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Abstract 

 

Purpose: The purpose of the study was to explore the pain experience of traumatic spinal 

cord injury patients. 

Objectives: To find out the pain experience of patients with traumatic spinal cord injury. 

Methodology: A cross sectional research design was carried out in this study, the 

convenience sampling method was used to collect data and data was collected by face to 

face interview from 58 subjects. To find out pain experience the spinal cord injury pain 

questionnaire was used. 

Results: The findings of the study was 93.3% of participants experiencing pain following 

traumatic spinal cord injury. Among of the total participants 89.7% were male and 10.3% 

were female where mean pain severity was 6.45 in VAS and most of the participants 50% 

(n=36) complained of moderate pain perception. 

Conclusion: The finding result was 93.3% people with traumatic spinal cord injury 

experiencing pain which was comparable to the background study about the title. The 

results of this study may provide more valuable option to treat the SCI patients. The study 

results may also useful for the prevention of reducing the pain percentage. 

Key words: Pain, traumatic spinal cord injury. 
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CHAPTER I             INTRODUCTION 

 

1.1 Background 

Spinal cord injury (SCI) is not a common disorder but the result of it is devastative 

(Middleton et al., 2007). In that study it was mentioned that following spinal cord injury 

voluntary muscle of body are become permanent paralyzed and sensation loss in the below 

of lesion area; as a result of this reduction of mobility and functional activity, social and 

vocational tasks are impaired; thus an inverse effect on patient’s health and well-being. As 

psychological impact of SCI is more and that’s why many persons with SCI have certain 

levels of anxiety and depression (Migliorini et al., 2009). The average life satisfaction is 

generally below than that of the overall population (Post et al., 2012). 

In the form of spinal cord injury can produce a collection of problems which includes 

chronic central pain, autonomic dysreflexia, and motor dysfunction (Deumens et al., 2008). 

Particularly central pain happens above and below the level of injury and is commonly 

thought to be produced by maladaptive plasticity later to the injury, thus resulting in 

increased excitatory and declined inhibitory input to dorsal horn neurons (Gwak et al., 

2008).Patient with spinal cord injury (SCI) often experience chronic pain in which that is 

more than the other consequence of spinal cord injury (SCI) (Dijkers et al., 2009; Post et 

al., 2012). Mehta et al. (2014) concluded that pain has a major effect on quality of life for 

many SCI patients. They also indicated chronic pain develop over 50% of spinal cord injury 

(SCI) patients, the lower down the lesion the more severe pain is in the spinal cord and 

within the first 6-12 months pain begins in post SCI. 

Therapeutically pain may be challenging and has a large roll on quality of life as well the 

predicted thought in the past relation of pain to depressive symptoms may not be too high 

(Hassanpour et al., 2012). Common phenomenon of shoulder pain due to trauma in the 

acute phase and in the chronic phase overuse, muscle weakness, and spasticity is common 

(Akbar et al., 2011). The most common examples of nociceptive pain after traumatic spinal 

cord injury (SCI) are pain in the wrists and back, muscle contracture, heterotopic 

ossification and pain related to spasms, also visceral pain is present in only a bordering at 

the first 5 to 10 years after spinal cord injury (SCI) but it is reported that about 30% of 

patients with long-term SCI can be very hard to accomplish and it is also mentioned that 
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visceral pain seems to be a comparative symptom of constipation (Finnerup et al., 2008).   

The most excepted SCI classification is International Standards for Neurological 

Classification of Spinal Cord Injury (ISNCSCI) given by the American Spinal Injury 

Association (ASIA) Impairment Scale (AIS) (Basbaum et al., 2009). In this classification 

a Complete SCI, AIS A, is described as both motor and sensory function aren’t preserved 

in the sacral segments S4 and S5. In AIS B is sensory incomplete SCI; AIS C and AIS D 

mention motor incomplete SCI. On that classification it is also defined the neurological 

level as the most caudal segment with normal motor and sensory function to light touch 

and pinprick. 

The incidence of spinal cord injury (SCI) varies from 10.4 to 83 per million per year 

worldwide, among of them one-third have tetraplegia, a complete lesion is 50%, 33 years 

(range 16–50) is mean age at injury and men/women distribution is 3.8/1. (Wyndaele & 

Wyndaele, 2006). In 2010 a study had showed in Netherlands the surviving incidence of a 

traumatic SCI in acute phase has been appraised at 11.7 per million per year, among them 

69% have tetraplegia, 38% have a complete lesion, 62 years (range 13–96) is average age 

at injury and men/women distribution is 2.8/1.3 and the non-traumatic incidence of spinal 

cord injury SCI is unknown in the Netherlands (Nijendijk et al., 2014). The worldwide SCI 

prevalence approximation is not known where 5 studies on the prevalence of SCI reviewed 

only and all of the studies are taken from developed countries (Wyndaele & Wyndaele, 

2006). Dijkers et al. (2009) reported that the percentage of persons with SCI who develop 

chronic pain from 11 to 94% for ‘pain’ and 18 to 63% for ‘severe disabling pain’. 

 

 

 

 

 

 

 

 

 

 



3 
 

1.2 Rationale 

Physiotherapy plays a vital role in the management of SCI patient. This study is designed 

to explore the experience of those SCI patients with pain. It will be helpful for 

physiotherapist in working in this area for delivering treatment service. As a result patients 

become more benefited. Thus the study might create a future prospect of physiotherapy 

profession in Bangladesh. This study also will be helpful in making physiotherapist to 

aware about the pain problem of SCI patients. And to aware the people and professionals 

about the spinal cord injury and its complications. 

Now a days the evidence of spinal cord injury is increased in Bangladesh with increased 

population. Due to increasing population and decreasing the working opportunities they 

are undertaking risky work, as a result they are falling in spinal cord injuries. But still now 

there is no evidence that research has been done on this topic in Bangladesh. So I become 

interested to select this topic. Most of the spinal cord injury patients of Bangladesh come 

at CRP for treatment so I select the patients of CRP as my sample. 
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1.3 Research question 

What is the experience of pain in traumatic spinal cord injury patients? 
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1.4 Objectives of study 

1.4.1 General objective: 

The aim of this study is to explore pain experience of traumatic spinal cord injury (SCI) 

patients. 

 

1.4.2 Specific objectives: 

 To know the proportion of patient who has pain after traumatic spinal cord injury. 

 To find out the association of pain with the duration of injury. 

 To find out pain definition strictness (mild, moderate, severe). 

 To find out the different pain perception. 
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 1.5 Conceptual framework 

Independent Variables  Dependent variable 

 Sex  

 Types of  injury 

 Location of pain                                      

 Level of injury                                                  Pain among traumatic SCI patients 

 Position during treatment  

 Paraplegia  

 Tetraplegia  
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1.6 Operational definition 

Experience: Capability of understanding the situation through individuals own pattern and 

can express the condition by any means. 

 

Paralysis: Injury or disease to the nervous system can affect the ability to move a particular 

part of the body. This reduced motor ability is called paralysis. 

 

Neurological level: Up to the level where both sensory and motor function is remains 

intact. 

