delayed help-seeking; 2) systemic barriers, such as language gaps, financial constraints, and 
discrimination eroded trust and hindered access; 3) coping and adaptation relied on religious 
rituals, home remedies, and ethno-cultural networks, which sometimes replaced formal care; and 
4) healthcare encounters varied between supportive communication and stereotyping, influencing 
trust and engagement. These interactions formed a cyclical relationship linking cultural framing, 
systemic barriers, and care responsiveness.

Conclusion: Improving immigrant pain care requires routine interpreter use, cross-cultural 
provider training, integration of acceptable coping practices, and reduction of financial and 
navigation barriers. 
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Introduction

hronic pain is a complex, long-lasting con-
dition that affects physical functioning, 
emotional well-being, and overall quality 
of life. Defined as pain persisting for more 
than three months, it is increasingly recog-
nized as a biopsychosocial phenomenon, 
shaped not only by biological injury or 

dysfunction but also by psychological and sociocultural 
dynamics [1, 2]. This conceptual shift is particularly rel-
evant to immigrant populations, who experience chronic 
pain differently than the general population because of 
migration-related stressors, cultural norms, systemic in-
equities, and barriers to healthcare [3]. It affects nearly 
one in five adults worldwide. It occurs 1.5 to 2 times 
more frequently among immigrants due to migration-
related stressors, acculturation challenges, and systemic 
inequities. It is increasingly recognized as a biopsycho-
social phenomenon, shaped not only by biological injury 
or dysfunction but also by psychological and sociocul-
tural dynamics [1-3]. This conceptual shift is particularly 
relevant to immigrant populations, whose experiences of 
chronic pain differ markedly from those of the general 
population because of cultural norms, discrimination, 
and structural barriers to healthcare. With global migra-
tion accelerating—over 280 million people now live out-
side their country of origin—and the rising prevalence 
of chronic pain, understanding its cultural and systemic 
dimensions among immigrants has become a pressing 
public health priority [4, 5].

Epidemiological studies show disproportionately high 
rates of chronic pain among immigrants, particularly 
those with refugee or precarious migration status [6]. 
These disparities stem from cumulative trauma expo-
sure, socioeconomic disadvantage, and ongoing mar-
ginalization [7]. Migration-related factors—such as lan-
guage limitations, differing cultural health beliefs, and 
unfamiliarity with host-country healthcare systems—of-
ten compound these risks [8]. Chronic pain has also been 
documented among younger immigrants, including chil-
dren and adolescents, indicating that long-term health 
inequities begin early [3].

Pain management is challenging even within well-
structured healthcare systems, but immigration com-
pounds these difficulties through cultural incongruence, 
discrimination, and identity negotiation. For example, 
immigrants from the Middle East and North Africa are 
especially vulnerable to chronic musculoskeletal pain, 
yet often lack culturally responsive treatment options [9]. 
These vulnerabilities arise from pre-migration trauma, 

cultural variations in pain expression, and misalignment 
between traditional explanatory models (e.g. spiritual or 
moral framing) and Western biomedical paradigms [10]. 
Qualitative research also suggests that differences in in-
teroceptive awareness—how individuals perceive inter-
nal bodily states—can affect symptom interpretation and 
coping responses [11].

Despite these insights, the literature on immigrant 
chronic pain remains fragmented, often leaning toward 
biomedical and psychiatric frameworks while overlook-
ing how cultural beliefs and systemic barriers intersect. 
For instance, some studies focus on resilience and psy-
chological adaptation—self-efficacy, ego strength, and 
personality traits, such as neuroticism or perfectionism—
which influence vulnerability to pain-related distress [12-
14]. Cognitive patterns, such as catastrophizing and help-
lessness, are also implicated in worsening pain outcomes, 
and these may be intensified by the migration experience 
[10, 15]. Acceptance and commitment therapy (ACT), 
for example, has been found effective in enhancing psy-
chological flexibility and pain tolerance [2, 16]; howev-
er, the extent to which such interventions are culturally 
adapted for immigrant patients remains unclear.

