
A RANDOMISED CONTROLLED TRIAL 
OF THE EFFECT OF DISPLAYED PAIN SCORE 

ON ANALGESIC ADMINISTRATION 
IN ADULT TRAUMA PATIENTS 

AT THE EMERGENCY DEPARTMENT 
OF KUALA LUMPUR HOSPITAL 

by 

DR. CECILIA ANTHONYSAMY 

Dissertation Submitted In 
Partial Fulfillment Of The 

Requirement For The 
Degree Of Master Of Medicine 
(EMERGENCY MEDICINE) 

UNIVERSITI SAINS MALAYSIA 
MAY 2008 



ACKNOWLEDGEMENTS 

I would like to extend my sincere thanks to my supervisor Dr. Nik Hisamuddin Nik 

Abd. Rahman for his guidance throughout the study, Dr. Rashidi Ahmad for his 

assistance with initial conceptualization and Prof Syed Hatim for guidance on 

methodology and final analysis. A very big thank you to Dr Wan Mohd Zahiruddin Wan 

Mohammad for his generous assistance with data analysis. I am very grateful to Dr. 

Mary Cardosa for her comments on the final script and for permission to use the NRS 

ruler from Selayang Hospital. 

This thesis would not have been possible without the help of t~e paramedics in the 

treatment room and triage in Kuala Lumpur Hospital. Without hesitation, they assisted in 

data collection, especially the recording of the time analgesics was given . A big thank 

you to these wonderful people. 

To my mother, and two sisters Jecintha and Angela, who supported me and helped me 

sustain my sanity throughout the tedious data collection and entry, and final write up, 

you are all my heroes. Cubha and Dr Law in Mardi and UPM who assisted me in my 

initial struggle with the SPSS data analysis, thank you for the confidence that you gave 

me. Kogi and Dr Chew Keng Seng, thank you for your prompting and advice. 

I will not forget Shah my friend for his encouragement and assistance always in 

everything I do. I would not have made it through my four years here without you. 

ii 



TABLE OF CONTENTS 
. ·" 

1. Introduction ...................................................................................... 1 

2. Literature Review .............................................................................. 3 

2.1 Definition of Pain ...................................................................... 3 

2.2 The Understanding of Pain In Clinical Practice ................................... 3 

2.3 Pathophysiology of Pain ............................................................ 3 

2.4 How common is the Presentation ofPain in Emergency Department ? ........ .4 

2.5 Evidence ofUnder Treatment ofPain .............................................. 5 

2.6 Differe.nce in the Perception ofPain among Patients and Physician ........ 6 

2.7 Reasons for Oligoanalgesia ........................................................... 7 

2.8 Changes in Approach to Pain Management ......................................... 8 

2.9 Pain Assessment Tools ................................................................ 8 

2.10 The Numerical Rating Scale (NRS) is Better in Trauma Patients ............ 1 0 

2.11 Pain Assessment Improves Pain Management .................................. 11 

2.12 The Need for this Study ............................................................. 13 

3. Objectives ...................................................................................... 16 

3 .I Aim of Study .......................................................................... 16 

3.2 General Objectives ................................................................... 16 

3.3 Specific Objectives ................................................................... 16 

3.4 Research Question ................................................................... l7 . 
3.5 Hypo"thesis ............................................................................ 17 

3.6 Outcome ................................................................................ l7 

l1l 



4. Methodology ................ · ................................................................... 18 

4.1 Research Design ................. : .................................................... 18 

4.1.0 Flow Chart .................................................................. 19 

4.1.1 Venue ........................................................................ 20 

4.1.2 Time Frame ................................................................. 20 

4.1.3 Approval .................................................................... 20 

4.2 In.clusion Criteria ................................................................... 21 

4.3 Exclusion Criteria .................................................................. 21 

4.4 Deft.nition of Terms ................................................................. 22 

4.4.1 Pain .......................................................................... 22 

4.4.2 Acute Pain .................................................................. 22 

4.4.3 Triage ....................................................................... 22 

4.4.4 Numerical Rating Scale ( NRS ) ....................................... 22 

4.4.5 Patients' Self Assessment ofPain ....................................... 23 

4.4.6 Display ...................................................................... 23 

4.4. 7 Analgesic Administration ................................................ 24 