 

Paraplegia: The term paraplegia means impairment of motor and/ or sensory function in 

the thoracic, lumber and sacral segments of the spinal cord which is secondary to the 

damage of neural elements within the spinal canal. Paralysis occurs of lower portion of the 

body and of both legs. 

 

Tetraplegia: Injury of the spinal cord in the cervical region, with associated loss of muscle 

strength in all 4 extremities is called tetraplegia. Paralysis of both legs and both arms, it is 

also called quadriplegia 

 

Complete lesion: Absence of sensory and motor functions in the lowest sacral segments 

is called complete lesion. 

 

Incomplete lesion: An incomplete lesion is the term used to describe partial damage to the 

spinal cord. With an incomplete lesion, some sensory and/or motor function remains at the 

lowest sacral segments. Including the lowest sacral segments preservation of sensory or 

motor function below the level of injury is called incomplete lesion. 
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CHAPTER II     LITERATURE REVIEW 

 

Traumatic spinal cord injury (SCI) includes a high prevalence of persistent pain conditions 

which has shocking physical and emotional significances (Felix, 2014). After SCI pain is 

often spontaneous but it can also happen as an exaggerated pain aroused by a noxious 

stimulus (hyperalgesia) or pain from normally harmless sensations (allodynia) in a lower 

threshold result (McMahon et al., 2013; Masri & Keller, 2012). The prominent symptoms 

of neuropathic pain are hyperalgesia and allodynia (Jensen & Finnerup, 2014). These pain 

conditions can be the net effect of a number of simultaneous factors together with increased 

peripheral receptor sensitivity, activation of glial cells, central sensitization or 

hyperexcitability, nerve root damage, disruption of communication via interneurons and 

through long axon tracts, comprising those that play a role in descending pain control 

mechanisms (Szczudlik et al., 2014; Gwak & Hulsebosch, 2011, Bedi et al., 2010). 

Mechanisms that is underlined also can be determined by on whether the pain is below 

at/or above the level of injury. The origins of pain are consequently complex and particular 

to each person, and are predictable to influence which treatments are most actual (Felix, 

2014; Baron et al., 2012). Nevertheless, determining the underlying mechanisms that 

presents in a considerable challenge because the assessment methods recently showing 

only the net resulting pain condition. Bryce et al. (2012) proposed that functional magnetic 

resonance imaging (fMRI) may be able to provide valuable additional information by non-

invasive assessments of pain to support treatment choices and monitoring the outcomes.  

Widerström-Noga et al. (2007) were able to identify 3 subgroups after studied in 190 

patients with SCI and chronic pain. The identified first group was defined as 

‘dysfunctional’, categorized by higher pain severity, life interference, affective distress 

scores and lower levels of activities scores and life control. In that study the second 

identified group was defined as ‘interpersonally supported’, categorized by moderately 

high pain severity, and higher life control, activities scores, solicitous response, support 

from significant other and distracting responses. The final group was defined as ‘adaptive 

copers’, categorized by lower pain severity, affective distress, distracting responses, life 

interference, support from significant others, solicitous responses, higher life control scores 

and activities. Paralleled with dysfunctional subgroup, the interpersonally supported group 
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reported considerably larger social support (Widerstrom-Noga et al., 2007). In between 

pain after SCI and supraspinal changes relation has not been determined yet, the observed 

cortical changes are specious in some way connected to individual pain conditions. 

Besides, they occur because of following spinal cord injury and they appear to be the direct 

or indirect consequence of neural degeneration or changes in ascending signaling, as 

recommended by studies of phantom limb pain (Flor et al., 2006). 

Due to incomplete documentation and allocations to tertiary institutions spinal cord injury 

causes serious injuries and everlasting impairments which creates a life frightening 

situation (Phalkey et al., 2011). The reason of spinal cord injury may describe as traumatic 

or non-traumatic (Chen et al., 2013). On that study it also mentioned that auto crash, 

including truck, jeep and bus, fall: including being pushed accidentally and jumping (not 

as an act of violence), gunshot wound, diving, motorcycle crash: 2-wheeled, 

medical/surgical complications: damage of spinal cord function consequential from 

adverse effects of medical, surgical or diagnostic measures and treatment, tricycles, 

bicycle, pedestrian, including falling/jumping into the road of a vehicle, glider kite, 

sledding, auto racing, slide, forklift, scuba diving, bulldozer, swimming, bungee jumping, 

kicked by an animal, tractor, lightning, machinery accidents, go-cart, tobogganing, 

steamroller, road grader, train, snow tubing, playing ice hockey, snowboarding may cause 

the spinal cord injury. Chen et al. (2013) also indicated that personal contact, falls as a 

result of being pushed, including existence hit with a blunt thing. Football as well other 

penetrating wounds: impalement, stabbing, para-sailing, boat and parachuting etc 

gymnastic activities water skiing, other than trampoline baseball/softball, 

basketball/volleyball, high jump, grenade, dynamite, gasoline and bomb may cause of the 

injury and these are traumatic cause. The non-traumatic cause is spinal tumor, transverse 

myelitis, tuberculosis of spine, physical weakness, physical assault etc (Chen et al., 2013). 

Hoque et al. (2012) indicated that in Bangladesh it is a common training to transport heavy 

load on the head. For that reason most of the SCI are taken place due to accidental fall 

while carrying heavy load. In Bangladesh during harvesting season the laborers and 

farmers carry their crops on their head and carriage them from reaping areas to local store 

houses or from one vehicle to additional place. Razzak et al. (2011) discussed that the 

common causes of SCI in Bangladesh are fall while carrying heavy load on head, road 
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traffic accidents, falling from an altitude, fall over a heavy object onto the neck or head, 

bull attack and diving into shallow water.  

Grossman et al. (2012) mentioned that 79% male with a median age of 44 years and the 

leading causes of injury were falls (37%) and motor vehicle accidents (28%). On that study 

the dissemination of initial ASIA grades were A (40%), B (16%), C (15%), and D (29%). 

Among of them fifty-eight percent (58%) of patients sustained 1 or more severe, moderate, 

or mild complications. Associated complications were more severe with ASIA grade: 84% 

of patients with Grade A and 25% of patients with Grade D who had 1 complication at 

least. On the other hand seventy-eight percent of complications happened within 14 days 

of injury. The most recurrent types of complications were severe and moderate respiratory 

failure, pleural effusion, pneumonia, anemia, severe bradycardia, and cardiac dysrhythmia. 

Among of them the mortality rate was 3.5% and it was associated with the increase aged 

people and prior morbidity (Grossman et al., 2012). Aito et al. (2007) reviewed recent 

literature on DVT after SCI and they found an incidence 10%–30% of it. That study also 

found the prevalence of 4.1% of clinically outward DVT. It is documented that the 

incidence would have been higher if all patients had undertaken duplex ultrasound 

screening. They also suggested in another study in 2003 that the spinal units were also the 

rehabilitation facility for spinal cord injury patients. In that spinal units, they reported the 

following complications on admission and that’s are the 15.5% of cases trophic skin 

changes in, 6.9% heterotopic ossification, 2.1% urinary, 9.4% respiratory, 1.3% DVT and 

only 1 case of pulmonary embolism. 

