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The Aspects of medicine and healthcare that involve the 
alleviation of pain in an assortment of situations, from acute 
simple to chronic challenging, are termed pain management. 
Whether a patient has acute or chronic pain, the pain 

management often involves a multidisciplinary approach to 
mitigate suffering and enhance quality of life. Analgesia, or the 
general relief of pain, can often be an acute matter, but limiting 
chronic pain demands various factors. Physicians, pharmacy 
professionals, forensic psychologists, and physiotherapists, 
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ABSTRACT 

Pain management is a critical aspect of healthcare in diseased patients, involving the alleviation of both acute and chronic 

pain through a multidisciplinary approach. Acute pain can often be resolved with direct pharmacological interventions, while 

chronic pain requires more complex treatment and coordinated efforts. Multidisciplinary teams typically include medical 

professionals, pharmacists, psychotherapists, and rehabilitation specialists and other healthcare professionals in the setup of 

the organization. Pain can persist due to ongoing pathology, unresolved trauma, or unidentified causes, necessitating varied 

treatment strategies such as administration of analgesics, antidepressants, anticonvulsants, physical therapy, and 

psychological interventions. Effective pain management mainly relies on accurate pain assessment, the chronic pain 

assessment and the use of quality improvement programs. The Joint Commission for Accreditation of Healthcare 

Organizations (JCAHO) recognized pain management as critical quality indicator in 1999, incorporating pharmacotherapy 

as the fifth vital sign and encouraging institutional accountability for the management of pain. Guidelines are developed by 

agencies such as, the Agency for Healthcare Policy and Research emphasize patient education, prompt pain assessment, and 

consistent documentation of treatment effectiveness. Developing quality assurance programme for the management of pain 

and pharmacotherapy by administering drugs of opioids, NSAIDs and other non-opioid medications. Multidisciplinary 

collaboration to establish various policy guidelines for quality assurance pain management establish policies, train staff, and 

evaluate program effectiveness.  

The Case studies highlight the diversity of pain management which needs across patient populations, from the postoperative 

care to chronic conditions. These cases which demonstrates the necessity of tailored approaches, particularly for managing 

pain in the elderly patients or those with complex medical conditions. A comprehensive, bio psychosocial rehabilitation 

approach is emphasized, integrating medical, psychological, and physical therapies to improve patient outcomes and quality 

of life. 
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occupational and recreational experts in the field, physician 
assistants, nurses, and dentists represent some of the typical 
multidisciplinary pain management group members. Whenever 
pain is treated by an individual practitioner using drugs like 
analgesics and occasionally anxiolytics, it can sometimes go away 
immediately once any underlying trauma or disorder has resolved. 
However, the cohesive efforts of the sensation of pain 
management team are sometimes needed for the successful 
treatment of chronic (long-term) pain [1]. Medicine that is used 
to support and speed up the healing process for injuries and 
disorders. For the purpose of lessening suffering throughout 
treatment, wellness, and passing away, it relieves painful 
sensations, including pain and discomfort. The initial stage occurs 
when an illness or painful condition does not respond to treatment 
and persists. The second scenario happens when pain lingers even 
after the disease or injury has healed. The third scenario occurs 
when sensation of discomfort cannot be diagnosed using medical 
expertise. Analgesic medications (painkillers), antidepressants, 
and anticonvulsants are among the pharmaceutical treatments for 
chronic pain, as are surgical interventions procedures, physical 
therapy, physical activity, and the use of ice or heat, as well as 
psychological treatments including cognitive behavioural therapy 
and biofeedback. The most prevalent reason patients seek 
medical attention is pain [2]. Pain management which is both 
effective and well-received by patients, regulators, and clinicians 
alike is a fundamental duty of all healthcare professionals. Many 

