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ABSTRACT

The purpose of the study was to find out the pexwa of chronic pain in economically active
population and associated economic loss. This estonal observational study was carried out |n 3
VDCs of Sunsari District involving 1730 individuatd 15-64 years age group selected by multistage
random sampling. Demographic data, absence ormres# pain, site, severity, duration and relieving
measures, approximate expenditure in treating path number of days lost due to pain were noted
using a preformed questionnaire. Out of 1730 imtligis interviewed, 882 (50.1%) had pain of which
93.7% had chronic pain (pain lasting for >3 monttBackache (25.8%), headache (20.1%) and
abdominal pain due to acid peptic disease (12.5%kwhe most prevalent painful conditions. Abput
14% of individuals had severe grade pain. Femalea&ge>30years, lack of formal schooling, smoking
habit and dependent status were associated witlehgrevalence of pain. Almost 19% of individuals
with pain were unable to go to work the previoug. ddan-days loss due to pain was 1.37 days/ magnth/
person in the study population. In terms of coshjnprelated losses were Nepalese Rupees
(NRs)1671.89/person/year as against the per cgiit® of NRs 98,640.00 (US$1370.0). The mopey
incurred by individuals for therapy on pain was NF&.15/person/year. In conclusion, probably first
time, we are reporting the prevalence of chroni jpaour communities with people having to spend
significant portion of their scarce income (and moyis GDP) to treat pain, thus, highlighting it a
public health problem.

Keywords: Chronic pain, community, cost, developing counpdin, pain prevalence, treatment
practices.

INTRODUCTION

Despite being a common problem, the prevalencehadmc pain in the population at large is not well
studied and the prevalence may be Higbhronic pain may not only affect general heabht also
affect patient psycholody economics and the social behavib@hronic pain has been shown to be one
of the most common reasons to seek medical atteatil for up to five times more frequent use of
health services than the rest of the populatibiligh suicidal rate is also reported in chronicrpai
patients’ In addition to the patient per-se, family membéetipw workers, and even tax-payers may
also suffer due to chronic pain morbidityt has been linked with the major loss of man wdays.
Most of the studies are based on patients attenshiiy clinics” ** which can not be considered to be
true representative of the general populatfon.

Community level epidemiological studies for therpare difficult to execute with limitations such as
the use of non-specific measurement instrumerfsctors like lack of means of proper communication
and transport, low literacy and ignorance makeénemore difficult in developing countries like Nep
The reported estimates of prevalence of chronin paithe community have been up to almost half of
the general populatiof. Data from developing countries are lacking andghevalence may be even
higher due to difficult lifestyle and hardship afraing. Moreover, the cultural and traditional cepis
about the chronic pain may have influence on ivalence in the community.

This cross-sectional study was designed and coeduotfind out the point prevalence of chronic pain
treatment seeking practices for pain and its costthe economically active population in the
communities of Sunsari District of Eastern Nepal.

SUBJECTS AND METHODS

This cross sectional study was carried out in theselomly selected Village Development Committees
(VDCs) of Sunsari District viz Hansposa, Jalpapuod &hakkarghatti (Mahendranagar). From each of
these VDCs, 5 wards were randomly selected. Frach e&the selected wards, 2 Toles (collection of
houses sharing a common road or trail) were randaslected with the plan to interview 65 to 75

individuals from each Tole. Only five Toles could bovered in Chakkaghatti VDC due to unavoidable



circumstances. Thus only 25 selected Toles fromethDCs were taken for data collection. The data
collection was carried out from 2060/1/13 BS to@Q&21 BS.

A total of 1730 individuals of both sexes of theeagnge of 15years to 64 years were interviewed by
door to door visit using a preformed questionnairee variables noted included age, sex, education,
occupation, religion, annual income, presence celabe of any pain, severity and duration of pain,
associated surgery or trauma, pain relieving meastollowed, practice of seeking pain relieving
measures, number of days lost due to pain in amamid the approximate expenditure in treating the
pain.