Pain is a more common complication among the spinal cord injury patients (Dijkers et al., 

2009). Many different types of pain classifications are given following SCI, which 

determinations to improve different treatment result. Mehta et al. (2014) concluded the 

most frequent forms of pain post SCI are: 1) a burning pain (as like neuropathic pain) 

usually localized to the anterior aspect of torso, legs or buttock or 2) an aching pain (as like 

musculoskeletal pain) usually localized to the shoulders, neck and back. To reach 

agreement on an international accepted classification, a conference was held, surveyed by 

article testing, widespread work, and circulation of a draft classification to prominent spinal 

cord injury and pain organizations. This classification is now issued as the International 

Spinal Cord Injury Pain (ISCIP) classification (Bryce et al., 2012). The Spinal Cord Injury 
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Pain Task Force of the IASP established a categorization or classification of SCI pain in 

which SCI-relevant pain is divided as either musculoskeletal, nociceptive or visceral pain, 

or neuropathic: above the SCI level, at the SCI level, or below the SCI level neuropathic 

pain (Bryce et al., 2012). Neuropathic pain of above the SCI level is less common (Mehta 

et al., 2013). Bryce et al. (2012) mentioned in the new classification the term ‘‘above-level 

pain’’ is omitted. They also noticed that above the neurological level of SCI patients do 

not experience neuropathic pain from their injury and this type of pain is used to define 

pain that not directly related to SCI: for example- due to pulling the wheelchair patients 

may suffer from carpal tunnel syndrome pain; following SCI surgery post thoracotomy 

pain or pain not related to the SCI, e.g. diabetic polyneuropathy pain. Though these 

categories of pain may happen also at and/or below injury level, this is now termed as 

‘other neuropathic pain’ to distinguish from neuropathic pain as through consequence of 

the SCI (Bryce et al., 2012).  

 

Table: 1 International Spinal Cord Injury Pain Classification 

International Spinal Cord Injury Pain Classification (Bryce et al. 2012): 

Pain type Pain subtype 
Primary pain source and/or 

pathology 

Nociceptive 

Musculoskeletal 

e.g. comminuted femur fracture, 

glenohumeral arthritis, quadratus 

lumborum muscle spasm, lateral 

epicondylitis. 

Visceral 
e.g. cholecystitis, myocardial infarction, 

abdominal pain due to bowel impaction. 

Other nociceptive pain 

e.g. surgical skin incision, migraine 

headache, autonomic dysreflexia 

headache. 

Neuropathic At Level SCI pain 

e.g. spinal cord compression, cauda 

equine compression, nerve root 

compression. 
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Below level pain 
e.g. spinal cord compression, spinal 

cord ischemia. 

Other neuropathic pain 
e.g. diabetic polyneuropathy, carpal 

tunnel syndrome, trigeminal neuralgia,. 

Other pain - 

e.g. Complex Regional Pain Syndrome 

type-I, fibromyalgia, irritable bowel 

syndrome, interstitial cystitis. 

Unknown pain - - 

 

ISAP stated that neuropathic pain is described as a pain that caused by damage, injury or 

diseases affecting the central or peripheral nervous system. After spinal cord injury (SCI) 

most of patients undergo in long-term moderate to severe pain (Tate et al., 2013; Kumru et 

al., 2013; Sharp et al., 2012). Neuropathic pain will persevere unless the injured area is 

restored or pain reduction lanes are improved, so researchers are searching to repair the 

injured nerve cells (Yousefifard et al., 2016). There is limited intrinsic regeneration of the 

injured nerves in the central nervous system, so scientists are trying to reduce the 

neuropathic pain by building new nervous contacts at the location of injury (Hama & 

Sagen, 2007). Therefore, it is thought that cell transplantation may be a suitable treatment 

for SCI, as a result in recent years many research has been completed in this arena and the 

results of them which displays a strong influence of stem cell transplantation in functional 

rescue after SCI (Sahni & Kessler, 2010; Kabu et al., 2015). 

The IASP defined the neuropathic pain as “pain that is caused by a disease or lesion of the 

somatosensory nervous system” (Bryce et al., 2012). Baastrup et al. (2008) suggested that 

after SCI neuropathic pain is more common (20–75%), which impacts greatly on these 

patients in the quality of life. Post-SCI NP is more common refractory to treatment 

(Caedenas & Felix, 2009) and patients are disappointed with the level of knowledge that 

family physicians have of it (Norman et al., 2010). As for example neuropathic pain is 

pronounced as burning, itching, stabbing, shooting, pricking, tingling sensations and pain 

that is electric shock like and painful cold, often convoyed by allodynia (pain due to a 

stimulus which does not usually irritate pain) and hypoesthesia (reduced sensation of 

touch) (Bryce et al., 2012). There is the most popular and authenticated questionnaires to 
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conclude neuropathic pain is the Douleur Neuropathique (neuropathic pain) 4 questions 

(DN4) (Bouhassira et al., 2005). In the pain classification as neuropathic pain with the DN4 

it is necessary to answer ‘yes’ 4 or more than 4 questions out of the 10 questions and the 

questions are 3 from about the pain characteristics, 4 from pain related with symptoms in 

the same region, 2 from hypoesthesia to touch or prick in the pain region and 1 from pain 

that is resulted or increased by brushing in the painful region (Perez et al., 2007).  

Neuropathic pain can be separated into central pain and peripheral pain. Central pain occurs 

as an outcome of the spinal lesion is below-level pain, on the other hand at-level pain may 

be produced by root or spinal cord lesion and may consequently have both central and 

peripheral pain components. As in other neuropathic pain conditions, patients with SCI 

may report spontaneous and/or stimulus-evoked pain (Finnerup et al., 2007). They also 

suggested that pain may be called in terms such as pins and needles, burning/hot, painful 

cold, shooting and squeezing. Hyperalgesia and allodynia is frequently present at level and 

below level injury in incomplete lesion patients (Finnerup et al., 2007).  

SCI neuropathic pain mechanisms are multiple and not completely understood. These 

mechanisms may vary among patients to patients and, thus far, no simple test that can 

clarify the mechanisms accountable for neuropathic pain in the particular patient. About 

50% of SCI patients have experience in neuropathic pain (Werhagen et al., 2004), which 

is comparable to the 50% prevalence of central pain in operculo-insular strokes patients 

and these give rise to separated sensory loss with spinothalamic tract insufficiencies 

(Garcia-Larrea, 2012). Still it is an open question that why pain develops in one-half of 

patients with spinothalamic tract injury and the rest of one-half of patients don’t develop 

so. 

For spontaneous recovery from a SCI neuroplasticity plays an important role, but it may 

produce adverse magnitudes as like spasticity, neuropathic pain, and autonomic dysreflexia 

(Brown & Weaver, 2012). Central nervous system’s sensitization is considered to be the 

key cellular change responsible for the central pain and manifested by a better response to 

synaptic inputs, reduced threshold and development of receptive fields (Woolf, 2011). 