individuals pain goes untreated or is treated inappropriately in 
spite of increased attention. Acute and Chronic pain are common 
issues [3]. In Elderly pain is typically accompanied by typical 
repercussions such as sadness, decreased socialization, sleep 
trouble, poor ambulation, delayed rehabilitation, and side effects 
from several medications [4]. Pain is the most challenging 
sensation and emotional experience. Pain encompasses both 
physiological and psychological components.  
ASSESSMENT OF PAIN 
Pain evaluation is the most significant aspect of pain management 
because it determines the most efficient management plan, 
evaluates treatment success, and maximizes outcomes. Older 
patients frequently have changing presentations of common 
illnesses and indicate several probable sources of suffering, 
sensory and cognitive impairment, making reputable pain 
evaluation more complex [5]. A subclass of acute pain is sub acute 
pain, which is defined as discomfort lasting longer than three 
months but at least six weeks. The process of tissue healing is 
reflected in this term. Although the worst of the acute phase of 
pain and inflammation has passed, complete recovery still 
requires continued tissue healing [7]. 
Classification of pain:  
A distinct medical problem involving inappropriate peripheral or 
central nervous system function which causes severe 
abnormalities is chronic pain [6]. 

S.NO ACUTE PAIN  
 

CHRONIC PAIN  
 

REFRENCES 

1 Acute pain may respond to opioid therapy 
for a limited time as inflammatory 
component 

Opioid therapy is often not indicated and may or may 
not lead ti inflammation. 

 
 
 
 
 
 
 
 
 
         [6] 
 
 

2 Acute pain subsides when the injured 
tissue heals is linked to inflamation and 
tissue damage. 

A distinct medical problem involving inappropriate 
pripheral or central nervous system function which 
causes severe abnormalities is chronic pain 

3 Acute pain includes dental works, burns, 
cuts, labour and child birth. 

Chronic pain includes arthrits, cancer, nerve pain 
and fibromyalgia pain. 
 

4 It goes away whenever there is currently 
no longer fundamental cause of pain. 

Pain signals remains active in nervous system for 
weeks months or even years. 
 

5 It is an indication related to tissue damage 
that lastas for a short period of time   
 

It is a diagnosis that may or maynot be associated 
with tissue damage, may last longer and doesnot 
resolve quickly.  
 

 
Figure 1: Comparison between Acute pain and chronic pain  
IMPLEMENTING A QUALITY ASSURANCE MANDATE TO MANAGE 
PAIN 
Although pain relief may seem essential to medical care, in the 
hectic world of modern healthcare, it is well recognized that pain 
is readily disregarded. It is possible to wonder why advocating for 
pain alleviation became essential, and while the explanations 
are under treatment of pain stems from a single factor: it can 
remain silent if not addressed. Many patients, if not most of them, 
would suffer in silence unless their pain is actively assessed. 
Therefore, the primary process for relieving pain is pain 
evaluation.  
It is no accident that the need to evaluate pain was the main one 
set forth by the (JCAHO) when it accepted pain management as a 
quality indicator for healthcare institutions [8]. 
The following four components were identified as being necessary 
to enhance institutional accountability for the evaluation and 
management of pain.  
Pain needs to be identified and handled right away. Clinicians 
should have easy access to information about analgesics so that 
writing and interpreting orders is facilitated. Consistent pain 
management must be guaranteed for patients. It is necessary to 
create explicit policies regarding the usage of cutting-edge 
analgesic technologies. 
The intention was to prioritize pain treatment within the 
healthcare system and to set up mechanisms that would 
encourage, reward, and reinforce effective pain management 
techniques. The accreditation program officially adopted the 
requirements in 1999 once they were authorized.  The addition of 
pain as a fifth vital sign was arguably the mandate's most visible 

implementation. The JCAHO never intended for the fifth vital sign 
to be the centre of its pain mandate, but it has nonetheless come 
to represent the organization[9].  
GUIDELINES FOR QUALITY IMPROVEMENT IN PAIN MANAGEMENT 
A range of standards or guidelines for assessing the calibre of pain 
management have been developed by numerous organizations and 
governmental bodies. The two most appropriate review for 
developing quality improvement are the agencies for health care 
policy and researcher’s clinical practice guidelines. The following 
particular recommendations are made in relation to assessing the 
Calibre of acute pain care by the Agency for developing Health 
Care Policy and Research.  
Pain care Guidelines: 

1. Patients are told that prompt responses from medical 
experts to their complaints of pain are crucial, that 
communicating their unrelieved suffering is crucial, and 
that successful pain alleviation is a crucial component 
of their therapy. They are also informed that achieving 
complete painlessness is frequently neither desirable 
nor feasible.  

