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Pain in the Developing World

Research Paper

Cross-sectional study examining the epidemiology
of chronic pain in Nepal
Cassie Higginsa,*, Saurab Sharmab,c, Inosha Bimalid, Tim G. Halese, Paul A. Camerona, Blair H. Smitha,
Lesley A. Colvina

Abstract
Introduction: The World Health Organization recognizes chronic pain as a global public health concern; however, there is a bias
towards research conducted in relatively affluent nations. There is a dearth of large-scale epidemiological studies in Nepal using
rigorously validated, cross-culturally adapted instruments.
Objectives: The aim of this study was to examine the prevalence of both chronic pain and chronic pain of predominantly
neuropathic origin and their associations with a range of sociodemographic and psychosocial characteristics.
Methods:We conducted a cross-sectional study of adults ($18 years) in all households in Ranipani, Baluwa Village Development
Committee, Nepal. All adults (n 5 887) were approached, and those consenting, who met the inclusion criteria (n 5 520, 58.6%),
participated. Questionnaires validated in Nepali were used to examine several constructs: demographics; chronic pain; neuropathic
pain; pain catastrophizing; resilience, pain intensity; pain interference; sleep disturbance; and depression.
Results: The point prevalence of chronic pain was 53.3% (n 5 277). The point prevalence of chronic pain of predominantly
neuropathic origin was 12.7% (n 5 66). Chronic pain was associated with female gender, older age, and manual labour
occupations. Using standardized scoring techniques, compared with available population estimates from other countries, those
with chronic pain were associated with lower pain intensity and resilience scores and higher pain catastrophizing, pain interference,
and depression scores.
Conclusion: These findings are broadly comparable to epidemiological studies from other countries, and these indicate areas for
targeting interventions (eg, occupational and mental health). For comparison, more data are needed, from larger population
samples in this region.

Keywords: Chronic pain, Neuropathic pain, Epidemiology, Nepal, Health measures

1. Introduction

TheWorld Health Organization recognizes chronic pain (CP) as
a global public health concern48 because it has a profound

effect on individuals and society.11,19,32,43 The predominance

of research funded by high-income countries (HICs) has

resulted in a research bias towards affluent nations.18

Conversely, researchers in low-income and middle-income

countries (LMICs) face numerous challenges due to a lack of

infrastructure and funding.22 A number of systematic reviews

identified considerable variability both between and within
countries concerning CP prevalence.21,25,42,53 Elzahaf et al.13

compared the prevalence of CP in HICs with that in LMICs
(identified by a Human Development Index [HDI] of ,0.9, as
recommended by the United Nations49). They found a
significantly higher prevalence of CP in LMICs (33.9%)
compared with HICs (29.9%) and found that studies con-
ducted in LMICs were associated with relatively weaker
methods and smaller sample sizes. There is a need to quantify
and characterize the burden of CP in LMICs to facilitate a more
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accurate global understanding of CP and appropriate target-
ing of resources.

Chronic pain is defined as pain that persists beyond that of
normal tissue healing time, usually considered to be 3 months23

andmay be classified as predominantly nociceptive, neuropathic,
or nociplastic in origin.27,35 Many causes of pain are common in
both HICs and LMICs. However, compared with HICs, some
types of CP are more common in LMICs, such as pain resulting
from trauma, violence, and natural disasters17 or pain associated
with human immunodeficiency virus/acquired immune deficiency
syndrome, herpes zoster, leprosy, and sickle cell disease,36

which can be associated with an increased burden of chronic
pain of predominantly neuropathic origin (CPOPNO).33 Since its
inception, the Global Burden of Disease study has reported
consistently that the burden of pain in LMICs is substantial and
that years lived with disability is high33 and that, in Nepal, chronic,
painful conditions comprise the 4 leading causes of years lived
with disability.54

To date, 3 studies have examined the prevalence of CP in
Nepal, reporting prevalence values of up to 50%.2,5,54 However,
none of these studies assessed factors associated with the
presence of CP nor the prevalence and burden of CP due to
neuropathic aetiologies. An additional important limitation of the
previous epidemiological studies is the use of measurement
instruments without rigorous cross-cultural adaptation and
validation processes,38 which are important when using
patient-reported outcomes in clinical research.30,46

Given these considerations, understanding the prevalence and
effect of CP in Nepal from different regions of Nepal is essential in
quantifying the scale and nature of the problem and in highlighting
the need for resource allocation and specialized care provision. In
response, this study examined 3 objectives: (1) to estimate the
prevalence of CP and CPOPNO in adults in all households in
Ranipani, Baluwa, Nepal; (2) to characterize CP and CPOPNO
and identify associations with sociodemographic characteristics;
and (3) to examine pain catastrophizing, resilience, and the
functional impact of CP and CPOPNO.