Another critical gap involves system-level inequities. 
Immigrants frequently describe healthcare systems as 
“chaotic,” requiring navigation skills many do not pos-
sess [17]. This “navigation burden” includes language 
proficiency, health literacy, and advocacy skills; lacking 
these can result in delayed or foregone treatment [18, 
19]. Fear of discrimination or legal repercussions further 
discourages timely help-seeking, while perceived ste-
reotyping by providers erodes trust [8]. The COVID-19 
pandemic worsened these barriers by disrupting access, 
intensifying pain symptoms, and increasing mental 
health strain among immigrants [20]. Many turned to 
community-based coping, such as family support and 
ethno-cultural healing practices, underscoring resilience 
but also revealing systemic service gaps [21].

Gendered experiences require particular attention. 
Women immigrants often shoulder dual burdens—manag-
ing pain while fulfilling caregiving and cultural expecta-
tions—which can lead to emotional isolation and pain si-
lencing [8, 22]. Religious or moral interpretations of pain, 
such as seeing it as a divine test, may reinforce endurance 
but delay medical intervention [13, 23]. Conversely, some 
men minimize or suppress pain to maintain perceived 
roles as providers [4]. These gendered narratives highlight 
the importance of contextually sensitive qualitative ap-
proaches that capture how social roles and cultural identity 
shape pain expression and care engagement.

C
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Meanwhile, resilience and culturally congruent coping 
strategies are central in immigrant communities. Reli-
gious rituals, family advice, and traditional medicine can 
help regulate emotions and preserve hope [24]. Yet these 
approaches sometimes delay evidence-based interven-
tions, creating tension between culturally meaningful 
practices and clinical effectiveness [19, 25]. Thus, ex-
ploring how immigrants negotiate between these worlds 
is critical for developing integrative pain management 
models that respect cultural frameworks while maintain-
ing clinical rigor.

Despite growing scholarship, there remains a substan-
tial knowledge gap: few studies deeply examine how 
immigrant adults actively make sense of and cope with 
chronic pain while engaging with healthcare in an urban 
Canadian setting. Existing work rarely investigates how 
cultural identity, familial obligations, spirituality, and 
systemic barriers converge to shape help-seeking and 
self-care [3, 7]. Richmond Hill, Ontario, offers an ideal 
context for such exploration due to its highly diverse im-
migrant population and complex healthcare landscape. 
Richmond Hill, Ontario, offers an ideal context for such 
exploration, being one of Canada’s most diverse munici-
palities—home to over 70% visible minorities and more 
than 55% immigrants, predominantly from Asia and the 
Middle East [11]. This unique demographic composition 
provides a rich landscape for examining cross-cultural 
experiences of pain within a multicultural healthcare en-
vironment.

Understanding these dynamics is essential for design-
ing culturally attuned, accessible, and patient-centered 
pain interventions that respond to the real contexts. 
Therefore, this study aimed to explore the lived expe-
riences of chronic pain management among immigrant 
adults in Richmond Hill, Canada. By centering immi-
grants’ voices, it aims to uncover how cultural interpreta-
tions, coping patterns, and systemic inequities interact to 
influence pain trajectories and care engagement. 

Methods 

Study design and participants

This study employed a qualitative descriptive-phe-
nomenological design to explore the lived experiences 
of chronic pain management among immigrant adults. 
The approach was chosen to capture participants’ sub-
jective meanings, cultural interpretations, and contex-
tual barriers in depth. In keeping with phenomenologi-
cal rigor, the analytic process was guided by Husserlian 
principles, employing epoché or bracketing to suspend 

researchers’ preconceptions and remain focused on par-
ticipants’ lived meanings as they naturally emerged. The 
goal was to describe the essence of the phenomenon 
rather than interpret it through theoretical bias, thereby 
ensuring alignment with descriptive phenomenology’s 
philosophical underpinnings. The study was conducted 
in Richmond Hill, Ontario, Canada, in 2024, an urban 
area with one of the country’s most ethnoculturally di-
verse populations.

A purposive maximum-variation sampling strategy 
was used to ensure diversity regarding age, gender, 
country of origin, type and duration of pain, and length 
of residence in Canada. Individuals were eligible if they:

Self-identified as immigrants; were 30 years or older 
(reflecting reviewer recommendations and the chronic 
pain onset pattern); had lived with chronic pain for at 
least six months; could communicate in English (to 
ensure rich narratives and reduce translation bias), and  
were willing to share their experiences in a one-on-one 
interview setting.