2. The examination and treatment of pain are clearly 
documented.  

3. Institution-defined thresholds for severity of pain and 
relief trigger reviews of the current pain treatments, 
the documentation of suggested treatment 
adjustments, and a later assessment of the treatments' 
effectiveness.  

4. A random sample of patients who had surgery within the 
previous 72 hours will be evaluated on a regular basis 
by each clinical unit to find out how much pain they are 
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experiencing right now, how much they damaged the 
most during the first 24 hours, how much pain they are 
relieved of with pain management interventions, how 
delighted they are about the relief that they are 
receiving, as well as how responsive the staff has 
been[10]. 

DEVELOPING A QUALITY ASSURANCE PROGRAM FOR PAIN 
CONTROL 
Developing a quality improvement program for pain management 
might take place at either the organizational or nursing unit level. 
A unit-based strategy must align with the organization's approach. 
Certain patient populations require unit-based approaches for 
evaluating and controlling pain due to specific requirements. 
Establish a multidisciplinary treatment of pain committee to start 
building an initiative to enhance quality in pain management. The 
disciplines on the pain management committee should be 
carefully chosen. In critical care units, the pain management 
board should include nursing staff the chief of assistance, 
physicians who admit patients, and pharmacists. The pain 
management panel may comprise social workers, respiratory 
professionals, physiotherapists, and psychiatrists. The pain 
management committee's performance depends on having a 
diverse representation of disciplines. The pain management 
committee must first determine its mission and aims. The pain 
management committee's purpose should be wide and reflect its 
total activities. Setting 1- to 2-year goals gives the pain treatment 
committee a defined orientation, prioritizes tasks, and provides 
objective criteria to evaluate accomplishment [11]. 
The pain management committee aims to establish its position 
within the healthcare system. Unit-based committees should align 
with either an organization's pain management or quality 
improvement panels. Giving a pain management committee a 
"place of importance" inside the organizational structure improves 
its effectiveness and influence in driving change.  
The pain management committee might participate in many 
quality improvement activities. These efforts often involve 
creating pain management policies and procedures, educating 
workers, and conducting quality improvement initiatives. A pain 
management committee should start by creating and executing 
policies and procedures for pain treatment [1]. 
IMPLEMENTING A PAIN MANAGEMENT PROGRAM FOR QUALITY 
IMPROVEMENT 
The fundamental steps in the development of quality 
improvement program in pain management are summarized as: 
Examine the quality improvement guidelines that have been 
released for pain management. Forming a committee for 
comprehensive pain management. Establish the committee for 

pain management's objectives [12]. The committee on pain 
management into the healthcare organization's committee 
structure. To create guidelines and protocols for pain control. To 
carry out staff training initiatives. And to Carry out initiatives for 
quality enhancement [13]. 
RESEARCH ON PAIN MANAGEMENT SATISFACTION AMONG 
PATIENTS 
Miaskowski and associates provided directions for medical 
practitioners to evaluate how patients are satisfied with pain 
management. These suggestions can be described as follows: 
Consider an incident of agony and to create specified criteria for 
inclusion and exclusion for the participants of the study. To assess 
the satisfaction of patients with pain management, use an 
analytical integer scale for rating instead of a Likert scale. Assess 
the requirements of patients for pain and alleviation. Investigate 
any discrepancies between patients' pain intensity ratings and 
their degree of satisfaction with the management of pain and to 
Conduct qualitative interviews with patients to assess the 
effectiveness of pain management [10]. 
PAIN MANAGEMENT QUALITY ASSURANCE PROGRAMME SOP 
A multidisciplinary team of physicians, nurses, and therapists 
synchronized by a pain management expert formulated 
therapeutic standards and SOPs. 
SOPs were designed and trained for all healthcare staff, 
including:  

1. Service includes Patients admission and discharge.  
2. Opioid drug delivery  
3. Pain measurement  
4. Documentation of pain  
5. Information, guidance and advice of patient’s pain  
6. Non pharmacological pain management choice  
7. Standard treatment for nausea and vomiting [14]. 
An educational program was established for medical 
professionals to ensure consistent instruction of SOPs and 
refresher training on pain therapy. The curriculum is 
presented annually, and medical professionals and nurses are 
required to participate every two years. New employees 
receive supplementary enrolment training, which is noted in 
their individual training log. The external certifier evaluates 
the three dimensions of quality and guarantees accurate 
training and education [15].In addition, information leaflets 
in various dialects were handed to patients on each ward. 
Conformance with the implemented Pain management 
Quality assurance programme (PMQP) was ensured by 
internal audits, patient and employee surveys are conducted 
[16].  