2. Materials and methods

2.1. Study design and setting

A cross-sectional study was conducted in one of the Village
Development Committees in Bagmati Pradesh (Province 3) in
Nepal. Bagmati Province is the most populated province among
the 7 provinces of Nepal with a culturally diverse population of
approximately 5.5 million. The study was conducted in the entire
community of Ranipani, Baluwa (Kavrepalanchowk Disctrict).
Demographic information, obtained from the Department of
Community Programs, Dhulikhel Hospital and local Ward Office,
reports that there are 210 households in Ranipani, Baluwa and a
total population of 1115 (male 5 559 and female 5 556). The
community has 2 health centres, and the principal occupation in
the community is agriculture followed by animal rearing and
trading.

2.2. Participants

All adult residents aged 18 years or older within each household
in Ranipani, Baluwa were invited to participate. All persons
meeting the eligibility criteria were included in the study.
Eligibility was conferred where individuals were (1) available
for contact; (2) able to speak and understand Nepali; (3) Nepali
citizens; and (4) suffering from no physical or mental health

issues that impaired ability to give informed consent (eg,
dementia).

2.3. Materials

A study-specific questionnaire was designed, comprising 3
sections: demographic characteristics; screening (to identify
CP); and pain-related information. The demographics section of
the questionnaire elicited information concerning the following:
age; gender; marital status; religion; caste; educational status;
occupation; and smoking status. The screening section of the
questionnaire was used to determine participant eligibility for
inclusion in the study, as described above. Pain-related in-
formation focused on the duration, locus, nature and cause of
pain and any treatments received for painful conditions. The
remainder of the instruments are described in Table 1. Neuro-
pathic pain is defined as “pain caused by a lesion or disease of the
somatosensory nervous system,”24 and nonneuropathic pain is
considered to be predominantly nociceptive in origin.

2.4. Procedure

A systematic door-to-door strategy was used to recruit eligible
participants. All information was obtained from participants
through interviews with Bachelor of Physiotherapy students in
their final year of study at the Kathmandu University School of
Medical Sciences. Theywere trained in sampling, screening, data
collection, and data entry before commencing the project.

All participants provided sociodemographic information and
responded to 3 demographic and pain-related questions: (1) “Do
you speak and understand Nepali?”; (2) “Are you a Nepali
citizen?”; and (3) “Do you have pain lasting for at least 3months?”
Chronic pain was identified in those who responded in the
affirmative to the third question, and the participants who
responded affirmatively to all 3 questions went on to complete
the remainder of the instruments.

Participants completed the self-report version of the Leeds
Assessment of Neuropathic Symptoms and Signs pain scale
(S-LANSS)4 with the aim of determining the prevalence of
CPOPNO. The S-LANSS was translated into Nepali, and back-
translated into English, using recommended guidelines,3 and the
findings are reported by Sharma et al.,37 who conducted their
research on the population examined in this study. Participants
completed the S-LANSS Numerical Pain Rating Scale (NPRS),
irrespective of whether their pain was associated with neuro-
pathic, nociceptive, or nociplastic features. Participants also
completed the Nepali versions of the 3-item Pain Catastrophizing
Scale (PCS-3,9 translated into Nepali by Sharma et al.41); the 2-
itemConnor Davidson Resilience Scale (CD-RISC-2,50 translated
into Nepali by Sharma et al.39); and the 4 PROMIS Domain Short
Form questionnaires (pain intensity, pain interference, sleep
disturbance, and depression; http://www.healthmeasures.net/
promis-scoring-manuals), which were translated into Nepali by
Sharma et al.37,40 Information obtained from participants was
managed at the Department of Physiotherapy, Dhulikhel Hospi-
tal, Kathmandu University Hospital. All data were pseudoanony-
mized, entered into password-protected computerized
databases, and transferred electronically, in a secure manner,
to the University of Dundee for statistical analysis.