4.4.8 Time from Triage ......................................................... 24 

4.4.9 Time from Consultation .................................................. 24 

4.5 Smnple Size .......................................................................... 24 

4.6 Ran.domisation ...................................................................... 24 

4.7 Consent .................................................................. · ...... , .. · .... 25 

4.8 Sampling ............................................................................. 25 

4.9 Da1:a. Collection ..........................•......•......................•............ 26 

lV 



4.10 Research Tools .And Mode of Data Collection .................................... 26 

4.1 0.1 Tools For Data Collection ................................................ 26 

4.1 0.2 Mode Of Data Collection ................................................ 27 

4.11 Data Entry And Analysis .......................................................... 29 

5. Results ....................................................................................... 30 

5.1 Demogra.phic Da'ta... . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3 0 

5 .1.1 Gender ......................................................................... 31 

5 .1.2 Age . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3 2 

5.1.3 Occupation ................................................................ 33 

5.1.4 Education Level. ........................................................ 34 

5.1.5 Income Level .............................................................. 35 

5.1.6 Etlm.icity .................................................................... 36 

5.2 Baseline Characteristics {Related to Trauma ) ..................................... 37 

5.2.1 Trauma and Mechanism of lnjury ....................................... 37 

5.2.2 Trauma an.d Diag11osis .................................................... 38 

5.2.3 Prior An-algesic ............................................................. 39 

5.2.4 Heart Rate .................................................................. 39 

5.2.5 Summary of Demographic Data and Baseline Characteristics ..... 40 

5.3 In.tervention: Pain Score ............................................................ 41 

5.3 .I Mean Pain Score .......................................................... 41 

5.3.2 Pain Score Categorised as Mild, Moderate and Severe ............... 42 

5.4 Intervention: Pain Score in Trial and Control Sample ....................... 43 

5. 5 Diag11osis and Severity of Pain .................................................... 44 

v 



5.6 Displayed Pain Score and Receiving Parenteral Analgesic ................. .45 

5.6.1 Parenteral Analgesic i~ Trial verses Control sample ................ .46 

5.6.2 Severity of Pain and Receiving Analgesic (Trial Sample) ......... .47 

5.6.3 Severity of Pain and Receiving Analgesic(Control Sample) ......... 48 

5.6.4 Confounder Effect of Pain Severity .................................... 49 

5. 7 Timing to Analgesic from Triage ..................................................... 52 

5.7.1 Timing to Analgesic when Pain Score was displayed .............. 52 

5.7.2 Timing to Analgesic when Pain Score was not displayed ......... 53 

5.7.3 Pain Score and Timing to Analgesic .................................... 54 

5.7.4 Timing to Analgesic in Trial verse Control Sample ................ 55 

5.8 Timing from Consultation to Analgesic ....................................... 57 

6. Discussion .................................................................................. . 59 

6.1 ln1:roduction ......................................................................... 59 

6.2 Demographic Distribution ....................................................... 59 

6.2.1 Gender ..................................................................... 60 

6.2.2 Age .......................................................................... 60 

6.2.3 Socioeconomic Background ............................................. 60 

6.2.4 Etlmicity ............................................................. ~~~~~~·~~ 61 

6.3 Baseline Characteristics (Related to Trauma) ................................... 62 

6.4 Results of Intervention ..... ~~~~~~ ............................. ~~~~~~.~~.~~ .. ~~~~~~ ............ 63 

6.4.1 Pain Score .............................................. · ... · .... ··· ... ··· ... 63 

6 4 2 Analgesic Administration ... .................................. ~~ ....... .. 63 . . 
6.4.3 Analgesic Administration Between Trial and Control Group ...... 64 

