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ABSTRACT:

Pain is a major public health issue throughout the world and represents a major clinical,
social and economic problem. A single centre prospective, observational study was done at
Apollo hospitals, Jubilee hills, Hyderabad for a period of 6 months. A total of 121 patients
were considered of the age group (18-80) years with complaints of pain admitted in intensive
care units (ICU) of neurology, general medicine and surgery. The cases were observed for
types of pain which was observed to be as nociceptive pain, the most common. The pain
medications prescribed consisted of opioids and non-opioids depending on the severity of
pain. In sedated patients, Fentanyl was commonly prescribed and in non-sedated patients
Tramadol was the drug of choice to relive pain. The routes of administration considered were
mostly intravenous (IV), oral, transdermal and infusion. Pain is a very subjective perception
which varies from person to person. Also considering that the opioids have many side effects,
it is important to prescribe medications by assessing the patient’s pain severity appropriately

in order to avoid any untoward reactions.
Keywords: Pain, opioids, non-opioids, medications.

1. INTRODUCTION

Pain is amajor public health issue in the world. It represents
a major clinical, social and economic problem [1]. The
Veterans Health Administration recognized the value of pain
management approach and included pain as the 5th Vita
Sign in their national pain management strategy [2].
According to The International Association for the Study of
Pain (IASP), Pain is defined as an unpleasant sensory and
emotional experience associated with actual or potential
tissue damage or described in terms of such damage. Pain is
an individual and subjective experience modulated by
physiological, psychological and environmental factors such
as previous events, culture, prognosis, coping strategies, fear
and anxiety. So, health professionals rely on the patient’s
own description of the type, timing and location of pain[3].
1.1. Epidemiology: It is estimated that up to 50% of
Americans experience chronic pain or intermittent repeating
pain during their lifetime. According to the National
Ambulatory Medical Care Survey pain complaints account
for more than 40% of al symptoms related to outpatient
visits or over 100 million ambulatory encounters in the USA
aone each year [4]. Low Back Pain accounts for one-fifth
of visits to medical clinics and is second only to upper
respiratory illness as a symptom-related reason for a
visit.t Up to 75% of patients with advanced cancer
report being in pain[5].
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Importance of controlling pain: Inadequately managed pain
can lead to adverse physical and psychological patient
outcomes for individual patients and their families[6].

1.2. Under-treatment of pain: The under-treatment of pain
was first documented in a landmark study by Marks and
Sachar in 1973. These researchers found that 73% of
hospitalized medical patients had moderate to severe pain.
Thirty years later in 2003, Apfelbaum and others found that
80 percent of surgical patients experienced acute pain after
surgery and 86 percent of those had moderate to extreme
pain [6]. Underassessment of pain is a maor cause of
inadequate pain management. In fact, the most common
reason for the under-treatment of pain in hospitas is
the failure of clinicians to assess pain. This situation
has prompted recent efforts to raise clinicians’
awareness of the importance of pain assessment [7].
Hence, the inability of intensive-care unit (ICU) patients
to report pain because of mechanica ventilation,
concomitant use of sedatives, or as a consequence of
loss of consciousness should not preclude pain control [8].
1.3. Types of Pain

1) Acute Pain: It is usually transient in nature lasting
for severa minutes to several daysand caused by tissue
damage associating with some degree of inflammation

3.
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2) Chronic Pain: Persists for at least 3 months and
occurs in association with a non-healing lesion, or pain
that recurs frequently over a period of months[9].

3) Mixed: This involves both Nociceptive and Neuropathic
types of pains[3].