DRUGS USED IN PAIN MANAGEMENT [17] 
Table 1: Non opioid analgesic agents 

ACETAMINOPHEN 
(PARACETAMOL)  

(NSAID) ANTI-DEPRESSANT  ANTI-EPILEPTIC 
DRUGS  

LOCAL ANAESTHETICS  REFERENCE 

Pain might be mild, 
moderate, or severe for the 
treatment of patients, it is 
used as an adjunctive therapy 
for opioids  

These 
medicines 
are used to 
treat little 
moderate to 
strong pain 
and are 
associated 
with a 
reduction in 
transient 
fever.  
Eg., Aspirin 

It is used to treat 
various types of 
neurological pain and 
are therefore the 
first line of treatment 
for the management 
of pain. Eg. 
Serotonin, 
norepinephrine 
reuptake inhibitors. 
They can also serve 
as a preventative 
medication for severe 
migraines pain and 
tension type 
headaches. Eg, 
Amitriptyline  

These drugs are used 
to lower 
neurotransmitter 
release and neuronal 
firing for treating 
neurological pain. Eg. 
Gabapentin  
Pregabalin: the drug is 
used to treat 
neuropathic pain that 
is associated with 
diabetic neuropathy, 
spinal cord injury and 
fibromyalgia  
Oxcarbazepine and 
carbamazepine: used 
for the treatment of 
trigeminal and 
glossopharyngeal 
neuralgia.  

Mainly used for the 
treatment of post 
therapeutic neuralgia and 
peripheral neuropathic 
pain  
Eg. Lidocaine  

 
      
 
 
 
 
        [17] 

 
Table 2: Opioid agents 
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Opium poppy  Opioids  

They are naturally derived from plant alkaloids from 
Papaver somniferum and used in the treatment of severe 
pain.  

Most controversial analgesic because of their addictive 
properties therefore opioids are prescribed at a lower 
effective dose by the medical professionals. Shortest 
duration of severe pain treatment is the use of opioid drug.   

 
ADMINISTRATION OF DRUGS USED IN PAIN MANAGEMENT [17] 
Table 3: Administration of non-opioid analgesic drugs:  

ACETAMINOPHEN 
(PARACETAMOL)  

NON-STEROIDAL ANTI-
INFLAMMATORY DRUGS 
(NSAIDS) 

ANTI-DEPRESSANT  ANTI-EPILEPTIC  LOCAL 
ANAESTHETICS  

REFRENCES 

Adults: 650mg to 1000mg in a 
day or After 4 to 6 hours, a 
maximum duration of 4 grams 
each day.  
Child: 15mg/kg every 6 hours 
and up to 60mg/kg/day 
It can be taken orally as a 
pill, capsule, syrup, oral 
solution, or suspension. 
Rectal suppositories and 
via infusion. 
 

The reaction to various 
NSAIDs varies among patients  
Aspirin: 325mg to 650mg 
every 4 to 6 hours. Maximum 
dose is 4000mg/day It is 
available orally as caplet, 
capsule, tablet and rectally 
as suppositories. 
Diclofenac: 50mg every 8 
hours and the maximum dose 
is 150mg/day. It is available 
orally as tablet, capsules, 
sachets and topically as 
cream, gel, patch, solution 
and for ophthalmic 
administration.  
Ibuprofen: dosed 400mg 
every 4 to 6 hours. The 
maximum dose is 3200mg for 
acute pain and 2400mg for 
chronic pain. It is available 
orally as capsule, tablet and 
suspension also administered 
as intravenous routes.  
Indomethacin: intermediate 
release of 25mg to 50mg 
every 8 to 12 hours and for 
controlled release at a 75mg 
for once or twice a day. It is 
available orally as capsules 
and suspension, intravenous 
or rectally available as 
suppositories.  
Naproxen sodium: 250mg to 
500mg every 12 hours and 
the maximum dose is 1250mg 
for mild acute pain and 
1000mg for chronic pain 
treatment. It is available 
orally as capsules, suspension 
and tablet.  