vi 



6.5 Severity of Pain and Analgesic Administration ............................... 65 

6.6 Confounder effect of SeveritY of Pain ............................................ 67 

6.7 Timing to Analgesic Administration ........................................... 69 

6.7.1 Timing to Analgesic in Trial verses Control Group ................. 70 

6.7.2 Severity of Pain and Timing to Analgesic ............................ 71 

6. 7.3 Timing to Analgesic Compared to Guidelines ..................... 72 

6. 7.4 Timing from Consultation to Analgesic .............................. 72 

6. 7.5 Correlation of Displayed Pain Score and Timing to Analgesic ... 73 

6.8 Reasons for the Delayed Timing to Analgesic ................................ 73 

6. 9 Analysis: Documentation ofPain Assessment and Analgesic ............. 75 

6.9.1 Underestimation ofthe Weight of the Patients Assessment ........ 76 

6.9.2 Need for Physicians to Accept Patients Pain Assessment. ......... 77 

7. Limi'tations ................................................................................. 79 

8. SummafY' .............•.......•..•........••.•..........•....•...........•••.•....•.......... 81 

9. Conclusion .... .............................................................................. 82 

10. Recommendation ........................................................................... 82 

Bibliography ....................................... ,.,,, ............................ ~ .............................. 83 

Appendices 

Appendix A Data Collection Sheet 

Appendix B Questionaire for Paramedic 

Appendix C Borang Maklumat Pesakit 

Appendix D Patient Information Leaflet 

.. 
Vll 



LIST OF ABBREVIATIONS 

AHCPR 

ED 

HKL 

HR 

HUKM 

HUSM 

JCAHO 

Min 

Max 

NRS 

PEMI 

STI 

us 

VAS 

Agency for Health Care Policy and Research in US 

Emergency Department 

Kuala Lumpur Hospital 

Heart Rate 

Hospital University Kebangsaan Malaysia 

Hospital University Sains Malaysia 

Joint Commission on Accreditation ofHealthcare Organisation 

Minimum 

Maximum 

Numerical Rating Scale 

Pain and Emergency Medicine Initiative 

Soft Tissue Injury 

United States 

Visual Analog Score 

viii 



LIST OF TABLES 

Table 5.1 Demographic Characteristics showing Range of Ages 

Table 5. 2 Income Level per Month 

Table 5.3 Percentage who Received Prior Analgesics 

Table 5.4 Heart Rate in Trial and Control sample 

Table 5.5 Summary of Demographic Data and Baseline Characteristics 

Table 5.6 Severity of Pain in Trial verses Control Sample 

Table 5.7 Percentage Receiving Analgesics based on Severity of 
Pain in Trial verses Control group 

Table 5.8 Results of stratified categorical analysis using chi-square ofthe 
association between displayed pain score and analgesics administration 
across different severity of pain . 

Table 5.9 Results of Mantel Haenszel combined odd ratio 

Table 5.10 Analysis ofTiming from triage to Analgesics using ANOVA 

Table 5.11 Analysis ofTiming from Triage to Analgesics by Displayed 
Stratified Pain Score using ANOV A 

ix 



LIST OF FIGURES 

Figure 1.1 Techniques of Three Pain Rating Scales 

Figure 1.2 Visual Analog Scale 

Figure 4.1 Flowchart 

Figure 5.1 Pie Chart showing Gender Distribution 

Figure 5.2 Pie Chart showing Occupational Groups 

Figure 5.3 Pie Chart showing Education Level 

Figure 5.4 Pie Chart Showing Characteristics ofEthnicity 

Figure 5.5 Bar Chart showing Mechanism of Injury in Trial and Control sample 

Figure 5.6 Bar Chart showing Diagnosis in Trial and Control sample 

Figure 5.7 Histogram showing frequency ofPain Score 

Figure 5.8 Bar Chart showing percentage of Minimal, Moderate and Severe Pain 

Figure 5.9 Bar Chart showing Severity of Pain in Different Diagnosis 

Figure 5.10 Pie Chart showing percentage who received Parenteral Analgesic 

Figure 5.11 Bar chart showing percentage who Received Parenteral Analgesic in 
Trial verses Control sample 