1.4. Treatment:

Non-Pharmacological Treatment: It is defined as
‘therapies that do not involve taking medicines or any other
active substances. They refer to non-medicina measures
used in common practice by clinicians (e.g. breathing
exercises, massage and positioning and music therapy. Some
researchers have divided non-pharmacological interventions
into five categories: (a) cognitive-behavioural, (b) physical,
(c) emotional support, (d) helping with activities of daily
living and (€) creating a comfortable environment [10].
Pharmacological Treatment: An initiadl comprehensive
assessment of each individual case may help design a
tallored treatment plan that balances effective
pharmacological treatment for both addiction and pain [4].
1.5. Non-Opioids: The long-term trajectory of chronic pain
that may have promoted the development of opioid addiction
can be prognostically improved if nonopioid agents are
effectively used early in treatment. Some of these
medications can be utilized for breakthrough pain,
hyperalgesic rescue or as an adjunct to opioid treatment.
Most studies support adjunctive medication usage in both
neuropathic and fibromyalgic pain. Examples of drugs
include: Non-steroidal anti-inflammatory drugs NSAID’s are
effective for mild pain, especially pain with an inflammatory
component [5]. Anti-convulsants: Gabapentin was found to
be useful in the treatment of neuropathic pain. Pregabalin
became the first FDA- approved drug for the treatment of
fibromyalgia in June 2007. Pregabalin has been found to be
effective in both neuropathic pain and fibromyalgia
[4]. Carbamazapine has some efficacy in neuropathic pain
such as trigeminal neuralgia and diabetic neuropathy [5].
1.6. Opioids: The term opioid refers to all compounds that
bind to opiate receptors [9]. Morphine is a natural product
that produces effective analgesia following multiple routes
of administration. Other Opioids to be named are: codeine,
Fentanyl, Tramadol, Buprenorphine, methadone etc. So, this
study focuses on to analyze the various types of pain
observed in the hospital setting and the management
practices followed.

2.METHOD
Study Methodology: It is a single centre, prospective,
observational study conducted at Apollo Hospitals, Jubilee
hills, Hyderabad for a period of 6 months. The selected
patients included in the age group of 18-80 years admitted to
in-patient departments with complaints of pain. Data was
collected from intensive care units (ICU) of neurology,
general medicine and surgery. Patients with cancer pain,
pediatrics, pregnant women and lactating mothers, self harm
admissions were excluded from the study. A total of 121
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cases were collected out of which 60 sedated patients and 61
non-sedated patients. A data collection form (DCF) was
designed to collect the demographic details of the patient.
Data handling and management: Data collection form was
enclosed. MS Excel format was used for collecting data.
Patients were assigned a specific case number along with
their initials and only this was used while collecting relevant
information.  Strict privacy and confidentiality was
maintained during data collection.

Study assessment/method: The subject’s pain was assessed
and documented by the nurses. Pain assessment scores were
given by noticing al clinical and medical situations of the
patient. Thiswas done in sedated & non sedated patients.
Results and statistics. Descriptive statistics was used for data
analysis.

Ethics approval: Study was initiated after the approval from
the ethics committee.

3. RESULTSAND DISCUSSION
A total of 121 cases were collected in this study. Out of
which in 61 non-sedated patients maximum were males of
(44 cases, 72%) and (17 cases, 28%) were female patients.
In 60 sedated patients (30 cases, 50%) were males and other
(30 cases, 50%) were femaes. The majority of patients
(55%, 33 cases) sedated and (31%, 19 cases) non-sedated
belonged to the age group (54-71) years among the 121
cases collected.
It was observed that among non-sedated cases maximum
patients were from medical wards (51 cases, 83%), followed
by patients from neurological ICU (4 cases, 6%), surgical
ICU (3 cases, 5%), medical 1CU (2 cases, 3%) and cardiac
ICU (1 case, 2%). Among sedated cases maximum patients
belonged to surgical ICU (21 cases, 35%), neurological ICU
(17 cases, 28%), medical 1CU (10 cases, 17%), cardiac ICU
(8 cases, 13%) and medical wards (4 cases, 7%). Among all
the cases the most common type of pain observed was
nociceptive pain (63%) in sedated patients and 41% in non-
sedated patients as seen in Table-1.
Table 1: Typesof Pain

Types of [Sedated Percentage | Non-Sedated [Percentage  of]

Pains cases(N=60) [of  Sedatedcases(N=61) [Non-Sedated
cases cases(N=61)