Keeping in view of lower literacy rate of the sutige and simplicity, five ranked single dimension
Verbal Descriptive Scale of Melzack and Torgef8avas modified into a three rank scale to document
pain intensity. Pain constantly nagging a personrmi requiring health workers for treatment was
described as mild, discomforting or distressingnpaias measured as moderate and horrible or
excruciating requiring consultation with health wer for treatment was considered as severe. Any
painful condition lasting or recurring for duratioh3 months or more was considered as chronic pain

The instrument was initially made in English andsweanslated into Nepali language before using it.
The instrument was validated by pre-testing it Gnidividuals not belonging to the VDCs selected fo
the study. The five enumerators were briefed amghBabout the purpose of the study. They were
taught in detail about the questions to be askedtla® responses to be documented before startng th
study. The enumerators were supervised by the tig@srs while collecting the data.

All data were entered into the statistical packégfeSS version 10.0) in computer for further staast
analysis. All the parametric data were expressadesnst standard deviation (meant SD) and analyzed
using one way analysis of variance (ANOVA) for dgsitve parameters. The categorical data were
expressed as percentage ayfidtest was applied for statistical analysis. For tien-parametric
observations logistic regression correlation wasfopeed. The calculated value of p< 0.05 was
considered as statistically significant at 95.0%nfickence interval. To obtain direct cost of pain
treatment/person/year, total sum of direct costrirerl was divided by the mean duration of treatni@nt
calculate total direct cost per year which was ttierded by the total sample population. The ecoiscom
loss due to man work days loss was calculated Hyiptying the man work days lost/person/year by the
average earning/person/day. The conversion of U8$ @alculated @ NRs 72.00 per $ wherever
applicable.

RESULTS

Demography and characteristics of the sample population: In the area of total population of 45576,
all together 1730 individuals, 902 females and B#8es were interviewed during the survey. The age
of the population was 35.27+ 14.74 years respdgtméth the median age of 31 years. The male to
female ratio was 48:52. The literacy rate of thesle population was 55.2%. Most (64.0%) of the
people were engaged in agriculture but most ofwtbenen responded their work as household work.
Out of 1730 individuals interviewed, 446 (25.8%)&éhe main earner of the family (household chiefs)
Approximately 24.0% of the individuals studied wesmokers and approximately 14.0% consumed
alcohol.

The average annual income of an individual was NB823.12 (comparable to Nepal's per capita
income) with the range from zero to NRs. 300000Tis means an individual earned an average of
Rs.53.76 per day in the study population.

Prevalence of pain: Current or chronic pain was present in 882 (50.0%the sample population of
which 538 (61.0%) were women and 344 (39.0%) weea.rihe odds ratio of reporting pain in women
compared to men was 1.4 (95.0% CI: 1.3-1.6, p<1).00he pain reported was mostly (44.0%) of
musculoskeletal origin (viz. backache, multiplenfopain, generalized body ache, shoulder pain and
knee pain). A significant proportion (12.5%) of p&oreported of having abdominal pain suggestive of
acid peptic disease and relieved by antacids. yimdividuals (3.4%) had abdominal pain not religve
by antacids (Table-1).

Trauma or surgery was attributed as cause of pa6 i(7.5%) out of 882 patients reporting paintyif

six (6.3%) patients had acute pain (duration o$ lssn 3 months) and the remaining 826 (93.7%) had
chronic pain (duration of more than 3 months). Migjoof the patients (approximately 86.0%) had mild
to moderate severity of pain (Table-2).

The prevalence of pain was more in people ageded@syand above (Table-3) than in the younger age
group (65.3% vs 36.2%) with odds ratio of 1.9 (95.CI: 1.7-2.1, p< 0.001). Individuals without
formal schooling (illiterate or literate) had highgrevalence of pain (58.9%) than those with formal
schooling (34.1%) with odds ratio of 1.7 (95.0% @I15-1.9, p<0.001) (Table-4). Individuals with
economically dependent status had 1.1 (95.0% OKLR, p=0.01) higher odds of reporting pain than
those who earned.