While English fluency was required to maintain narra-
tive richness and minimize translation bias, this criterion 
inevitably excluded some non-English-speaking immi-
grants. To address this limitation prospectively, the study 
acknowledges the need for future expansions to multilin-
gual facilitation through trained bilingual interviewers or 
translated instruments. This adjustment would enhance 
inclusivity while maintaining the narrative depth dem-
onstrated in pilot interviews that informed the present 
study’s design.

Participants were recruited through community orga-
nizations, immigrant support groups, and healthcare 
providers using flyers and word-of-mouth. Sampling 
continued until theoretical saturation was reached—that 
is, when no new codes or themes emerged after iterative 
analysis. The final sample consisted of 26 participants 
representing diverse cultural and migration backgrounds.

Data collection tool

Semi-structured interview: Data were collected be-
tween February and June 2024 using in-depth, semi-
structured interviews conducted either face-to-face in 
community settings (e.g. cultural centers, local clinics) 
or via secure video conferencing when preferred for con-
venience or safety.
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A pilot-tested interview guide, informed by previous 
literature on immigrant chronic pain and refined after 
initial interviews, ensured conceptual coverage and cul-
tural sensitivity. Key domains included:

Personal narratives of chronic pain; cultural and spiri-
tual interpretations of pain; coping and self-management 
strategies; healthcare-seeking behaviors and systemic 
barriers, and experiences with trust, discrimination, and 
provider communication.

Each interview lasted 45–75 minutes and was audio-
recorded with explicit, culturally sensitive informed 
consent. Consent procedures included plain-language 
explanations, opportunities for questions, and assur-
ances regarding confidentiality and non-impact on im-
migration status. The interviewer maintained reflexive 
field notes to document contextual cues and nonverbal 
expressions, enriching data interpretation. All interviews 
were transcribed verbatim and de-identified.

Data analysis

Data were analyzed using Braun and Clarke’s six-phase 
thematic analysis framework: 1) Familiarization, 2) gen-
erating initial codes, 3) searching for themes, 4) review-
ing themes, 5) defining and naming themes, and 6) re-
porting. Coding was inductive and iterative, grounded in 
participants’ narratives while also guided by emerging 
conceptual insights.

Transcripts were imported into NVivo software, ver-
sion 14 for systematic coding and data management. 
Two researchers independently coded a subset of tran-
scripts to ensure coder agreement, and differences were 
resolved through discussion and consensus. Inter-coder 
reliability was quantified, achieving approximately 85% 
initial agreement on 20% of transcripts before reconcili-
ation, providing empirical support for analytic consisten-
cy and rigor. Reflexivity was maintained through ana-
lytic memos documenting the researcher’s positionality 
and potential biases.

To enhance trustworthiness, we incorporated:

Peer debriefing with experienced qualitative research-
ers to validate interpretations; member checking by 
sharing synthesized themes with participants willing to 
review them, and Maintaining an audit trail of coding 
decisions and theme refinements.

Saturation was confirmed when successive interviews 
yielded no new codes or conceptual insights, demon-

strating that key aspects of participants’ lived experi-
ences had been comprehensively captured.

Results

This study included 26 immigrant adults living in Rich-
mond Hill, Ontario, all aged 30–45 years (mean=37.4). 
Although eligibility was set at ≥30 years, the observed 
range reflected emergent saturation among younger to 
mid-adulthood participants in the recruitment pool, sug-
gesting that data sufficiency was reached before enroll-
ing older individuals. Seventeen participants were wom-
en (65%) and nine were men (35%). Countries of origin 
included Iran (n=6), India (n=5), China (n=4), Pakistan 
(n=3), the Philippines (n=3), Syria (n=2), Nigeria (n=2), 
and Afghanistan (n=1). Sixteen participants (62%) 
had resided in Canada for more than five years, while 
ten (38%) had lived in the country for fewer than five 
years. Chronic pain conditions included musculoskel-
etal pain (n=9), fibromyalgia (n=6), neuropathic pain 
(n=5), chronic back pain (n=4), and migraine or chronic 
headache (n=2). Twelve participants (46%) were unem-
ployed due to pain-related disability, six (23%) were em-
ployed part-time, five (19%) worked full-time, and three 
(12%) were homemakers. Educational backgrounds 
ranged from primary to post-secondary: 11 participants 
(42%) held a university degree, nine (35%) completed 
high school, and six (23%) had less than a high school 
education. Most (81%) lacked private insurance and re-
lied on public health coverage or personal savings for 
care (Table 1).