Basbaum et al. (2009) suggested that the central sensitization may contain processes by 

which response from low threshold Ab mechanoreceptors expansion access to pain-

transmitting systems, which may cause generally non-painful stimuli to be supposed as 
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painful. Therefore the clinical representation is allodynia, hyperalgesia and after-sensations 

(Basbaum et al., 2009 & Woolf, 2011). Woolf, (2011) discussed that the continuing 

discharges in central pain paths are believed to cause spontaneous pain and reduced 

threshold in nociceptor excitation may cause continuing pain if the nociceptor is triggered 

by stimuli existent at physiological levels. In a current prospective study, sensory 

hypersensitivity (temporal summation of pain and mechanical allodynia) and hyperpathia 

were originated to precede continuing below the level pain in incomplete SCI patients, 

secondary a role of neuronal hyperexcitability in central pain (Zeilig et al., 2012). 

Giardino et al. (2003) noted that pain-related exaggerating or catastrophizing the negative 

values of a situation has been related with greater intensity of pain, emotional distress and 

functional disability in chronic pain patient’s conditions and spinal cord injury. It was 

thought to deliver partial support of catastrophizing for a “communal coping” model, where 

catastrophizing in persons with pain may perform as a social communication dedicated 

toward gaining social proximity, assistance or support. 

Widerstrom-Noga & Turk (2003) showed that not surprisingly, found in SCI patients in 

more locations with more severe pain, those patients with hyperalgesia or allodynia and 

those in whom the pain was more likely to affect with activities were not unlikely usage 

pain medications. They also showed that trials of simple nonsteroidal anti-inflammatory 

drugs (NSAIDs), non-narcotic analgesics, non-narcotic ‘muscle relaxants’ or 

acetaminophen are more common clinical prescription in spinal cord injury pain. 

Unluckily, these drugs are not often effective in complete spinal cord injury neuropathic 

pain relief moreover, these have more risks of other complications like as gastric ulceration 

with long time use (Widerstrom-Noga & Turk, 2003). 

Now-a-days gabapentin and pregabalin are considered as first-line drug for treatments of 

neuropathic pain (Moulin et al., 2007). Gajraj (2007) also showed that first line treatments 

for neuropathic pain in Canadian and international guidelines are gabapentin and 

pregabalin have been recommended. It is proved that in the central nervous system the 

mechanism of action for gabapentin and pregabalin are via binding with the alpha-2 delta 

receptors. In the presynaptic nerve terminals these type receptors are present. These 

receptors decrease the influx of calcium into the presynaptic terminal by certain amount of 

gabapentin or pregabalin and that’s why it decreases the excitatory neurotransmitters 
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release (Gajraj 2007). Gabapentin and pregabalin seem to potentiate GABA effects 

centrally over enrichment of GABA release and synthesis and both of these are relatively 

well tolerated with only a limited transient side effects, lack of organ toxicity and there are 

no evidence of significant collaboration with other medications (Gajraj 2007). Rintala et 

al. (2007) was the only study to report that Gabapentin have no advantage over placebo in 

the spinal cord injury pain treatment. This study may have complicated by the point that 

the placebo treatment was dimenhydramine and a false inert placebo and the number of 

samples was only twenty two. 

 

Table: 2 Summary of Anticonvulsant Pain Treatment Post SCI 

Summary of Anticonvulsant Pain Treatment Post SCI (Mehta et al., 2014) 

Study Study type N Intervention Type 

Rintala et al. 2007 RCT 22 Gabapentin + 

Levendoglu et al. 2004 RCT 20 Gabapentin + 

Tai et al. 2002 RCT 07 Gabapentin + 

To et al. 2002 Non-RCT 44 Gabapentin + 

Ahn et al. 2003 Non-RCT 31 Gabapentin + 

Putzke et al. 2002 Non-RCT 21 Gabapentin + 

Cardenas et al. 2013 RCT 219 Pregabalin + 

Siddall et al. 2006 RCT 137 Pregabalin + 

Vranken et al. 2008 RCT 40 Pregabalin + 

Finnerup et al. 2002 RCT 30 Lamotrigine +* 

Finnerup et al. 2009 RCT 36 Levetiracetam - 

Note: *= in individuals with incomplete SCI 

 

Following non-SCI causes tricyclic antidepressants are frequently suggested for the 

neuropathic pain management (Vranken et al., 2008). For that reason it is essential to study 

the use of tricyclic antidepressants in the management of post-SCI pain. Vranken et al. 

(2008) found individuals receiving duloxetine stated clinically significant (>2 units on 

VAS) progress on pain associated to those in a placebo control group. In an exciting study 

by Rintala et al. (2007) showed that amitripyline was worse than gabapentin in non-
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depressed and depressed patients but was no worse than diphenhydramine for depressed 

patients only. Marciniak et al. (2008) treated 29 spinal cord injury patients with Botulinum 

toxin type A injections to manage focal spasticity. Via this method pain was improved by 

83.3%. 

There is contradictory level 2 evidence (one from randomized controlled trial; Hagenbach 

et al., 2007) for the usage of delta-9-tetra hydrocannabinol in decreasing spastic pain in 

SCI individuals. There is level 2 evidence (one from randomized controlled trial; Rintala 

et al., 2010) that stated that dronabinol is ineffective in decreasing pain intensity of post 

SCI. 

Chun et al. (2011) reported that in between 2003 and 2008 there were 38 individuals treated 

with the surgical procedure. These subjects individually suffered from different types of 

neuropathic pain containing mechanical versus thermal, segmental versus diffuse or a 

combination of both, and intermittent versus continuous pain. They also showed that the 

previous treatment with medication had confirmed ineffective and after surgery, patients 

were surveyed for a period ranging in between 19 and 84 months (on average 42 months) 

to measure the grade of pain relief. It also showed that at follow-up stage, patients were 

asked to mark the intensity of their pain problem using the VAS. Pain release was 

considered by the biographers to be ‘good’ if pain was released by more than 75%, ‘fair’ 

if pain was released by 25-75% and ‘poor’ if it was released less than 25%. Each patient 

with intermittent pain and continuous pain reached high rates of good pain relief 

(correspondingly 78% - 80%) (Chun et al., 2011). 

For musculoskeletal pain of post-SCI it is not be most effective treatment by the local heat 

and massage therapy (Mehta et al., 2014). On the other hand Norrbrink & Lundeberg 

(2004) in a survey of SCI subjects 3 years post-injury found that massage and heat therapy 

were the best non-pharmacological management. In a prospective controlled trial, where 

30 subjects were separated into either an acupuncture group or massage therapy and each 

group got treatment for 6 weeks in two times a week and were followed up for 2 months. 

The study showed that the massage therapy group was ineffective in improving pain 

intensity linked to the acupuncture group. There is a crossover RCT, Chase et al. (2013) 

stated patients that received light touch and next massage were more likely report decrease 

in pain intensity than those that conventional massage and then light touch. That study did 
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not examine the effectiveness of either management compared to the alternative; hence, it 

is problematic to examine if one management itself is more effective than the other. Mehta 

et al. (2014) concluded that massage may not be helpful for post-SCI musculoskeletal pain 

and neuropathic pain. 

Arienti et al. (2011) examined the use of osteopathic management in decreasing 

neuropathic pain of post SCI. Subjects were divided into one of three groups: first one the 

pharmacological group who received 600 mg of pregabalin every day; second one the 

combined with pharmacological and osteopathy group who received osteopathic treatment 

once in a week for the first month, once in every fortnight for the 2nd  month and once 

during the 3rd  month for 45 minutes along with the pharmacological management; the 

osteopathic group took only the osteopathic management schedule termed and the 

combined group took both active treatments. That study found verbal numeric scale (VNS) 

ratings were not considerably different among the groups from baseline to 8 weeks. 