2.5. Statistical considerations

The Statistics Package for Social Sciences (SPSS; v26) was used
to undertake all statistical analyses. The majority of the reported
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findings are descriptive and are presented as number and
percentage (n, %), mean and standard deviation (x,̄ s), or median
and interquartile range (IQR). Where subgroup statistical com-
parisons were made, these were achieved using either Pearson
x2 test (in the case of categorical dependent variables) or
univariate analysis of variance (in the case of continuous
dependent variables). Associations between sociodemographic
characteristics and CP (and CPOPNO) were examined using
univariate and multiple logistic regression. In addition to un-
adjusted values, adjusted odds ratios are presented, whereby
each sociodemographic characteristic was adjusted by all other
independently significant sociodemographic characteristics in a
multiple logistic regression model.

Correlational analyses were used to examine relationships
between psychological characteristics (the PCS-3, assessing pain
catastrophizing, and the CD-RISC-2, assessing resilience) and the
4 PROMIS domains. These relationships were assessed using the
Pearson correlation coefficient (denoted by the letter p in
populations and r in samples). Correlations were classified as
being weak, moderate, or strong.8 Comparator population means
were available for theCD-RISC 2 and the 4 PROMIS domains (pain
intensity, pain interference, sleep disturbance, and depression),
and comparisons were achieved through the use of standardized
scoring techniques available for these instruments. Comparisons
were made with available US populations, and they were
compared with the study population using one-sample t-tests.

A power calculation was not required for this study because all
eligible community inhabitants were approached and invited to
participate.

2.6. Ethical approval

Ethical approval was granted by the Institutional Review
Committee of the Kathmandu University School of Medical
Sciences, Dhulikhel, Nepal (protocol approval number l2l/19).
Written consent was provided by participants wherever possible,
and, where this was not possible, participants gave oral consent,
and a witness signed on their behalf.

3. Results

The recruitment process is shown in Figure 1.
Figure 1 shows that the final study cohort comprised 520

individuals. The point prevalence of CPwas 53.3% (n5 277). The
prevalence of CPOPNO was 12.7% (n 5 66) in the entire study
cohort and 22.8% in those with CP. Pain-related characteristics
in those with CP and in those with CPOPNO compared with
nonneuropathic pain (NonNeuP) are shown in Table 2.

3.1. Sociodemographic characteristics associated with
chronic pain

Associations between sociodemographic characteristics and CP
(and CPOPNO) are shown in Table 3.

Table 3 shows that a higher risk of CP was associated with
female gender and older age. Farmers and housewives were
more likely to have CP than unemployed persons. Brahmins were
more likely to have CP than those from the Tamang and Sherpa/
Lama castes. Current smokers were more likely to have CP than
those who had never smoked.

Table 1

Standardised instruments used in this study.

Name of instrument Construct assessed No. of
items

Scale score range
(cut point)

Subscale(s) Subscale score
range (cut point)

Internal
consistency

S-LANSS4 Pain of predominantly
neuropathic origin
(POPNO)

7 0–24: higher scores
indicate greater likelihood of POPNO
($12)

N/A N/A a 5 0.801

NPRS Pain intensity 1 0–10: higher scores indicate greater
symptom severity (“mild” #3;
“moderate” 4–7; “severe” .758)

N/A N/A a 5 0.879

PCS-39 (Constructed from the
original 13-item scale45)

Exaggerated negative
orientation toward
noxious
stimuli

3 0–12: higher scores indicate greater
symptom severity (N/A)

Rumination
Magnification
Helplessness

0–4 (N/A)
0–4 (N/A)
0–4 (N/A)

a 5 0.786

CD-RISC 250 (cross-culturally
validated39)

Resilience—the
personal
qualities that enable
one to
thrive in the face of
adversity

2 0–8: higher scores indicate greater
resilience* (N/A)

N/A N/A a 5 0.550

PROMIS scale v1.0—pain intensity
3a† (cross-culturally validated40)