Figure 5.12 Bar Chart showing percentage Receiving Analgesic when Pain Score 
Was Displayed 

Figure 5.13 Bar Chart showing percentage Receiving Analgesic when Pain Score was 
not Displayed 

Figure 5.14 Histogram showing frequency for timing from Triage to Analgesic when 
Pain Score Displayed 

Figure 5.15 Histogram showing timing from Triage to Analgesic when Pain Score Not 
Displayed 

Figure 5.16 Scatter Plot showing Timing from Triage to Parenteral Analgesic 

X 



Figure 5.17 Histogram showing Timing from Consultation to Analgesic when Pain Score 
was Displayed · ..... 

Figure 5.18 · Histogram showing Timing from Consultation to Analgesic when pain score 
was not displayed 

XI 



ABSTRAK 
' ,,· 

Kajian mengenai Kesan Mempaparkan Tahap Kesakitan ke atas Penggunaan 

Ubat Penahan Sakit di kalangan Orang Dewasa yang mengalami Trauma di 

Jabatan Kecemasan Hospital Kuala Lumpur. 

PENGENALAN 

Rasa kesakitan kerap dia1ami oleh pesakit yang mengalami trauma yang mendapat 

rawatan di jabatan kecemasan. Namum hanya 38 % daripada mereka mendapat ubat 

penahan kesakitan (Silka et a/., 2004). Rawatan rasa sakit kurang diberi kepentingan 

dibandingkan dengan diagnosis dan rawatan penyakit yang khusus. Bagaimanapun tugas 

utama seorang doktor adalah untuk merawat dan mengurangkan penderitaan pesakit. 

Badan JCAHO telah mensyorkan skala kesakitan pesakit diukur dan ditandakan apabila 

pesakit sampai di triage. Ini adalah untuk meningkatkan mutu perawatan kesakitan 

pesakit. 

OBJEKTIF KAJIAN 

Kajian ini bertujuan untuk menentukan sama ada penilaian tahap kesakitan, 
. 

yang dibuat oleh pesakit sendiri dan dipaparkan dengan jelas untuk dilihat oleh pegawai 

perubatan, mempengaruhi penggunaan ubat penahan sakit semasa berada di dalam 

jabatan kecemasan. 
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KAEDAH 

Kajian iill dilakukan mengikut kaedah ujian rawak terkawal (randomized control 

trial). Seramai 200 pesakit telah dimasukkan ke dalam kajian ini. Mereka yang 

menyertru kajian ini adalah pesakit trauma yang datang ke triage sekunder dan dirawat di 

zon hijau di Jabatan Kecemasan Hospital Kuala Lumpur. Hanya pesakit yang sedar 

sepenuhnya dimasukkan dalam kajian. Skala rasa sakit telah diukur untuk semua pesakit 

dengan menggunakan skala pengukuran bemombor. Separuh darinya telah dipaparkan 

dan separuh lagi tidak dipaparkan mengikut randomisasi. Hasil yang diukur adalah 

peratusan pesakit yang menerima ubat penahan sakit dan jangka masa dari triage hingga 

menerima ubat menahan sakit . 

KEPUTUSAN 

Purata ukuran skala rasa sakit adalah 5.7. 15 % mengalami sakit sedikit, 48 % 

sakit sederhana dan 37% sakit yang kuat. 26.5% (53) pesakit menerima ubat penahan 

sakit. Tidak ada perbezaan yang ketara diantara peratus yang menerima ubat penahan 

sakit apabila skala kesakitan dipaparkan, 29.7% berbandingk~ 23.2% bila skala rasa 

sakit tidak dipaparkan. nila p ialah 0.3 mengikut ujian chi-square. Tahap kesakitan yang 

berbeza mempunyai hubungan yang ketara dengan menerima ubat penahan sakit. 