Among the 446 household chief 262 (58.7%) had wéilch constituted 29.7% of the total patients with
pain. Smokers had an odds ratio of 1.2 (95.0% ©k114, p=0.01) of reporting pain in relation tonno



smokers. However, no statistically significant a@sstbon between any occupational group and
prevalence of pain was found in our observatiorb([@®).

Effect of pain on work: One hundred and seventy (9.8%) of 1730 individaiésnot go to work of
which 166 (97.6%) were due to pain. Out of 882qudsi with pain, 716 (81.2%) continued to work on
the previous day despite pain. In other words, [@68%) patients with pain could not go to work the
previous day due to pain.

Total of 326 individuals with pain lost 7.25+7.7&yd in a month. The median of the days lost in a
month by these individuals was 4 days and the raragefrom one day to 30 days. This indicates that a
average of 1.37 days were lost per individual pentin (or 16.4 days per year) in the study poputatio
Treatment seeking attitude and practice: Most of the people (71.3%) go first to a hospitahealth
post when they have any pain. Remaining seek helm falternative practitioner or follow self-
medication (Table-6). Most of the patients (70.0#h pain in our study had taken treatment for pain
from hospital or health post (Table-7).

Out of 882 patients having pain, 242 (27.4%) o0%éof the total sample population were taking one o
another analgesic therapies including the use taicais and kiblockers (Table-8).

Cost of pain treatment: Out of 882 patients with pain, 690 (78.2%) had smenaverage total of
NRs.4669.42 +9661.18 for their pain with the medependiture of NRs.1500.00 and the range of
NRs.50.00 to 100,000.00 over the mean duration7/dd& +73.61 months and median duration of 36
months. The average money spent by an individuatHe treatment of pain in the study population
comes out to be NRs.1862.37 with the mean durati@®.4 months. This amounts to NRs.760.15 spent
for treatment of pain per individual per year wih@onsidering the loss due to man days lost.

An average of 16.4 man days are lost by an indaligher year because of pain and that amounts to a
loss of NRs.881.35 when calculated from the avedsagly income of that individual. Combining the
direct cost of the treatment and loss due to mays dast caused by pain, the total cost becomes
NRs.1641.50/person/year. This amount is 8.4% ofatlerage total annual income of an individual of
the study population (equivalent to 1.7% of our gagrita GDP® of US$1370.00). This does not include
the cost of time and money lost by the family merabe taking care of the patients as well as ths co
of being stressed and psychologically unwell.

DISCUSSION

Although carried out in a single district of Eastétepal, to the best of our knowledge, this isftrst
attempt to study the epidemiology of chronic paithe rural community in Nepal. Unlike most of athe
epidemiological studies carried out on chronic paithe developed countries using postal surveys, t
study is based on personal interviews with the emibjby door to door visit. Being a cross sectional
study, it has remained focused mainly to find cartiables related to the health and economic burden
caused by chronic pain in the community.

Our study has shown that chronic pain is a sigaifigroblem in the community with more than half of
the study population reporting chronic pain. Premag of chronic pain in the communities has been
varying and has been reported up to almost 54 pet¢&’°As can be expected, our study has shown
higher reporting of pain in individuals of 30 yeansmore of age than in the younger age group (OR:
1.9). Higher reporting of chronic pain has beereoled in women than in men (59.6% vs 41.5%, OR:
1.4) in our study. Eriksoet al?° have also found 1.2 to 1.6 higher odds of repgrthronic pain in
women than in men. They have also shown relatigdyer odds for chronic pain among the people
with an education of less than 10 years. Our shadyalso shown decreasing trend of reporting caroni
pain with increasing level of education. Individsiavithout formal schooling had 1.7 higher odds of
reporting pain in comparison to those with formaheoling in our study. It is a known fact that less
educated people are likely to be involved in mamnwaik and usually belong to low socioeconomic
condition. Higher prevalence of reporting chronairphas been shown in people involved in manual
work and in those belonging to lower socioeconori@ss> People involved in household work,
farming and business (shop keeping) have showrehigifevalence of chronic pain in our study but not
to the level of statistical significance. Our findi of higher prevalence of pain in smokers is in
conformity with the findings of British National 8tey*