Tricyclic anti-
depressant are 
Amitriptyline: 25mg 
to 150mg once daily 
or as two divided 
doses. Older patients 
with maximum dose 
of 75mg/day and 
caution must be 
taken for 65 and 
above years old.  
 
Duloxetine: 60mg to 
120mg it is 
administered once 
daily or as two 
divided doses.  
 

Gabapentin: 
300mg to 600mg 
per day as three 
times with a 
maximum dose of 
1800mg.  
Pregabalin: 
300mg to 600mg/ 
day as orally in 
two divided 
doses.  

Lidocaine: it is 
administered in 
concentrated 
patches as 1.8% 
or 1.5%. The 
patch is applied 
on the skin 
transdermal as 1-
3 applications for 
12hours/day. It is 
available 
topically as 
solution, gel, 
creams, ointment 
and lotions.   

 
 
 
 
 
      [17] 

 
Table 4: Administration of opioids agents 

Opioids Dosage  

Routes of admiration are orally, transdermal, 
intramuscular, intravenous, subcutaneous infusion, 
intrathecal, transmucosal.  

The dosage range depends upon various factors and are 
administered as lowest effective dose for therapeutic 
action.  

 
PAIN MANAGEMENT COMMITTEE (PMT) [18] 
 

The pain management committee (PMC) creates standing orders for medical management for the discomfort adhering to 
surgery 
PMC runs a staff training program 

PMC establishes a medical survey of records to determine the standing orders 

PMC analyses the data and submits the clinical data to the health care officials 

PMC focuses mainly on groups to obtain feedback from the clinicians about the factors that are necessary to be 
implemented for proper pain management 

PMC develops action plan in implementation and the operating procedure of the programme for pain management 

PMC does the implementation of the action plan 

Figure 2: A procedure for pain assessment-related quality improvement. 
 