Thematic analysis revealed four overarching categories:

1) Cultural interpretations of pain; 2) barriers to health-
care access; 3) coping strategies and adaptations; 4) ex-
periences with healthcare providers.

These categories show how cultural frameworks, sys-
temic challenges, and personal agency intersect in shap-
ing chronic pain management for immigrants.

Category 1: Cultural interpretations of pain

Moral and Spiritual Meaning. Many participants, in-
stead of interpreting it through a spiritual or moral feel-
ing, addressed their pain as more than a physical condi-
tion. Pain was understood as a divine test of character, an 
opportunity for growth, or even punishment for past ac-
tions, which was particularly pronounced among women 
and those with longer-standing cultural traditions, priz-
ing endurance and patience. In this regard, many partici-
pants talked about concepts such “spiritually stronger” 
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and finding meaning in suffering. One said, “I believe 
God gave me this pain for a reason—maybe to teach me 
patience or to purify me.” Especially among newcom-
ers who felt anchored in familiar spiritual frameworks, 
although this quote provided comfort, it also contributed 
to acceptance rather than active treatment-seeking. 

Expression norms and gender roles. Across cultures, 
participants described unwritten rules discouraging open 
discussion of pain. Women often endured quietly to 
avoid disrupting family life or being seen as weak, while 
men suppressed vulnerability to maintain their provider 
identity. One woman explained, “Even though I’m hurt-
ing, I cook and clean. My children shouldn’t see me as 
weak.” Another man noted he minimized symptoms be-
cause “a man must be strong.” These internalized expec-
tations delayed disclosure, limited emotional support, 
and postponed help-seeking.

Traditional explanatory models. Participants frequently 
referenced cultural models of illness, including beliefs 
about “cold wind,” “energy blockages,” or the evil eye. 
These frameworks provided familiar explanations and 
a sense of control but also reinforced skepticism toward 
biomedical care. Some felt Western medicine ignored 
root causes or overemphasized pharmaceuticals: “Doc-
tors here just give pills. Back home, we treat the root 
cause with herbs and massage.” Newer immigrants leaned 
heavily on these explanatory systems, while those with 
longer Canadian residence described gradual integration 
of Western concepts alongside traditional reasoning.

Religious coping and rituals. Prayer, fasting, attend-
ing spiritual gatherings, and reading sacred texts were 
used to manage both emotional and physical suffering. A 
woman noted, “When I pray, the pain doesn’t go away, 
but I feel calmer.” Such practices provided resilience and 
hope, especially where healthcare felt inaccessible. Yet, 
this reliance sometimes led to delayed or selective use of 
medical services when participants believed pain had a 
divine origin or would resolve with faith.

Skepticism toward western medicine. Mistrust of 
pharmaceutical treatment and perceptions of superfi-
cial biomedical approaches surfaced repeatedly. Many 
expressed discomfort with painkillers’ side effects or 
feared dependency. Some preferred culturally familiar 
care—herbs, massage, acupuncture—especially when 
early encounters with physicians felt rushed or dismis-
sive. Over time, a few participants developed more bal-
anced perspectives, combining traditional and Western 
approaches, but this shift depended heavily on positive 
provider experiences.

Category 2: Barriers to healthcare access

Language difficulties. communication barriers emerged 
as one of the most frustrating and isolating obstacles. 
Participants described lacking the precise vocabulary 
to explain pain and fearing misinterpretation. This often 
led to under-treatment or inappropriate prescriptions. 
One said, “I don’t know the right words to explain my 
pain… sometimes I just say ‘it hurts everywhere.’” The 
difficulty increased emotional strain and discouraged re-
turn visits, especially among recent arrivals with limited 
English.

Financial limitations. High costs of medication, thera-
py, and transportation discouraged continuous care. Sev-
eral participants without private insurance or stable jobs 
described choosing between health and essential needs: 
“I had to choose between buying my medicine and pay-
ing rent.” Some stopped seeing specialists or abandoned 
recommended therapies due to cost. Those working part-
time or informally were especially vulnerable to these 
trade-offs.

Legal and immigration concerns. Fear about immigra-
tion status discouraged help-seeking. Participants with 
pending applications or precarious visas worried that 
hospital visits or medical records might affect their cas-
es: “I didn’t go to the hospital because I thought it might 
affect my immigration case.” This anxiety intensified de-
lays in diagnosis and treatment, particularly among those 
newer to Canada and unfamiliar with rights and health 
policies.