Nevertheless, the combined management group had the uppermost pain relief associated 

to the pharmacological treatment alone (p=0.05) and the osteopathic treatment alone 

(p=0.001) groups from 13 to 24 weeks (Arienti et al., 2011). In another study Mehta et al. 

(2014) concluded that osteopathy alone may not be helpful for post-SCI neuropathic pain. 

In a prospective controlled trial study, subjects in the acupuncture group described 

significant drop in worst pain concentration and pain unpleasantness associated to those in 

the massage group at two month follow-up. No massive difference was seen in between 

the both groups on pain intensity that based on the Visual Analogue Scale (VAS) 

(Norrbrink & Lundeberg, 2011). An RCT by Yeh et al. (2010) found that patients who 

received acupoint electrical stimulation, it showed significant upgrading in pain intensity 

and average pain associated to those that took sham acupoint electrical stimulation 

management or no treatment (p<0.01). Enhancement in impact of pain on sleep was also 

stated in the acupoint electrical stimulation group associated to the other 2 groups (p<0.05). 

Ginis et al. (2003) studied SCI patients who were under a regular exercise program and 

compared them to spinal cord (SCI) patients who did not. Those patients who were under 

the regular exercise therapy program experienced a massive improvement in pain scores 

which in opportunity accounted for improved depression scores. Ditor et al. (2003) found 

that pain scores were not positively interconnected with adherence to a future exercise 
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program. Mehta et al. (2014) concluded in a study that regular exercise decreases both 

musculoskeletal and post-SCI neuropathic pain.  

In a pre-post study Nash et al. (2007) reported that anaerobic power and strength of the 

upper limbs increased following sixteen (16) weeks of circuit training, while scores of 

shoulder pain decreased significantly (p=0.008). In another pre-post study Serra-Ano et al. 

(2012) found it was helped to reduce shoulder pain post SCI and improve shoulder 

functionality by an 8 week resistance training program. Finley and Rodgers (2007) studied 

17 subjects including 9 spinal cord injury (SCI) patients with a special wheelchair like as 

MAGIC wheels 2-gear wheelchair and found that by using this specific chair shoulder pain 

reduced. Mehta et al. (2014) concluded in their study that a shoulder exercise program can 

reduce the intensity of post-SCI nociceptive shoulder pain and also MAGIC wheels 2-gear 

wheelchair can reduce nociceptive shoulder pain. Jensen et al. (2009) unsystematically 

allocated subjects into hypnosis or the biofeedback treatment group and subjects in the 

hypnosis group stated that there was a significant decrease in neuropathic pain severity 

compared to those of the biofeedback group (p<0.01). Except neuropathic pain no such 

effect was seen in between the two groups in individuals. A pre-post study among 

individuals with SCI pain by Jensen et al. (2013) found that biofeedback improved pain 

intensity. 

Norrbrink et al. (2006), Heutink et al. (2012) and Burns et al. (2013) found that there was 

no improvement in pain intensity by cognitive behavioral therapy among individuals who 

receiving the treatment. But all that studies found significant improvement in connected 

psychosocial factors in post treatment. Norrbrink et al. (2006) also found there was 

significant improvement in anxiety, depression and sleep interference in post treatment. 

Burns et al. (2013) mentioned that the modification in life interference and locus of control. 

There was significant improvement in anxiety and participation in activities was seen in 

among individuals who received Cognitive Behavioral Therapy (CBT) (Heutink et al., 

2012). There is level 1b conflicting evidence (one from randomized controlled trial, a 

chohort study and two pre-post studies; Moseley 2007; Gustin et al. 2008; Soler et al. 2010 

& Kumru et al. 2012) showed that visual imagery may decrease at level neuropathic pain 

in post spinal cord injury for a small period. 
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There is strong level 1a evidence (four from randomized controlled trials; Fregni et al. 

2006; Tan et al. 2006 & Soler et al. 2010) for the benefits of transcranial electrical 

stimulation (TCES) in decreasing musculoskeletal and neuropathic post-SCI pain. One 

prospective controlled study by Yoon et al. (2013) studied that 10 days of active 

transcranial direct current stimulation expressively improved pain severity associated to 

sham treatment. 

Norrbrink (2009) in a crossover study examined the effect of low frequency (2Hz) and high 

frequency (80Hz) transcutaneous electrical nerve stimulation (TENS) and patients took 

either low or high frequency stimulation approximately for 30 to 40 minutes 3 times daily 

for 2 weeks followed by a 2 week washout period. After that he switched stimulation 

frequency groups and the author stated no significant difference between the two 

treatments in refining of neuropathic pain. However, the study did catch clinically 

significant decrease of pain severity, worst pain intensity and pain unlikableness in post 

treatment while compared to baseline scores. In that study 70% of participants there was a 

reduction of greater than 2 points in pain severity from baseline; where clinical significance 

was described as having a reduction of more than 1.8 points. 
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CHAPTER III      METHODOLOGY 

 

3.1 Study design 

A cross sectional study was chosen to conduct the study. It is the simplest variety of 

descriptive or observational epidemiology are a useful way to gather information on 

important health-related aspects of people's knowledge, attitudes, and practices. A cross 

sectional is a research technique which involved collecting data from a large number of 

people, so that a general overview of the group could be obtained. 

 

3.2 Study population 

A population is the total group or set of events or totality of the observation on which a 

research is carried out. In this study, sample populations were selected from the participant 

of Centre for the Rehabilitation of the paralysed (CRP), Savar, Dhaka. 

 

3.3 Study site 

The study was conducted at the Centre for the Rehabilitation of the Paralysed (CRP) in 

Bangladesh. 

 

3.4 Study area 

Spinal cord injury (SCI) unit of the Centre for the rehabilitation of the paralysed (CRP). 

 

3.5 Sampling 

Purposive sampling technique was selected. Because purposive sampling involves the 

deliberate selection of individuals by the researcher based on predefine criteria and getting 

of those samples whose criteria will be concerned with the study purpose. Here another 

factor is resource limitation to get the sample in bigger aspect as well as the limitation of 

time. Participants are chosen purposively because the participants have some particular 

features or characteristics which are enable detailed exploration of the research objectives. 

This method contained some inclusion criteria to select the participant as to find out the 

actual snap of the situation. 
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3.6 Sample size 

Sampling procedure for cross sectional study done by following equation- 

𝑛 = {
𝑧(1−

𝛼

2
)

𝑑
}

2

× 𝑝𝑞  

Here,  

n = sample size 

𝑧 (1 −
𝛼

2
) = linked to 95% confidence interval (use 1.96)  

p = expected prevalence (94% or 0.94)  

q = 1- p (1- 0.94 or 0.06)  

d = margin of error at 5% (standard value of 0.05) 

Here the actual sample size for this study is calculated 87. But as it is an educational 

research and had the time limitation so 58 SCI patients were taken as sample. 

 

3.7 Data collection method and tools 

The face to face interview method was used to accumulate data. To successfully complete 

the interview session and composed the valuable data from the patients the materials were 

used such as- consent form, question paper, pen, pencil, file, clip board etc. A structured 

questionnaire was used for collecting information associated to the study. 