CASE STUDY INSIGHTS OF PAIN MANAGEMENT 
PHARMACOTHERAPY 

A case study of a 40-year-old police officer, experienced periodic 
episodes of low back discomfort for a year before visiting the 
primary care clinic. His back discomfort happened around once 
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per month and was eased by a brief period of analgesia. He had 
only seen a general practitioner once in the previous three 
months. A straightforward imaging was performed, however there 
was no obvious explanation of his low discomfort in his back. His 
back discomfort had been bothering him for five days prior to his 
visit. The pain was identical to previous occurrences of back pain 
he had experienced during the last year. He also stated that over 
the last three months, his duty as a police revenue officer had 
grown, resulting in more instances of back pain. The primary 
triggers included extended standing, walking, and carrying heavy 
loads. He had been absent from place of employment across every 
flare-up of back pain. He denied that he had ever fallen or 
experienced trauma. There was no history of cancer, renal 
calculi, TB, or connective tissue disorder. In the course of the 
assessment, he appeared cheerful and walked normally. His BMI 
was 24.7 that is considered somewhat overweight. His cerebral 
and spinal exams were unremarkable. There were no 
abnormalities discovered during the clinical assessment. The 
clinical evaluation led to a diagnosis of non-specific backache. He 
was subsequently treated cautiously with analgesics and physical 
therapy. He received advice on back care. He was also handed a 
notice for temporary duty for approximately six weeks. This aimed 
to limit his workload, particularly that involving substantial lifting 
and lengthy standing. 
A further case study applied on pain management for a 51-year-
old secondary school science instructor with phase III breast 
cancer got a mastectomy for her left breast fourteen weeks back. 
The neighbouring lymph nodes and muscles in the chest remained 
unharmed. The patient endured considerable pain for the first up 
to 48 hours after surgery, despite receiving opioid-only treatment. 
During a 6-month postoperative appointment with her nurse 
professional, she describes ongoing, crippling postoperative pain 
as "continuous sensations of burning and tingling like an electric 
shock." She has no ability to resume full-time employment or 
socialize as usual.  
In another case a 48-year-old businessman who had a laparoscopic 
cholecystectomy as an outpatient procedure. In the post 
anaesthesia care unit (PACU), the patient received 150 mg IV 
fentanyl in 25 mg dosages every 10-15 minutes to treat severe 
pain. The patient's pain was decreased to moderate severity, but 
he had nausea and extreme sedation, necessitating an overnight 
stay to treat the adverse effects.  
Lastly a case focused on a 72-year-old former secretary, is 
recovering from an abdominal hysterectomy after 6 hours. Her 
pain treatment regimen includes oral acetaminophen, IV 
ketorolac, and IV PCA hydromorphone. The patient is resting 
nicely with a pain rating of greater than 4% and has had excellent 
sedation and respiratory status since enrolment to the clinical 
unit, as monitored hourly. 
In another case, an 82 - years old and had an open colectomy and 
colostomy surgery. The patient's pain treatment regimen involves 
a preoperative epidural infuse of hydromorphone and 
ropivacaine plus intraoperative administration of 1,000 mg IV 
acetaminophen. The patient receives it every six hours and has an 
epidural infusion until they can transition to oral medications 
[18]. 
Together the case studies highlight the pain management in 
various patients, a multi-disciplinary rehabilitation program is the 
preferred treatment for those experiencing chronic pain. A 
program like this would encompass medical treatment, 
psychiatry, physiotherapy, psychology, and an orthopaedic 
surgeon. In this sort of rehabilitation program, a comprehensive 
bio psychosocial approach is required since psychological and 
social variables are believed to be the most important 
components of recovery. In the present study, primary care 
physicians must treat spinal pain along with depression 
simultaneously since pain might have a negative impact on 
depression. Manual and exercise treatment are used during 
physical rehabilitation to release and strengthen the spine's 
supporting components, thereby reducing pain and improving 
patient’s satisfaction to do their regular day today activities. 
Incidents of opioid related drug administration leading to pain 
relief in patients. In few cases patients are unable to intake oral 
administration of drugs therefore leading to IV drug release 

comparatively in few cases when patients are able to tolerate oral 
drug intake, they may go from IV to oral drug administration.  

Effective pain management is a key part of healthcare that 
necessitates a collaborative multidisciplinary approach for the 
best patient care. While acute pain may frequently be managed 
with direct pharmaceutical intervention, chronic pain 
necessitates a more sophisticated and tailored approach that 
combines medical, psychological, and physical treatments. The 
case studies reveal the diversity of pain management across 
patient populations, emphasizing the importance of tailored 
treatment, particularly in elderly and complex medical 
conditions. JCAHO's designation of pain is the "fifth vital sign" 
highlights the necessity of assessing and responding to physical 
discomfort as a quality indicator in healthcare. Quality 
improvement initiatives, such as the Pain Management Quality 
Assurance Programme (PMQP), offer formal frameworks for 
guaranteeing successful pain management. These programs are 
cantered on developing policies, educating staff, and frequently 
reviewing the results of treatment, guaranteeing that pain is 
diagnosed and managed promptly. Pharmacotherapy, which 
includes the use of opioids, NSAIDs, antidepressants, 
anticonvulsants, and local anaesthetics, is an important part of 
pain management. On the other hand, opioid use is constantly 
controlled due to the drug's addictive qualities, and non-opioid 
options are increasingly being promoted for managing persistent 
pain. The integration of multidisciplinary teams, which include 
physicians, pharmacists, clinical psychologists, and physical 
therapists, contributes to a holistic and comprehensive approach 
to pain management. These teams collaborate to construct 
tailored therapy protocols which tackle not merely the physical 
manifestations of pain, but also the interpersonal and 
psychological elements that affect the patient's total well-being. 
In conclusion, the introduction of quality assurance measures, 
combined with continued staff education and patient-cantered 
care, is critical to ensure that pain management adheres to the 
highest standards of healthcare practice. This strategy improves 
patient outcomes and quality of life, especially for people 
suffering from chronic pain. 
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