Systemic discrimination and stereotyping. Multiple 
participants recounted experiences where their pain was 
minimized or treated with suspicion. They felt labeled as 
exaggerating or drug-seeking, which was deeply hurtful 
and damaging to trust. “When I told the doctor I was 
in pain, he just looked at me like I was exaggerating.” 
These negative encounters discouraged follow-up and 
contributed to a sense of alienation from the system.

Navigational complexity. The structure of the health-
care system felt overwhelming—lengthy referrals, un-
clear paperwork, and lack of interpretation services 
made it difficult to move forward with care. “Everything 
is complicated—so many steps, and I get lost,” said one 
woman. These logistical hurdles reinforced feelings of 
helplessness and led some to rely more heavily on com-
munity and informal care networks.
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Category 3: Coping strategies and adaptations

Family and community networks. Participants relied 
heavily on trusted networks for advice, remedies, and 
emotional support. Shared cultural knowledge filled 
gaps left by formal care and created a sense of safety: 
“My aunt told me to drink turmeric milk every night—
it helps more than the pills.” While this built solidarity, 
it sometimes delayed medical evaluation or reinforced 
non-evidence-based approaches.

Religious and spiritual coping. Faith was described as an 
anchor for endurance and mental peace. Prayer, scripture lis-
tening, and religious gatherings offered calm and strength: 
“When I can’t sleep because of pain, I just listen to Quran 
recitations—it calms my mind.” For some, religious framing 
replaced clinical engagement, but for others it complement-
ed treatment by supporting psychological resilience.

Self-management and emotional regulation. Many de-
scribed carefully pacing activities, adjusting diets, exer-
cising gently, or distracting themselves with television, 
reading, or writing. Mothers often used emotional regu-
lation—crying in private, journaling—to shield family 
members from their distress: “I don’t want my children 
to see me upset, so I cry in the shower.” These practic-
es promoted daily functioning but sometimes masked 
symptom severity, delaying formal care.

Avoidance and social withdrawal. Some participants 
coped by retreating socially and reducing physical activ-
ity. While this initially protected against embarrassment 
or questions, it often deepened isolation and depression: 
“I stopped going out. I don’t want people asking what’s 
wrong with me.” Over time, avoidance created barri-
ers to reintegration into the community and formal care 
pathways.

Use of ethno-cultural and complementary care. Several 
participants turned to culturally familiar clinics, acu-
puncture, herbal therapy, or massage. They valued be-
ing “understood” and culturally safe: “There’s a Chinese 
clinic near my house—I feel more understood there.” 
This approach enhanced comfort and control but some-
times fragmented care when providers were not integrat-
ed into mainstream health systems.

Category 4: Experiences with healthcare providers

Communication gaps. Many encounters were marked 
by rushed consultations and poor listening, leaving par-
ticipants feeling invisible. “I tried to explain, but the doc-
tor kept interrupting me.” Such breakdowns amplified 

mistrust and discouraged follow-up, especially among 
those already struggling with language.

Stereotyping and bias. Participants described feeling 
profiled as drug-seeking or exaggerating pain. These 
perceptions were particularly painful for those who had 
delayed care out of fear: “They think we just want pain-
killers. I’m not a liar—I just want help.” Negative as-
sumptions undermined trust and reinforced avoidance.

Positive and empathic encounters. Despite challenges, 
some participants experienced deeply validating interac-
tions. Providers who showed patience, compassion, and 
curiosity transformed care experiences: “One nurse held 
my hand and said, ‘I believe you.’ That meant a lot.” 
These moments restored confidence and motivated con-
tinued engagement with the healthcare system.

Cultural competence gaps. Lack of awareness about 
cultural narratives of pain was common. Participants re-
ported awkward or insensitive questions about their be-
liefs or delays due to a misunderstanding of shame and 
stigma. Conversely, the use of interpreters and consistent 
providers improved understanding and trust.

Patient advocacy and self-empowerment. Several par-
ticipants adapted by preparing questions, bringing trust-
ed family members, or switching doctors until they felt 
heard: “I now write everything down before going—it 
helps me speak clearly.” While empowering, such advo-
cacy was exhausting and not feasible for everyone, par-
ticularly those with severe pain or limited support.

