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Inadequate pain relief 
for patients with trauma: 
A cause for concern?

Sir,
Pain relief is the major reason why patients come to a 
hospital.[1] Trauma is a chief cause of pain and suffering.[2] 
Road traffic accidents (RTA) are on the increase due to a 
variety of factors. Crush injuries and fractures of the limbs 
are a common outcome of RTA resulting in severe pain and 
morbidity. A  large number of studies have shown that pain 
relief provided to patients in the accident and emergency 
(A and E) unit is grossly inadequate.[3,4] The average time from 
arrival to the A and E unit, the choice and administration of 
an analgesic and the adequacy of pain relief provided to the 
patients is a subject of much debate.[3]

This study was conducted in the A and E department of a 
tertiary care hospital to assess the adequacy of pain relief, in 
patients with RTA. We included patients with peripheral limb 
injuries reporting to A and E unit, with a Glasgow Coma Scale 
(GCS) of 15 from 01.01.2006 to 31.01.2011. Subjects with 
head injury, unconsciousness, and a pain score of less than 7 
on a 10 point visual analog scale (VAS) were excluded. After 
obtaining the informed consent, patients were asked to rate 
their pain severity on the VAS. They were then allowed to 
follow the normal A and E protocol of the institute. The time 
to analgesic administration, the drug given, dose, and route 
of administration were noted. Half an hour after the analgesic 
administration the patient were again asked to rate their pain 
severity on the VAS. The total duration of time spent in the A 
and E was also noted. The study was approved by the Institute 
Review Board.

During the five year period, 560 patients were eligible to be 
included; out of which 76% were males. The median VAS on 

first assessment at A and E department was 8 (7‑10). The 
initial assessment of the patient by an intern was immediate, 
and analgesic administered within 10  minutes. The 
analgesic prescribed were intramuscular ketorolac 60 mg 
in 6.8%, intramuscular tramadol 100 mg in 22.72%, and 
intramuscular diclofenac 75 mg in 70.45% of the patients. 
The median VAS half an hour after the administration of 
ketorolac -6 (5.5‑8.3), tramadol ‑6 (5.5‑8.6), and diclofenac 
‑7 (6.2‑8.8).

There was no significant pain relief noted with any 
analgesic (Wilcoxon‑signed rank test) including tramadol 
[Table 1]. We also found that most analgesics were 
administered intramuscularly. Although intravenous 
formulations are preferred in acute setting, we observe 
a clinical inertia among the A and E physicians. Various 
studies have highlighted the insufficient reassessment of 
pain intensity, delay in treatment, and underutilization of 
opioid analgesics in acute pain management.[4,5] In our 
study, we also report a similar underutilization of opioid 
analgesics. The opioid phobia among A and E physicians 
should be eliminated. At centers where guidelines exist 
for pain management, there is better management of pain 
including reduced time to start treatment and increased 
opioid analgesic utilization.[5]

Our observations support the need for increasing opioid 
analgesic usage and protocol‑based management of pain 
in peripheral limb injuries and other less severe form of 
trauma.
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Does partially integrated 
learning program help 
students learn better: 
A quasi‑experimental 

study in pharmacology

Sir,
Medical  education in India st i l l  remains mostly 
compartmentalized into pre-clinical, para-clinical, and 
clinical subjects with little scope for integration of disciplines 
or correlation of knowledge. In this model, students in their 
initial years go through a rigorous curriculum without scope 
to understand the practical implications. On the contrary, 
“Regulations on Graduate Medical Education, 1997” 
recommend a teaching approach characterized by maximal 
efforts to encourage integrated teaching between traditional 
subject areas and de‑emphasize compartmentalization of 
disciplines. It further states that lectures alone are not adequate 
as a method of training and recommends learning in small 
groups in a setting of clinical relevance.[1] A study conducted 
in Nepal also stressed that certain subjects like pathology and 
pharmacology require a clinical background and it is important 
for medical students to see patients of a particular disease when 
its treatment or pathology is being taught to them in class.[2]

However, devising a practically feasible module of integrated 
learning is not a simple task. A study in Pakistan showed that 

limited resources, scheduling conflicts, and resistance from 
faculty members, students, and their parents were major 
hurdles in implementing the change of integration in the 
curriculum.[3] Moreover, integration throughout the whole 
curriculum is time‑consuming for both teachers and students and 
hard work is required for planning, organization and execution.[4]

Keeping the encouraging results as well as hurdles in mind, we 
tried a unique model of learning pharmacology in a setting of 
clinical relevance in the College of medicine and J.N.M hospital 
in West Bengal. Following usual lecture classes on endocrine 
pharmacology chapters as per scheduled curriculum, students 
were evaluated using a questionnaire, which was earlier 
pre‑tested and validated on 10 volunteer students. It included 
a set of parameters: Questions probing their perception on 
various aspects of learning, rated on a 5 point Likert scale 
with minimum ‘1’ and maximum ‘5’. Then they were taken to 
medicine and diabetes O.P.D of the hospital in small groups 
where they came across real life patients with endocrine 
disorders like diabetes, hypothyroidism, etc., and learnt the 
history, and clinical features. Management of individual patients 
with drugs and their pharmacological basis were explained 
by a clinical and a pharmacology teacher respectively. The 
pharmacology teacher concentrated on pharmacokinetics, 
mechanism of action of drugs, adverse effects, and precautions 
relevant in individual cases. After these hospital visits, which 
continued for few weeks, the students were again assessed with 
the same questionnaire.

Median and Interquartile range  (IQR) of the scores were 
calculated. Wilcoxon sum‑rank test was used to find out 
the difference in scores before and after the program. 
Mann‑Whitney U test was used to see the difference between 
the difference of scores (after‑before score) of male and female 
students. Two‑tailed significance test with P value of 0.05 or 
less was considered to be statistically significant. SPSS 16.0 
version was used.

Out of  83 students on roll, 67 (80.7%) students participated in 
the program. The median scores of students in various aspects 
of learning increased significantly after the sessions [Table 1]. 

Table  1: Perception of students regarding 
learning endocrine pharmacology before and 
after the partial integration program 
Item Median (IQR) 

score (before)
Median (IQR) 
score (after) 

Z statistics

Interest in endocrine 
pharmacology

4.00 (1) 4.00 (1) −5.39*

Understanding of 
concepts

3.00 (1) 4.00 (1) −6.33*

Interpretation 3.00 (1) 4.00 (1) −6.30*
Ability to remember 
information 

3.00 (1) 3.00 (1) −3.89*

*Based on negative scores, IQR=Interquartile range , (N=67), all P=0.0001 
(i.e., P < 0.05) (Wilcoxon sum-rank test)
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