Chronic 4 7% 16 26%

Pain

Nociceptive (38 63% 25 41%

Pain

Neuropathic (18 30% 20 33%

Pain

The various opioids, non-opioids used in non-sedated
patients are listed below. A total of 40 cases were observed
with opioid usage for treatment of pain. The commonly used
opioid was found to be Tramadol (31 cases, 77%), Fentanyl
(8 cases, 20%) and buprenorphine (1case, 3%). The different
routes of administration used for treating pain were
intravenous (1V), transdermal, oral. The non- opioids
prescribed were in a total of 120 cases. Out of these (61
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cases, 50%) paracetamol, (3lcases, 25%) diclofenac,
(14cases, 11%) pregabalin and remaining (14 cases, 11%)
prescribed consisted of aceclofenac, naproxen, gabapentin,
(hyoscine+ mefanemic acid). The different routes of
administration used for treating pain were intravenous (1V),
transdermal, infusion. In sedated patients a total of 85 cases
consisted of opioid prescriptions such as Fentanyl is (60
cases, 70%); Tramadol (4 cases, 29%) and least with 1 case
of pethidine. The different routes of administration used for
treating pain were intravenous (IV), transdermal, oral. This
study was in co-relation with a study which showed opioids
to be better in aleviating or eliminating pain [11].The non-
opiods prescribed were in 76 cases, out of which maximum
cases of paracetamol (61 cases, 80%); diclofenac (8 cases,
10%); pregabalin (4cases, 6%); gabapentin (2 cases, 3%) and
aceclofenac (1case, 1%). A pain severity score scale was
taken into consideration while prescribing the medications
for pain trestment with suitable doses. The scade was
denoted as: Mild pain (1-3) score, moderate pain (4-6) and
severe pain (7-10 or above). So, in non sedated patients the
opiods and non-opioids prescribed as per severity score scale
is shown in table 2 and for sedated patients it can be seenin
table 3.

Table 2: Opioid and non-opioid medications (Non-sedated cases)
prescribed as per pain severity score scale.
Pain SeverityOpioid medications
Score Scale
Mild (1-3)

Non-opioid medications

Fentanyl, 25 mcg, 1V, bid  |Diclofenac, 75mg, oral,
Tramadol, 50 mg, IV, od  |bid

Paracetamol, 650mg, oral,
bid

Pregabalin, 75mg, oral, od
IAcecofenac, 100mg, oral,
bid

Tramadol, 100 mg, IV, bid |----

Hyoscine, 20mg, IV, bid
Gabapentin, 100mg, oralf-----
od

Moderate (4-6)

Severe (7-10)

Paracetamol, 1gm,IV, tid

Table 3: Opioid and non-opioid medications (Non-sedated cases)
prescribed as per pain severity score scale.

Pain  Severity | Opioid medications Non-opioid

Score Scale medications

Mild (1-3) Fentanyl, 25 mcg, | Paracetamol,  650mg,
transdermal  patch, 3 | oral, bid
days. Pregabalin, 75mg, oral,
Fentanyl, 100 mcg, 1V, | bid
bid Gabapentin, 300mg,
Tramadol, 50 mg, 1V, od oral, bid

Moderate (4-6) Tramadol, 50 mg, IV, tid | Paracetamol, 1gm, IV,
tid
Diclofenac, 75mg, IV,
bid
Piracetam, 3gm, IV, tid.

Hence, it was observed that based on the pain severity the
appropriate pain medications were prescribed as per dose-
escalations when pain was severe.

To obtain better pain control a combination of pain
medications along with physical therapies can be taken along
with physical therapies can be taken into consideration such
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as thermotherapy (heat), cryotherapy (ice), massages,
medicinal extracts and other physiotherapies. These methods
when used in appropriate manner, may improve life and
mobility of some patients.

4. CONCLUSION

The experience of pain is a highly complex phenomenon
with physical, behavioural, cognitive, emotional, spiritual,
and interpersonal aspects. This multidimensional nature of
pain must be acknowledged in the assessment and
management of patients [12]. Pharmacotherapy should
aways be selected as per individual requirements because all
patients don’t show same outcome from pain medications.
The choice of drug must be based on appropriate diagnosis.
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