Discussion

This qualitative study explored the lived experiences 
of chronic pain management among immigrant adults in 
Richmond Hill, revealing four overarching categories: 
Cultural interpretations of pain, barriers to healthcare ac-
cess, coping strategies and adaptations, and experiences 
with healthcare providers. The findings show that chronic 
pain for immigrants is not merely a biomedical phenome-
non but a deeply contextual experience shaped by cultural 
meaning-making, systemic inequities, and personal narra-
tives. Extending prior work, our urban Canadian sample 
uniquely revealed how these cultural and systemic dynam-
ics converge within a highly diverse municipal context—
where 70% of residents identify as visible minorities—to 
produce both shared and locale-specific manifestations 
of chronic pain management. These results both confirm 
and expand prior research demonstrating the complex in-
terplay of cultural, psychological, and structural factors in 
immigrant pain management [5, 8, 9].
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Table 1. Themes, subthemes, and concepts extracted from semi-structured interviews

Category (Theme) Subcategory (Subtheme) Concepts (Open Codes)

1. Cultural interpretations 
of pain

Pain as a moral test Endurance as virtue, spiritual growth, punishment from God, 
moral lesson, character test

Expression norms Silence about pain, emotional restraint, fear of stigma, gender 
expectations

Family expectations Need to stay strong, caregiving roles, minimizing symptoms, 
avoiding burdening others

Traditional beliefs Energy blockages, hot-cold imbalance, karma, evil eye

Religious framing Divine will, prayer as treatment, suffering as redemption

Cultural mistrust of Western 
medicine

Distrust of prescriptions, unfamiliar terminology, belief in 
overdiagnosis

2. Barriers to healthcare 
access

Language difficulties Limited English vocabulary, misunderstanding doctors, fear of 
asking questions

Financial limitations Lack of insurance, cost of pain medications, choosing between 
essentials and healthcare

Legal/immigration concerns Insecure status, fear of seeking help, avoidance of formal systems

Systemic discrimination Feeling dismissed, perceived bias, culturally inappropriate care

Navigational challenges Complexity of system, lack of translators, unclear referrals

3. Coping strategies and 
adaptations

Informal support networks Talking to family, advice from ethnic community, shared remedies

Religious and spiritual practices Reciting verses, visiting places of worship, religious rituals, faith 
in healing

Self-management techniques Home remedies, pacing activities, dietary changes, distraction 
techniques

Avoidance and withdrawal Isolation, avoiding physical triggers, minimizing movement

emotional regulation Suppression of distress, crying in private, journaling, mindfulness

Seeking ethno-cultural alternatives Herbal medicine, acupuncture, cultural healers, ethnic 
pharmacies

4. Experiences with 
healthcare providers

Communication gaps Not being heard, rushed consultations, language barriers, unclear 
instructions

Perceived stereotyping Being labeled as exaggerating, assumptions about addiction, 
cultural generalizations

Positive encounters Being listened to, shared decision-making, provider empathy

Lack of cultural competence Inadequate knowledge of cultural values, insensitive questioning, 
disregard for context

Trust and rapport building Continuity of care, time spent with doctor, use of interpreters, 
empathy improves trust

Patient advocacy efforts Bringing a family member, preparing questions, changing doctors

Feelings of helplessness Hopelessness in system, confusion, emotional exhaustion

One of the most striking findings was the framing of 
chronic pain as a moral or spiritual test. Participants of-
ten constructed pain as divine punishment, purification, 
or trial, a view that helped them endure suffering but also 
delayed active help-seeking. Unlike prior studies limited 
to homogeneous cultural groups, this study illustrates 
how moral framings interact with multicultural iden-
tity negotiation in Canada’s pluralistic setting, blending 
faith-based endurance with pragmatic adaptation to sys-
temic constraints. This resonates with research on reli-

gious and metaphysical interpretations of pain among 
women from collectivist cultures [22, 23]. Gender norms 
strongly shaped expression: many women reported sup-
pressing emotional pain to maintain family stability 
and caregiving responsibilities, while men suppressed 
vulnerability to preserve a provider identity. These pat-
terns underscore a gendered moral economy of pain that, 
in our sample, intersected with migration experiences 
and role expectations more visibly than in prior work. 
Similar gendered dynamics have been noted in previous 
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work, where immigrant women internalize pain as part 
of resilience and moral obligation [5, 8]. These narra-
tives demonstrate how cultural scripts about strength and 
sacrifice can contribute to both coping and invisibility in 
healthcare.