(p=0.007). Tahap kesakitan ini tidak mempengaruhi hubungan skala rasa sakit dan 

peratusan menerima ubat penahan sakit . Purata masa dari triage hingga menerima ubat 

penahan sakit adalah 81.3 minit apabila skala rasa sakit dipaparkan dan 88.7 minit 

... 
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apabila skala rasa sakit tidak dipaparkan. Jangka masa untuk. menerima ubat penahan 
.. ,. 

sakit tidak ada hubungan dengan skala rasa sakit. 

KESIMPULAN 

Mempaparkan skala rasa sakit sahaja tidak mungkin cukup untuk meningkatkan 

mutu perkhidmatan pemberian ubat penahan sakit di jabatan kecemasan. 
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ABSTRACT 

A Randomised Controlled Trial of the Effect of Displayed Pain Score on Analgesic 

Administration in Adult Trauma Patients at the Emergency Department of Kuala 

Lumpur Hospital. 

INTRODUCTION 

Pain is a common symptom experienced by trawna patients presenting to 

emergency departments. Yet only 38% of patients evaluated for major trawna received 

analgesic (Silka eta/., 2004). The management of pain is often regarded as less important 

compared to arriving at diagnosis and treatment proper. Yet a physician's primary duty is 

to comfort, manage and reduce the suffering of a patient. Documentation of patient's 

pain score at triage has been recommended by JCAHO as a tool towards improving 

pain management in the ED . 

STUDY OBJECTIVE 

The objective of this study was to determine the effect of documentation and 

display of patients' self assessment of pain using numerical rating scale (NRS) on 

analgesic use among adult trauma patients at the emergency department af Kuala 

Lumpur Hospital. 
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METHOD 

A randomized control trial was conducted recruiting 200 trauma patients who 

presented to the secondary triage and treated in the green zone of the emergency 

department in Kuala Lumpur Hospital. Only patients who had GCS of 15/15 were 

included. Convenient sampling was used. Pain score was done using NRS for all 

patients. They were randomized to have the pain score either displayed prominently in 

the trial group or not displayed in the control. Outcome measured were proportion of 

patients receiving analgesic and timing from triage to analgesic administration. 

RESULTS 

The mean pain score was 5. 7. 15 % of patients had mild pain, 48 % had 

moderate pain and 37% had severe pain. 26.5% (53) patients received analgesics. There 

was no significant difference in the proportion of patients, 29.7 % receiving analgesic 

when pain score was displayed, compared to 23.2 % when pain score was not displayed. 

p value was 0.3 by chi-square test. Within the trial group, the severity of pain was 

significantly associated with receiving analgesic (p = 0.007). Severity of pain did not 

have a confounder effect on the association of displayed pain score and analgesic 

administration. Mean time to receiving analgesic from triage was 81.3 minutes in the trial 

sample compared to 88. 7 minutes in the control sample. There was no relationship 

between pain score and the timing to analgesic. 
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CONCLUSION .·.-

Display of pain score in the absence of other multi-prong intervention can not be 

enough to improve analgesic administration in emergency department. 
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1. INTRODUCTION 

Pain is a common symptom experienced by trauma patients presenting to 

emergency departments. Yet only 38% of patients evaluated for major trauma received 

analgesic(Silka et al., 2004). The importance of pain relief is emphasised by the Royal 

College of Surgeons and Anaesthetists (1990). "Any failure to relieve pain is both 

morally and ethically unacceptable". They further highlight, "all patients have a right to 

pain relief, creating a duty of care". This might seem obvious, even to relatives and 

friends who accompany a trauma patient to an emergency department. However it may 

not always seem so, to the busy emergency department doctor. 

Doctors tend to concentrate purely on the anatomy and physiology of the disease 

process, which is encompassed in the bio-medical model of care (Armstrong, 1994). 

