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Pain is considered as a bio-psycho-social 
experience and is given meaning both by 
the sufferer and society. Culture is a 
framework in which a human being lives 
that directs their behaviour. Culture gives 
people a sense of belonging and identity; 
meaning and purpose to their life. It is not 
religion, ethnic group, social class, gender, 
age, place of birth job or place of residence 
but it may involve some or all of these. Not 
everyone in a particular culture conforms to 
the behaviors and beliefs of that culture. 
But knowledge of a culture may help to 
understand the behaviour of the individual.   
Knowing about our own culture helps us to 
understand our own attitude to pain. An 
individual may belong to more than one 
culture.   
    
Pain is expressed in a range of behaviours 
from stoic to expressive. Do we as a 
medical/nursing culture treat stoical people 
differently to those who are expressive? 
Culture includes gender, religion, tribe, age 
and beliefs. 
 
Gender 
2008 was the IASP year of pain in women 
(1,2). Little research has been done on this 
subject. Seventy nine percent of pain 
studies involve only male animals and male 
subjects (3). In the central nervous system 
Mu receptor activation is dependent on 
estrogen. In low and rapidly changing 
estrogen states endogenous opioid tone is 
reduced with a hyperalgesic response (4,5). 
This might explain the high incident of pain 
states in women (6). Oestrogen increases 
Mu receptor activity, bone deposition and 
muscle mass following disuse. Progesterone 

causes sedation, analgesia, anti-
inflammation, smooth muscle relaxation 
and vasodilatation. Testosterone produces 
analgesia, and modulates the endogenous 
opioids.    
 
14-24% of women suffer from pelvic pain. 
Possible causes are endometriosis, chronic 
infection, interstitial cystitis and pudendal 
neuralgia, but many have an unknown 
cause. Men also have specific pains from 
prostate, testes, and post vasectomy. 
Hispanic women in the USA endure pain 
because of gender roles. Their family is 
given a higher priority than their pain. They 
are under-medicated for their pain. They 
endure pain and poor treatment (7). Greek 
women experience a lack of self worth with 
the menopause and are affected by a link 
between relationships and the menopause 
(8). They use many non-medical theories 
about their bodies and rely on traditional 
therapies without telling their doctor. 
Irritable bowel syndrome is more common 
in western than non-western women. 
Women think that body functions are 
something to be kept private and bowel 
function is a source of shame (9). Somali 
women consider that they should not 
complain of pain and Somali men are 
expected to be more stoical than their 
women (10).     
 
Religion  
Many Ugandan victims of war became born 
again Christians. This orientated them 
towards the future and away from the past. 
The church became a space to express 
suffering and not remain silent. A sense of 
trust was restored. There were many 
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similarities between this church based 
“therapy” and western post trauma 
therapies (11). After hurricane Floyd in the 
USA both somatic and stress related 
symptoms were identified. European-
Americans made a distinction between the 
two but got little benefit from support 
groups for their stress related symptoms. 
Afro-Americans sought and got help for 
both types of symptoms from the Baptist 
clergy (12).  
 
Tribe   
The “bles” only affects Creole-speaking 
Caribbean island children (13). It can be 
caused by a fall, shock or exertion. Only a 
medicine man can detect it and can cure it.   
 
Age 
Many older people are resigned to their 
condition and reluctant to express 
themselves for fear of being a burden (14). 
In the elderly, brain changes make them 
less able to cope with stress. Drug 
elimination is delayed due to reduced renal 
and hepatic function. Disability is driven by 
fear avoidance beliefs and depression.       
 
Children 
Children are given very little analgesia due 
to the idea that children do not feel pain, 
there are dangers in giving analgesics to 
children and assessment is based more on 
behaviour than on scores.  
A detailed evidence base and guidance on 
pain relief in children is available at 
www.anzca.edu.ac and 
www.rcoa.ac.uk/apagbi     
 
Medical culture affects attitudes to 
treatments and expectation of recovery. Our 
medical culture accepts what drug 
companies tell us. We do not examine 
critically if there is any clinical basis for a 
difference between COX inhibitors or 
between different opioid drugs. We do not 
question how antidepressants compare with 
a placebo. Each county seems to have a 
culture for their preferred treatment; USA 
an injection; UK tablets, Europe 
suppositories     
Cultural attitude can be changed. 
Buckbinder co-coordinated a                                           
public health campaign to reduce the time 
of work due to back pain in Australia (15, 

16). Up to ten years ago it was considered 
desirable to operate on most back pain. 
Evidence has shown that the results of an 
operation were the same as no operation at 
fours years later. The public campaign 
reduced the number of days lost off work 
due to back pain.  
 
I would suggest that we should consider 
pain as a bio-psycho-cultural experience.   
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Applications are hereby called for the “B. S. Perera Oration”, to be held on the 22nd  January 
2011 at the 27th  Annual Scientific Sessions of the college. 
 
Terms and Conditions for the Oration. 

1. Five copies of the entire oration should be sent before 31st October 2010 to The 
Secretary, College of Anaesthesiologists of Sri Lanka and there should not be any 
substantial alteration in the text when the lecture is finally delivered. 

2. The lectureship is open to all members of the College of Anaesthesiologists. 
3. Five copies of a brief resume of the salient points of the paper should also be submitted 

indicating any contribution to further advances in knowledge of the subject. 
4. The lecture should preferably not exceed 45 minutes. 
5. A committee of five will be nominated by the council to scrutinize papers submitted and 

to select a suitable candidate. This committee of five shall award the lectureship.  
6. The lecture should be related to anaesthesia and intensive care and should be based on 

the original work of the lecturer. 
7. In the event of the committee being unable to select a lecturer from the applicants, they 

may invite a lecturer of international repute to deliver the lecture ship. 
8. The honorium may be in the form of a gold medal. 
9. Press should not be invited and photographs and accounts of the lecture should not be 

published in the Newspapers, without the permission of the College Council. 
10. Copyright of the oration belongs to the College of Anaesthesiologists of Sri Lanka. 
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