Emotional restraint and self-silencing were prominent 
and echo literature linking cultural norms to delayed dis-
closure and psychological isolation [7, 24]. Participants 
described how family expectations reinforced stoicism 
and discouraged burdening loved ones, a dynamic ob-
served in other qualitative studies of immigrant women 
with chronic pain [22]. Traditional explanatory frame-
works—such as energy imbalance, the evil eye, or cold 
wind—provided coherence and comfort but sometimes 
clashed with biomedical reasoning [6, 10]. These find-
ings contribute novel evidence that, within multiethnic 
urban contexts, these traditional beliefs often coexist 
rather than compete with Western explanatory models—
producing hybrid coping logics that reflect simultaneous 
cultural preservation and acculturation. These beliefs can 
support resilience and agency, but when dismissed by 
providers, risk deepening mistrust and disengagement.

The study also revealed multiple, interwoven systemic 
barriers. Language difficulties repeatedly emerged as a 
primary obstacle, leading to misdiagnosis and communi-
cation breakdown, consistent with earlier findings link-
ing limited English proficiency to under-treatment [18, 
19]. Financial constraints restricted access to therapies 
and medications, particularly for those without private 
insurance—a pattern also identified in prior research on 
immigrant pain inequities [17, 25]. Additionally, legal 
and immigration-related anxieties deterred care-seeking 
for some participants, especially newcomers and those 
with uncertain status; this aligns with broader work 
linking precarious status to chronic pain burden [25]. 
Discrimination and stereotyping by providers—being 
seen as drug-seeking or exaggerating—exacerbated 
alienation and delayed care, confirming evidence of 
bias against racialized and immigrant patients [14, 19]. 
However, the present study extends this body of evi-
dence by showing how these systemic barriers operate 
cumulatively within a single locality, generating a feed-
back loop where institutional mistrust reinforces cultural 
silence, which in turn reproduces delayed care. Together, 
these factors illustrate how systemic barriers compound 
cultural reasons for silence, creating a cycle of delayed 
help-seeking and worsened outcomes.

Despite barriers, participants demonstrated remarkable 
resourcefulness. They relied on family networks, spiri-
tual practices, and ethno-cultural remedies to maintain 

control and emotional stability. These coping mecha-
nisms echo other qualitative reports describing religious 
frameworks as powerful tools for emotional regulation 
[12, 13]. However, dependence on these strategies some-
times resulted in reduced engagement with biomedical 
care, highlighting the need for culturally responsive edu-
cation about when formal intervention is necessary. Par-
ticipants also described self-regulation practices—mind-
fulness, journaling, pacing—which are consistent with 
therapeutic strategies used in acceptance and commit-
ment therapy (ACT) and mindfulness-based cognitive 
therapy [2, 13, 16]. By demonstrating how immigrants 
organically employ these techniques without formal 
training, this study identifies culturally grounded entry 
points for integrating mindfulness and acceptance-based 
interventions into community-level pain programs. 
These approaches supported psychological resilience 
even when physical pain remained, underscoring the im-
portance of integrating psychosocial skill-building into 
culturally tailored pain programs [23, 26].

Experiences with healthcare providers constituted a 
major axis of divergence between positive adaptation 
and systemic disengagement. Negative encounters—
characterized by stereotyping, rushed consultations, and 
cultural misunderstanding—paralleled findings from 
other studies showing systemic bias toward immigrant 
patients [17, 18]. Women, in particular, felt minimized 
or mischaracterized, reinforcing gendered vulnerabil-
ity previously documented [8, 22]. Conversely, posi-
tive, empathic encounters—where providers listened, 
acknowledged cultural beliefs, and maintained conti-
nuity—restored trust and encouraged re-engagement. 
Beyond reaffirming the need for cultural competence, 
our data suggest specific policy implications: in diverse 
locales such as Richmond Hill, healthcare institutions 
should adopt mandatory annual training modules on im-
migrant pain narratives, intercultural communication, 
and interpreter-mediated care. Embedding such continu-
ing education into licensing requirements could stan-
dardize empathy-based practice and reduce structural 
inequities in pain management. This reinforces calls for 
cross-cultural communication training and pain literacy 
among providers [4, 9]. When patients felt understood, 
adherence to treatment improved, and informal coping 
could be more safely integrated with biomedical care. 
In turn, these findings highlight the translational impor-
tance of coupling empathy training with structural sup-
ports—such as interpreter funding and culturally tailored 
pain education materials—to operationalize inclusion 
beyond individual goodwill.
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The COVID-19 pandemic magnified existing inequi-
ties, disrupting healthcare access and worsening psycho-
logical strain. Our participants’ narratives of postponed 
appointments, intensified symptoms, and increased re-
liance on informal support echo emerging evidence on 
pandemic-driven disparities in chronic pain care [20, 
21]. By situating these experiences within the broader 
context of migration-related stress and health system 
fragmentation, the study reveals how crisis conditions 
accentuate vulnerabilities unique to immigrant popula-
tions. These findings underscore that “universal” sys-
tems still leave immigrants vulnerable without targeted 
strategies addressing language, financial, and cultural 
barriers.