Little attention is paid to pain, and even less to its alleviation . The management of pain 

is often regarded as less important compared to arriving at diagnosis and treatment 

proper. Yet a physician's primary duty is to comfort, manage and reduce the suffering 

of a patient. 

Many institutions have realized that pain management is important (Carr, 2001). 

While pain management intra- and post- surgery is a well established field headed by 
• 

anaesthetist in this country, acute pain management in emergency department is still in 

its infancy. There is no clinical protocol or proper guideline for acute pain management 

in emergency department (Ahmad, 2005) . 



Management protocols in many emergency departments throughout the world 

recommend that the patient's pain score is recorded on triage as one of the vital signs 

(JCAHO). We were interested to study if this simple intervention would improve the 

management of pain in the emergency department. Therefore, this study evaluated the 

effect of pain score assessment and documentation on analgesic use in the absence of 

any other interventions, such as education on pain management. 

The objective of this study was to evaluate the effect of prominently displaying 

the pain score reported by the patient on analgesic use in the emergency department. 

This was measured in terms of proportion of patients with pain receiving analgesia as 

well as the timeliness of the analgesic administration. 



2. LITERATURE REVIEW 

2.1 Definition of Pain 

· Pain is defined as an unpleasant sensory and emotional experience associated 

with actual or potential tissue damage by the International Association for the Study of 

Pain ( !ASP, 1979 ). The IASP does not associate the perception of pain with a stimulus, 

but emphasises the multidimensional nature of pain, with its emotional, conceptual, 

judgemental and motivational components ( Karcioglu et al., 2005 ). Notice that there 

need not even be trauma to cause pain. The very fear of trauma or the very emotional 

memory of a traumatic event can evoke much pain experience. 

2.2 The Understanding of Pain In Clinical Practice 

Pain is well recognised as an important symptom of disease, injury or organ 

dysfunction and has been clinically defined as "suffering, distress, soreness or the 

sensation felt when hurt and only the sufferer can determine what hurts and what is 

painful (Duthie , 1994 ). 

2.3 Pathophysiology of Pain 

Over the last few years there has been much progress in understanding the 

pathophysiology of pain and its effect on disease and healing. More importantly, 

evidence has emerged on the detrimental effect of neglecting pain on disease 

progression and patient recovery (Silka eta/., 2004). 



Tissue injury caused by heat, hypoxia, inflammation, or trauma induces 

inflammatory pain. This injury leads to peripheral stimulation of pain receptors (also 

called nociceptors) of nonmyelinated C fibers. On the other hand, neuropathic pain 

occurs when there is direct activation of either sensory nerves or central ganglia by 

nerve injury or disease. Neuralgic pain differs slightly in that pain is produced by direct 

nerve stimulation without necessarily causing nerve damage (Ducharme, 2000). 

It is important to address pain as patients become increasingly more sensitive to 

painful stimulus the longer the pain is uncontrolled. Hyperalgesia is the state where a 

painful stimulus causes more pain than normally expected. With increased irritation, 

nerve fibers normally not associated with pain sensation are recruited, with nonpainful 

stimuli now inducing pain. By using these terms to describe pain, we are shifting to a 

mechanism-based classification away from a disease-based one (Ducharme, 2000). 

This leads to better understanding of the nature of pain. 

2.4 How common is the Presentation of Pain in Emergency Department? 

Studies have shown that pain is one of the most common reasons patients visit 

the emergency department (Selbst and Clark, 1990). More than one-third of all 

emergency department patients have been reported to have moderate to severe pain 

(Bonica, 1988). Pain, as a presenting complaint, account for up to 78 %of ~isits to the 

emergency department ( Cordell et al, 2002). 
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2.5 Evidence of Under Treatment of Pain 

.. ,· 

Multl.ple studies have shown that pain is frequently under-treated in emergency 

departments. Wilson and Pendelton (1989) reported that 56 % of 198 adult patients 

received no analgesic for a variety of acute painful condition while in the emergency 

department. Lewis et al., (1994) retrospectively found only 30% of acute fracture 

patients received analgesic. A prospective study of patients with orthopedic trauma from 

two Costa Rican emergency departments showed that only 11% of adult patients and 

4% of pediatric patients received analgesic (Jantos et al., 1996). In Malaysia, 

Hisamuddin (2001) showed than more than 70% of patients were not given adequate 

pain relief in ED HUSM . 