Severe and disabling chronic pain occurs in a gmalloportion of patient$. Our study showed about
14.0% of the patients having severe grade of chrpain. Despite having severe pain some of the
people may not seek medical help and believe @atip part of the natural ageing process.

The most common pain sites were the back, hea@laahomen (stomach). Majority of the pain involved
musculoskeletal system followed by digestive systeésmall proportion (5.0%) individuals had
gynaecological pain viz. pelvic pain and dysmenoed Eriksonet al also found majority of pain
involving musculoskeletal system associated witlglstanding diseasé’.

A study carried out in rural community of neighbiogr Tibet has also shown high prevalence of chronic
back pairf? Blyth et al'” have reported injury as the most important caos@éin in the community in



contrast to the findings of our study which showdyosmall proportion of individuals had pain
associated with trauma or surgery.

Chronic pain has been reported to be a reasonsfogsubstantial proportion of health care facifty
However, only about one fourth of the individualdfering from pain were taking medications or using
other treatment modalities concurrently in our gtuthis can be partly attributed to the lack ofyeas
availability of health care facility in the localit unavailability of easy transportation facilitynch
inability to afford the treatment due to financ@nstraints. Moreover, some of the people in Nepal
believe that pain is natural and is a part of theiral ageing proce$3.

NSAIDs, paracetamol and antacids were the commomestications being used by the patients
suffering from pain in the community. Small propomt of patients was using alternative modalities
such as massage and herbal treatment. Opioid aregeere not in use for the_obvious reason that
these drugs are not easily available. Study coedu@t community in Australfd has also shown
NSAIDs and paracetamol as the commonest medicabieimg used to relieve pain but other analgesics
including opioids or its combination as well asb®rand other natural preparation are also used by
significant number of patients.

Our study has showed that majority of the peoplebein hospital or health post for treating theain

but substantial number of people still believe aitlf healers. Remaining people believe in pharmacy
(local medicine shop) and very small proportionpebple believes in self-medication, herbalist and
Homeopathic treatment. Patients with pain in oudgthad taken treatment for pain in the same patter
Substantial use of over-the-counter oral analgdsassbeen reported from developed courlttiaso
indicating that seeking advice from local pharmianigy be important strategy in treating pain irs thi
group if inappropriate use can be prevented. Hl$® reported that significant proportion of patsen
seek treatment from alternative practitioners.

It is very important to know that with the high padence of chronic pain in the community there is
always a risk of pain related behaviours of limitesefulness, such as over-reliance on analgesic
medication and frequent use of health servites.

The cost of treatment of chronic or recurrent ganthe patient can be overwhelming. The estimated
societal cost of gersistent or episodic pain discrdvorldwide is more than hundreds of million US
Dollars annually> Calculation in our study has also shown that Siggmit proportion of the annual
income of an individual in the study population {(asll as country's GDP) is being spent in pain
treatment. Further, it has been found that an iddad loses 16.4 working days in a year because of
pain. These facts indicate that chronic pain is ey utilizing the scarce health resources bub als
creating a negative impact in the economic acégiof individuals in the community. Moreover, uelik
sufferers of other medical problems (e.g. TB, Hivglaria, cancer etc) of public health scales, deron
pain sufferers do not have any supporting agenaresrganizations (providing free or subsidized
treatment) resulting in large amount of out of pEckxpenditure for its treatment. Our primary Healt
care set up is yet to be integrated and geared ageal with this problem. Further studies with &rg
sample size and wider geographical coverage wilhé&eful in confirming these findings as well as
estimating the magnitude of the problem of chrg@m in the community in the country as a whole.