 

3.8 Inclusion criteria 

 The patients attended at spinal cord injury (SCI) unit of CRP. 

 Patients who were injured from any trauma. 

 Both male and female patients were selected. 

 Subject who were willing to participate in the study. 

 

3.9 Exclusion criteria 

 Subject who were medically unstable. 

 Subject who had mental disorders. 

 Non traumatic patients. 

 Patients who were in acute stage. 
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3.10 Data analysis 

Data were numerically coded using an SPSS 20.0 version software program. Data was 

analyzed through descriptive spastics which focused to table, bar chart and pie chart. 

 

3.11 Ethical consideration 

Research proposal was submitted and presented to the institutional review board (IRB) and 

Bangladesh health professions institute (BHPI) and approval was obtain from the board. 

World health organization (WHO) and Bangladesh medical research council (BMRC) 

guideline also followed to conduct the study. I also took the permission from New South 

Wales agency for clinical innovation authority for using their questionnaire. Then 

permission was taken from the In-charge of SCI unit for data collection from the patients 

by ensuring the safety of participants. The participant, who was interested to participate in 

the study, was informed verbally about the topic and purpose of study. I have received a 

written consent form each participant including signature or finger print who were not able 

to provide signature.  They were informed about the number of interviews and length of 

interview. It was informed that there would be no risk or direct benefit to participate in the 

study. Each participant had the right to refuse to answer any question or withdraw them 

from the study. It was informed that the information given by participant will be published 

according to their permission and at this time their identities will be protected by using 

coding. 

 

 

 

 

 

 

 

 

 

 



23 
 

CHAPTER IV        RESULTS 

 

The aim of the study was to find out the experience of pain among people with traumatic 

spinal cord injury. Data were numerically coded using an SPSS 20.0 version software 

program. The collected data were calculated as percentages and presented by using graph 

and table charts. 58 participants were taken to find out the experience of pain among people 

with traumatic spinal cord injury. 

 

Pain experience 

In this study among the 58 participants 93.1% (n=54) of participants were experienced pain 

during the last week from the interview date and 6.9% (n=4) of participants were not 

experienced pain during that time (Figure: 1). 

 

 

Figure 1: Experience of pain in Spinal cord injury patients 
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Gender 

In the study from 58 participants 89.70% (n=52) were male and 10.30% (n=6) were 

female (Figure: 2). Among the participants 49 (84.5%) male and 6 (100%) female 

participants experienced pain within last week of interview.  

 

 

 

Figure 2: Male-female gender in spinal cord injury 
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Average pain intensity in both gender 

In the study most of the male experience moderate pain (4-6) (n=27) in the past week of 

their interview. In addition, female also the same category of pain (4-6) experience (n=4) 

(Table 4). 

 

Table 3: Male and female pain intensity in a week 

 

 Sex 

Pain intensity Total 

0 1 2 3 4 5 6 7 8 9 10  

 Male 1 2 2 5 6 11 10 6 8 0 1 52 

Female 0 0 0 0 0 1 3 0 1 1 0 6 

                Total 1 2 2 5 6 12 13 6 9 1 1 58 

 

 

Pain perception  

Among the total number of subjects 82.8% (n=48) patients felt that the pain was new 

following the injury and rest of the 17.2% (n=10) patients felt that the pain was not new 

following the trauma (Figure: 3). 

 

 

 

Figure 3: New pain perception 
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(n=48; 82.80%)

No

(n=10; 17.20%)
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Health status 

In the study participants’ health status have showed in bar the chart below. There had 

multiple negative answer from the patients. From 58 participants 37 had recent sensation 

change, 28 had recent decrease muscle strength, 26 had fever and/or fever/chills, 19 had 

noticed nausea, a lack of appetite and/or weight loss, 14 had noticed a recent change in 

bladder function, 8 had recent change bowel function, 3 had current skin breakdown, 8 had 

recent fall/trauma and 5 had been an increase in muscle spasm (Figure: 4). 

 

 

Figure 4: Health status of the participants 
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Pain severity 

Among the 58 participants 15.5% (n=05) of participants felt mild pain, 50% (n=36) of 

participants felt moderate types of pain and rest of 34.5% (n=17) felt sever pain (Figure: 

5). 

 

 

 

Figure 5: Severity of pain in spinal cord injury patients 
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Pain problem area 

Here among the 58 participants 41 (70.7%) individuals mentioned that they had pain in 

only one area. On the other hand 15 participants (25.9%) told that they had pain in two 

different area of body and rest of 3 subjects (3.4%) said 3 different area of pain was located 

(Figure: 6). 

 

 

 

Figure 6: Frequency of painful area 
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Injury level 

In the study level of the injury mostly were thoracic 65.8% (n=33) and then in cervical 

region 39.7% (n=23). On the other hand only 1.7% (n=01) was sacral level of injury. There 

was only one subject 1.7% (n=1) who had no specific spinal cord injury level (Table: 4). 

 

Table 4: Level of spinal cord injury 

Area Number Percentage 

Cervical 23 39.7% 

Thoracic 33 56.8% 

Sacral 01 1.7% 

Not obvious specific level (NOSL) 01 1.7% 

Total 58 100% 
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Use of medications for pain management 

In this study from the 58 participants 22 (37.9%) of them mentioned that they use 

medications for the management of pain and rest of 36 (62.1%) participants told they were 

not using any medication for their pain (Figure: 7). 

 

 

Figure 7: Medication use for pain management 

 

 

Effects of medications: 

Among the participants 13.8% (n=8) of patients told that they feel better from pain after 

taking medications and other 86.2% (n=50) had given the negative reply (Figure: 8). 

 

 

Figure 8: Effects of medications 
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Pain interfere in night sleep 

Among the 58 participants 24.1% (n=14) of people told that they had no interfere of night 

sleep by the pain. On the other hand 27.2% (n=16) of participants said that they had faced 

mild interference of night sleep through the pain and 17.2% (n=12) people were moderate 

interfere of night sleep. The importantly that 31% (n=18) people had severe interfere of 

night sleep for the pain they had (Figure: 9). 

 

 

 

Figure 9: Pain interfere in night sleep 
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Location of pain experience 

There shows of pain experience from the SCI level of the participants that among the total 

58 subjects 29.3% (n=17) individual’s pain above the SCI level and 63.8% (n=37) 

individual’s pain was below the SCI level. In addition, almost 7% (n=4) experienced this 

type of pain following there injury (Table: 5). 

 

Table 5: Location of pain experience 

 

  

Pain experience  

Total 

Yes No 

Location of pain from 

level of SCI 

Above 17 (29.3%) 2 (3.4%) 19 

Below 37 (63.8%) 2 (3.4%) 39 

 Total 54 4 58 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



33 
 

Mood interfere 

Here the participants mentioned their overall mood that changes for the pain they were 

experienced. In the scenario of this that the most 37.9% participant (n=22) told there had 

moderate change of their overall mood. 34.4% (n=20) individual said maximum mood 

change for the pain and 22.4% (n=13) subjects said they had minimum change of overall 

mood for the pain. In addition, only 5.2% (n=3) individual mentioned that they had no 

interfere of their mood (Figure: 10). 