In a prospective study, it was found that opioid analgesics were prescribed to 

less than one in five ED patients who reported pain as a complaint (Tanabe et al., 

1999). Ahmad (2005) showed that 44.8 % of patients in ED HKL had moderate pain 

on discharge. A multicenter study in US reported that 60 % of patients in pain received 

analgesic at ED and 74% of patients were discharged in m~derate to severe pain (Todd 

et a/., 2007). 

Studies have shown a lack of analgesic administration in up to 70% of patients 

with acute fracture and that over 40 % of treated patients waited longer than 2 how·s ' . 
for analgesia (Nelson et al., 2004). This phenomenon was firstly referred to as 

oligoanalgesia by Wilson and Pendleton ( 1989 ). 
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2.6 Difference in the Perc.eption of Pain among Patients and Physician 

There is a gap between how physician and patients perceive pain. It has been 

shown that physicians as well as other health care providers consistently underestimate 

patients' pain (Guru and Dubinsky, 2000). In a comparative study done in ED HKL, it 

was found that there was a significant difference in the mean pain score of patients and 

doctor ( 1.19±1.57 ), and patients and triager ( 2.44 ± 1.67) where healthcare workers 

scores were lower. ( Alnnad, 2005). 

Failure to recognize severity of pain may be because we do not ask the patient 

(Duchanne and Barber, 1995). Even when we do ask, we often discredit the response, 

judging that the pain is less than reported, basing this judgment on our past experience 

of similar problems, even though the patient's pain is most influenced by his or her past 

(Ducharme, 2000). 

However many believe that pain is what the patient states it is and physicians 

must respect this (McCaffery and Beebe, 1989) The patient's self-report is the most 

reliable indicator of the presence and intensity of pain (Feraaz et al., 1990). Health care 

professionals often tail to routinely assess and document pain. Physicians should trust 

patients' subjective report of pain unless there is evidence to the contrary (Jones and 

Ramakrishnan, 2005). 

Great steps to improving pam and suffering in a patient starts with 

understanding what pain is to the patient (Ducharme, 2000). We must understand a 

diverse spectrum of psychological, sociocultural, temporal and situational variables 
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affects how people perceive and express their pain. Age, sex, ethnicity, accompanying 

psychiatric problems and economic statUs of the patient are among the factors that may 

affect the way individual express his I her complaints. Thus the painful experience 

becomes a unique phenomenon for each patient (Karcioglu et al., 2005). 

Due to the absence of objective measures, the clinician must depend on the 

patient to supply key information on the localization, quality and severity of the pain. 

The value of the patients description of the location and nature of the discomfort has 

been proved in the context of formal teaching and routine practice, though physicians 

frequently question the reported severity and rely on their own estimates (Perry and 

Heidrich 1982). As a result, healthcare providers generally underestimate and undertreat 

patients' pain. It has been found that it is a common practice to withhold analgesic if an 

alert patient does not ask for painkiller medications. (Karcioglu et al., 2005) . 

2.7 Reasons for Oligoanalgesia 

Well-described barriers, both psychological and educational, contribute to our 

providing inadequate pain relief (McGrath and Frager 1982). Health professionals have 

given many reasons for withholding analgesic, including the risk of adverse effects, the 

risk of obscuring diagnostic symptoms or signs, concern for nullifying informed 

consent, and concern about the credibility of the patient's report of pain (Lewis et al., 

1994 , Raftery et al., 1995, Wilson and Pendleton, 1989). There is also fear about 

causing addiction or respiratory depression with the use of opioids. This come from 

inadequate knowledge about the true incidence of these possible adverse effects and 

their treatment (Tanabe et al., 1995). 
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