The limitations of this study include data beingéd on reporting by the individuals, our inabitibyuse
validated grading scale of pain severity, inclusadnindividuals of only 15- 64 year age group i th
study as well as not evaluating the actual heaithices utilization by this population.

In conclusion, this study has clearly emphasized ¢hronic pain is one of the major health probléms
our communities and is causing far-reaching ecoondmpact too. This information is needed to be
understood by the officials in the policy makingpaaity to develop strategy to tackle chronic pain
related morbidities in the community. The study §mgmphasizes for realizing chronic pain as an
important chronic iliness in developing countrisshas been realized in the developed courftis.
Definite health care planning keeping in view o thigh prevalence of chronic pain in our commusitie
has become an urgent need in our country.
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Table-1: Distribution of the reported sites of pain (n=882)

Site of the reported pain n (%)
Backache 227 (25.8)
Headache 177 (20.1)
Acid peptic disease 110 (12.5)
Multiple joint pain 56 (6.3)
Chest pain 40 (4.5)
Generalized body ache 39 (4.4)
Shoulder pain 34 (3.8)
Knee pain 31 (3.5)
Nonspecific abdominal pain 30 (3.4)
Pelvic pain 23 (2.6)
Dysmenorrhoea 22 (2.5)
Toothache 14 (1.6)
Earache 13 (1.5)
Others 66 (7.5)




Age group

15-30 yrs
30-45 yrs
45-60 yrs
> 60 yrs

Table-2: Distribution of severity of pain (n=882)
Pain severity n (%)
Mild 355 (40.3)

Moderate 405 (45.9)
Severe 122 (13.8)

Table-3: Age group wise distribution of pain

Total individuals  Individuals with pain  Percentage (%) of
(n=1730) (n=882)

individuals with
pain

849 307 36.2

423 264 62.4

337 229 68.0

121 82 67.8

Table-4: Distribution of pain in various educational leuwsdividuals
Education level Total number of Number of Percentage (%) o©
individuals individuals with individuals with
(n=1730) pain (n=882) pain

lliterate
Literate

Primary
Secondary
SLC
Intermediate
Bachelor and above 34

775
401
142
206
94
78

467
226
51
78
25
24
11

60.3
56.4
36.2
37.9
26.6
30.8
32.4




Table-5: Distribution of pain in various occupational greup

Occupation Total number of Number of Percentage (%)
individuals individuals with individuals with pain
(n=1730) pain (n=882)

Household work 753 463 61.5

Farming 352 iy 53.1

Labour 184 72 39.1

Students 169 37 21.9

Business 72 41 56.9
Mason 44 14 31.8
Service 43 16 37.2
Carpenter 28 12 42.9
Teacher 27 11 40.1
Others 58 29 50.0

Table-6: Distribution of treatment seeking attitudes fompa the study population (n=1730)
Place for treatment Number of individuals Percentage (%)
Hospital/Health post 1233 71.3
Faith healers 237 13.7
Pharmacy (Medicine shops 225 13.0
Self-medication 22 1.3
Herbalist 10 0.6
Homeopathy 3 0.2

Table-7: Places of treatment taken by the patients with frax882)
Place of treatment taken ~ Number of individuals Percentage (%)
Hospital/Health post 617 70.0
Faith healers 127 14.4

Pharmacy (Medicine shops 115 13.0
Self-medication 20 2.3
Homeopathy 3 0.3

Table-8: Current medications or modalities followed by pats (n=242)
Medications or Modalities Number of individuals Percentage (%)
NSAIDs 141 58.3
Antacids 17.4
Paracetamol 15.3
Ranitidine 1.7

Tricyclic antidepressants 1.2
Massage with oil 1.2
Herbal 1.2
Others (vitamins, unknown 3.7