 

              

 

Figure 10: Overall mood interfere for pain 
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Pain change 

Among the 58 subjects 33 (57%) were told that the pain they were experiencing was not 

change over the course of the day and rest of 25 (43%) subjects gave positive answer about 

the question of changing the pain over the course of the day (Figure: 11). 

 

 

Figure 11: Change of pain over the course of the day 
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Location of the worst pain 

Person with the worse pain, they complained in 14 different location of pain area. Among 

of them the most common area were chest region 22.44% (n=13). Following this, lumber 

area pain was common 15.62% (n=9) and immediate after that both shoulder and arm 

including forearm was common 10.34% (n=6). Additional locations of pain that 

participants were complained is given below in the (Figure 12). 

 

 

 

 

(Neck, n=1)  

(Left shoulder, n=2)             (Both shoulder, n=6) 

(Right shoulder, n=3)            (Chest, n=13) 

              

(Lumber, n=9)                                (Abdomen, n=4) 

(Arm & Forearm, n=6)                     

                    (Right wrist, n=2) 

             (Inguinal region, n=1) 

(Both leg, n=3)                    (Both knee, n=3)  

(Right leg, n=2)                             (Left leg. n=3) 

  

 

Figure 12: The worst pain location 
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Pain in male and female 

Here the pain ratio in between the two sex were 98.7% (n=51) in male and 100% (n=6) in 

female (Figure: 13). 

 

 

Figure 13: Pain in male-female participants 
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Pain with SCI type: 

Among the 58 total number of participants 50 (92.6%) complete patients complained pain 

from 54. On the other hand from 4 (100%) incomplete patients everybody gave their 

positive answer about pain (Table: 6). 

 

 

Table 6: Pain with SCI type 

 

Types of SCI 

Pain experience  

Total 
Yes No 

Complete A 50 (92.6%) 4 (7.4%) 54 

Incomplete B 4 (100%) 0   4 

Total 54 4 58 
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CHAPTER V        DISCUSSION 

 

The present study used a cross-sectional study design to find out the experience of pain 

among the traumatic SCI patients. The results of this study displayed that the experience 

of pain among the traumatic SCI patients was 93.10% which is comparatively equal to 

other studies. Dijkers et al. (2009) reported that the percentage of developing pain in 

traumatic SCI was 11%- 94%. They also mentioned that 18%-64% sever disabling pain 

may develop in SCI patient who were injured by trauma. Raissi et al. (2007) reported in 

their study that 96.2% SCI patient experienced pain. Donnelly & Eng, (2005) mentioned 

that 86.4% patients experienced pain in their study. Both of this data also displays the 95% 

confidence interval (CI) for the prevalence rates which reported by the studies. The 95 

percent confidence interval depends mostly on the sample size; therefore, studies like that 

of Cardenas et al. (2004). 

Mean pain severity was 6.45 in VAS which indicate the moderate type of pain were 

experiencing the participants. It is interesting to see that the most of participants (n=31) 

were replied of their pain question in between 4 to 6 in VAS  which indicate that the most 

of the them were experiencing moderate type of pain. Pain ratio in between the two sex 

were 98.7% in male and 100% in female where male female ratio were 18.4:1. Rintala et 

al. (2004) reported in a study there was 64% (n=69) male and 96% (n=27) female were 

experiencing pain following SCI. In another study there was 60% (n=336) male and 74% 

(n=120) female were affected in the same condition during the accident subsequent period 

(Norrbrink et al., 2003). 

Among the 58 total number of participants 50 (92.59%) complete patients complained pain 

from 54. On the other hand from 4 (100%) incomplete patients everybody gave their 

positive answer about pain where incomplete and complete ratio was 0.07. Yap et al. (2003) 

indicated in a study that 80% (n=15) of complete patient complained pain and 64% (n=25) 

incomplete patients complained pain where incomplete and complete ratio was 0.80. In 

another study 64% (n=144) of complete patients and 62% (n=318) of incomplete patients 

were experiencing pain followed by the injury where incomplete and complete ratio was 

0.97. 
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For the worst pain of the 58 participants there were 14 different locations where pain was 

located such as chest, right wrist, abdomen, both knee, right leg, left leg, left shoulder, both 

leg, both shoulder region, lumber, arm and forearm, right shoulder, neck and inguinal 

region. For the second worst pain there were 11 location where 17 participants complained 

pain perception and the area were gluteal region, chest, both elbow, right knee, neck, both 

shoulder, leg, lumber, both hand, right shoulder and right elbow. Moreover for the third 

worst pain only 2 participants complained pain in 2 location and the area were hip and both 

knee. Stroman et al. (2016) mentioned in an article for their 16 SCI subjects there were 11 

different location of pain such as fingers, toes, right shoulder, both elbows, both hands, 

upper back, both wrists, both buttocks and hips, left hand and neck. 

In the study 82.8% (n=48) individual total that the pain they were experiencing was new 

following their injury. Rest of the 17.2% (n=10) participants said that this pain was not 

new. Among of the all participants 48.3% (n=28) patients told that the pain become flare 

up and 51.7% (n=30) said that the pain was same to continuous way or not to flare up of 

existing pain. From this evidence it clearly indicate that pain of individuals were 

experiencing directly related to either their injury or position of them during the resting 

period. As all the participants were receiving their treatment from a rehabilitation team like 

CRP MDT authority it clearly recognized to treatment protocol is well enough for the 

rehabilitation of each individuals. 
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Limitation of the study 

Some limitations were noted for this study. First of all, time was limited which had a great 

deal of impact on the study. If enough time was available knowledge on the thesis could 

be extended. On the other hand, the result of the study cannot be widespread to the whole 

population of SCI patients in Bangladesh as the samples were collected only from the CRP 

and the data were collected from very small population. The number of subjects (58) was 

not sufficient for the study. This study has provided for the first time data on the experience 

of pain among people with traumatic spinal cord injury. No research has been done before 

on this topic. So there was little evidence to support the result of this project in the context 

of Bangladesh. The researcher was a 4th year B.Sc. in physiotherapy student and this was 

his first research project. He had limited experience with techniques and strategies in terms 

of the practical aspects of research. As it was the first survey of the researcher so might be 

there were some mistakes that overlooked by the researcher. 
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CHAPTER VI          CONCLUTION AND RECOMMENDATION 

 

6.1 Conclusion  

The finding result was relatively same as the background study result of pain experience 

and the result was 93.1%. The estimated other results was also in same the category of the 

background study. The results of the study can help to the physiotherapy community to 

provide the different valuable information related to the title. By receiving the statistics of 

this study treatment procedure of pain in SCI patients may also be improved. To reduce the 

percentage of the pain perception among the patients with spinal cord injury some measures 

should have to follow by taking the info from the study. 

 

6.2 Recommendation 

Pain problem among the traumatic spinal cord injury patients is much common. But there 

is only few study in this area in Bangladesh. If there are more research in this sector, it 

would be a great achievement to manage the patients with spinal cord injury related pain. 