Conclusion

This study illuminates how chronic pain management 
among immigrant adults is profoundly shaped by the in-
terplay of cultural beliefs, systemic barriers, emotional 
coping strategies, and healthcare experiences. The find-
ings challenge the adequacy of a purely biomedical per-
spective and argue for approaches that honor personal 
narratives, cultural explanatory models, and social reali-
ties. Beyond local relevance, these findings also under-
score the potential for scalability—offering a foundation 
for developing national guidelines that adapt locally ef-
fective, culturally responsive pain management models 
into broader healthcare frameworks across Canada. By 
centering immigrants’ voices, this research contributes 
to a more inclusive understanding of chronic pain and 
calls for integrative, empathetic, and equitable care prac-
tices that are responsive to diverse cultural and migra-
tion-related contexts.

Several limitations should be acknowledged. First, the 
sample was restricted to immigrants residing in Rich-
mond Hill, an urban area with its own demographic pro-
file and healthcare infrastructure; therefore, the transfer-
ability of findings to rural settings or other urban centers 
with different cultural compositions may be limited. 
Second, although purposive sampling sought maximum 
variation, participants who volunteered might have been 
those more comfortable discussing pain and healthcare, 
introducing potential self-selection bias. Third, language 
barriers may have constrained the richness of some in-
terviews despite efforts to use accessible English and 
clarification techniques. Finally, the research team was 
composed of non-immigrant investigators; although re-
flexivity and peer debriefing were applied, some subtle 
cultural nuances may not have been fully captured.

To advance this field, future research should directly 
address the identified conceptual and temporal gaps. 
Specifically, to bridge the underexplored dimension of 
acculturation, scholars should prioritize longitudinal 
tracking of explanatory model shifts and coping adap-
tations across different migration phases. Comparative 
analyses with non-immigrant populations can further 
clarify how sociocultural integration shapes pain expres-
sion and healthcare engagement. In addition, mixed-
method approaches combining qualitative depth with 
quantitative mapping of acculturation trajectories help 
reveal the evolving interaction between belief systems, 
systemic adaptation, and clinical outcomes. Incorporat-
ing participatory and community-based methods—such 
as photovoice, narrative inquiry, or ethnographic obser-
vation—may yield deeper insight into the embodied and 
relational dimensions of pain. Finally, there is a critical 
need for intervention studies testing culturally adapted 
pain management programs that integrate traditional be-
lief systems, resilience-building skills, and community-
based support structures. Such interventions, if scaled 
through national policy frameworks, could inform equi-
table chronic pain strategies that reflect the lived diver-
sity of immigrant experiences.

Healthcare providers working with immigrant popula-
tions should be trained in culturally responsive care, with 
explicit attention to diverse pain expressions and tradi-
tional health frameworks. Routine use of medical inter-
preters, culturally tailored pain education, and collabora-
tive, patient-centered treatment planning should become 
standard. At the policy level, integrating these findings 
into national chronic pain action plans—through dedi-
cated funding for interpreter services, multicultural clini-
cal training, and community liaison roles—would help 
institutionalize culturally safe care. Policymakers should 
reduce systemic barriers—especially those related to 
language access, insurance gaps, and immigration-re-
lated fears—that discourage timely care-seeking. Inte-
grating mental health support into pain management is 
essential for addressing trauma, loss, and acculturation 
stress. Finally, healthcare systems should actively build 
trust through continuity of care, respectful communi-
cation, and recognition of patients’ cultural identities 
as valid frameworks for understanding and addressing 
chronic pain.
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