So it is needed more study in the SCI related pain or pain management.   
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VERBAL CONSENT STATEMENT (ENGLISH) 

(Please read out to the participant) 

 

Assalamualaikum/Namasker,  

My name is Khairul Islam, I am conducting this study for a research project titled “Experience of 

pain among people with traumatic spinal cord injury” from Bangladesh Health Professions 

Institute (BHPI), University of Dhaka. I would like to know about some personal and other related 

questions about pain. This will take approximately 10 -15 minutes. I would like to inform you that 

this is a purely academic study and will not be used for any other purpose. The researcher is not 

directly related with this SCI area, so your participation in the research will have no impact on 

your present or future treatment. All information provided by you will be treated as confidential 

and in the event of any report or publication it will be ensured that the source of information 

remains anonymous. 

Your participation in this study is voluntary and you may withdraw yourself at any time during 

this study without any negative consequences. You also have the right not to answer a particular 

question that you don’t like or do not want to answer during interview. 

If you have any query about the study or your right as a participant, you may contact with 

Khairul Islam, researcher and/ or my supervisor is Md. Shofiqul Islam, Assistant Professor, 

Physiotherapy Department, BHPI. 

Do you have any questions before I start? 

So may I have your consent to proceed with the interview? 

o    YES             

o     NO             

    

 

Signature of the Interviewer ________________________________ 
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Questionnaire (English) 

Experience of pain among people with traumatic spinal cord injury 

 

Date: _____/_____/______ 

Personal Details: 

Name: 

 

 

Address: 

 

 

Mobile:  

 

Spinal Cord Injury (SCI) Details: 

 

Level of SCI:  
 

  

Date of SCI: 

 

_____/_____/______ 

 

  

Type of SCI: 
 

      

     Complete  

 

 

      Incomplete 

 

AIS # (if 

known) 
 

  

             A 

  B 

  C 

  D 

 

Health Screening Questions: 

In the table below tick all that apply to your current pain problem: 

 This is a new pain (pain in a new location or pain that has new characteristics) 

 This is a significant flare up (or worsening) of an existing pain 

 There has been a recent change in my level of sensation 

 There has been a recent decrease in my muscle strength or function 

 I have had a fever and / or chills 

 I have noticed nausea, a lack of appetite and/or weight loss 

 This pain causes me to have symptoms of Autonomic Dysreflexia 

 I have noticed a recent change in my bladder function 

(may include symptoms of bladder infection, bladder leakage, difficulty emptying) 
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 I have noticed a recent change in my bowel function 

(may include constipation, bowel accidents, abdominal pain, bloating, rectal bleeding) 

 I have a current area of skin breakdown 

 I have had a recent fall or trauma 

 There has been an increase in my muscle spasms 

 

1. Have you had any pain during the last 7 

days including today? 

 

 

 YES    NO 

2. In general, how much has pain interfered 

with your day-to-day activities in the last 

week? 

0   1    2    3    4    5    6    7    8    9    10 

(where 0 = no interference and 10 = 

extreme interference) 
 

3. In general, how much has pain interfered 

with your overall mood in the last week? 

0   1    2    3    4    5    6    7    8    9    10 

(where 0 = no interference and 10 = 

extreme interference) 
 

4. In general, how much has pain interfered 

with your ability to get a good night’s sleep? 

0   1    2    3    4    5    6    7    8    9    10 

(where 0 = no interference and 10 = 

extreme interference) 
 

5. How many different pain problems do you 

have? 

1    2    3    4    ≥ 5 

6. Average pain intensity in the past week? 0    1    2    3    4    5    6    7    8    9    10 

(where 0 = no pain and 10 = pain as bad as 

you can imagine) 

 

For your worst pain, provide the following details: 

7. Where is the pain located?  

 

8. Is the pain above or below your level of 

SCI? 

 Above    Below 

9. Is the pain in a region of reduced 

sensation? 

YES     NO 

10. When did the pain start? (Date of onset)  

_____/_____/______ 

11. Was there an event that triggered the 

pain? 

YES     NO 

 

Details:________________________ 

12. What words best describe your pain? 

(tick all that apply) 

 Aching   Burning 

 Dull    Icy cold 

 Cramping   Electric Shocks 

 Tender   Pins & Needles 

 Squeezing   Tingling 

 Sharp   Other: _________ 
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13. How does pain change over the course of 

the day? 

 

 

 

14. What makes the pain feel worse?  Personal care   Fatigue 

 Mobility - transfers   Stress 

 Mobility – wheelchair  Anxiety 

 Mobility – walking   Constipation  

Exercise/Sports      Bloating  

 Spasm        Bladder infection  

___________   ___________ 

 

15. What makes the pain feel better? 

 

 Rest     Medications 

 Position/posture change  Distraction 

 Activity Pacing   Exercise  

 ___________   ___________ 

 

16. What medications do you use for pain? 

Medication Dose Frequency Helpful? Side effect 

 YES    NO 

 YES    NO 

 YES    NO 

 YES    NO 

 YES    NO 

17. Are you using or receiving any treatments for your pain problem?       YES         NO 

 

18. Treatment Details: ( if 17 is YES ) 
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For your second worst pain, provide the following details: 

 

Where is the pain located?  

 

Is the pain above or below your level of SCI?  Above    Below 

 

Is the pain in a region of reduced sensation? YES     NO 

When did the pain start? (Date of onset)  

_____/_____/______ 

Was there an event that triggered the pain? YES    NO 

 

Details:________________________ 

What words best describe your pain? 

(tick all that apply) 

 Aching   Burning 

 Dull    Icy cold 

 Cramping   Electric Shocks 

 Tender   Pins & Needles 

 Squeezing   Tingling 

 Sharp   Other: _________ 

 How does pain change over the course of the 

day? 

 

 

 

 What makes the pain feel worse?  Personal care   Fatigue 

 Mobility - transfers   Stress 

 Mobility – wheelchair  Anxiety 

 Mobility – walking   Constipation  

Exercise/Sports      Bloating  

 Spasm        Bladder infection  

___________   ___________ 

 

What makes the pain feel better? 

 

 Rest     Medications 

 Position/posture change  Distraction 

 Activity Pacing   Exercise  

 ___________   ___________ 

 

What medications do you use for pain? 
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For your third worst pain, provide the following details: 

 

Where is the pain located?  

 

Is the pain above or below your level of SCI?  Above    Below 

Is the pain in a region of reduced sensation? YES     NO 

When did the pain start? (Date of onset)  

_____/_____/______ 

Was there an event that triggered the pain? YES     NO 

 

Details:________________________ 

 

What words best describe your pain? 

(tick all that apply) 

 Aching   Burning 

 Dull    Icy cold 

 Cramping   Electric Shocks 

 Tender   Pins & Needles 

 Squeezing   Tingling 

 Sharp   Other: _________ 

How does pain change over the course of the 

day? 

 

 

 

What makes the pain feel worse?  Personal care   Fatigue 

 Mobility - transfers   Stress 

 Mobility – wheelchair  Anxiety 

 Mobility – walking   Constipation  

Exercise/Sports      Bloating  

 Spasm        Bladder infection  

___________   ___________ 

 

What makes the pain feel better? 

 

 Rest     Medications 

 Position/posture change  Distraction 

 Activity Pacing   Exercise  

 ___________   ___________ 

 

What medications do you use for pain? 

 

 

 

 

 

 