Pain intensity 3 3–15: higher scores indicate greater
symptom severity‡ (N/A)

N/A N/A a 5 0.576

PROMIS short form v1.0—pain
interference 6b† (cross-culturally
validated40)

Pain interference 6 6–30: higher scores indicate greater
symptom severity‡
(N/A)

N/A N/A a 5 0.869

PROMIS short form v1.0—sleep
disturbance 4a† (cross-culturally
validated40)

Sleep disturbance 4 4–20: higher scores indicate greater
symptom severity‡ (N/A)

N/A N/A a 5 0.564

PROMIS depression 4a -adult
v1.0† (cross-culturally validated40)

Depression 4 4–20: higher scores indicate greater
symptom severity‡ (N/A)

N/A N/A a 5 0.881

* Standardised scores were computed, in accordance with the scoring instructions, and standardised scores were compared with a US general population mean of 6.91.50

† PROMIS instruments were authored by each relevant PROMIS domain group.

‡ Standardized T-scores are provided for total scores for each of the PROMIS domains, enabling comparisons with the general population and several clinical populations (in the United States). Comparator populations have an

average score of 50, with a standard deviation of 10, as advised in each of the PROMIS manuals. PROMIS manuals can be found at http://www.healthmeasures.net/promis-scoring-manuals.

CD-RISC 2, Connor-Davidson Resilience Scale; NPRS, numeric pain rating scale; PCS-3, 3-item version of the Pain Catastrophizing Scale; PROMIS, patient reported outcome measurement information system; S-LANSS, self-

report version of the Leeds Assessment of Neuropathic Symptoms and Signs pain scale.

8 (2023) e1067 www.painreportsonline.com 3

http://www.healthmeasures.net/promis-scoring-manuals
www.painreportsonline.com


The proportion of those with CP reporting a history of
medical comorbidity is shown in Figure 2. Almost half of those
with CP (47.7%; n5 132) reported a history of at least one other

medical condition: 39.7% (n 5 110) reported 1 medical
condition; 7.2% (n 5 20) reported 2 medical conditions; and
0.7% (n 5 2) reported 3 medical conditions. Figure 2 shows

Figure 1. Identification of eligible study population.

Table 2

Pain-related characteristics in thosewith chronic pain and in thosewith chronic pain of predominantly neuropathic origin comparedwith
nonneuropathic pain.

Variable All participants with
chronic pain (n 5 277)

Subgroup analyses: participants with chronic pain of predominantly neuropathic origin
(CPOPNO) vs participants with nonneuropathic pain (Non-NeuP)

CPOPNO (n 5 66) Non-NeuP (n 5 211) P (v/h2
p )

Value % or variability Value % or variability Value % or variability

Median duration of pain at
assessment (mo)

21 IQR 5 36 Mean 5 33 SD 5 35 Mean 5 38 SD 5 49 0.432 (0.002)

Median duration of current
episode of pain (mo)

12 IQR 5 21 Mean 5 19 SD 5 23 Mean 5 19 SD 5 34 0.969 (,0.001)

Pain intensity (n, %) ,0.001 (0.244)
Mild to moderate 236 85.2%% 46 69.7% 190 90.0%
Severe 41 14.8% 20 30.3% 21 10.0%
Constant pain (n, %) 170 61.4% 43 65.2% 127 60.2% 0.470 (0.43)
Left or been absent from work
for $1 mo due to pain (n, %)

75 27.1% 16 24.2% 59 28.0% 0.553 (0.036)

Cause of pain (n, %) 0.132 (0.188)
Accidents 82 29.6% 26 39.4% 56 26.5%
Medical conditions 53 19.1% 8 12.1% 45 21.3%
Postsurgical 9 3.2% 1 1.5% 8 3.8%
Congenital 3 1.1% 0 0% 3 1.4%
Multiple causes 2 0.7% 0 0% 2 0.9%
Other 80 28.9% 23 34.8% 57 27.0%
Do not know 48 17.3% 8 12.1% 40 19.0%

IQR, interquartile range.
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that the most prevalent condition reported in medical histories
was osteoarthritis.

Almost half (48.7%, n 5 135) of those with CP had sought
medical treatment for pain management, and less than 10% of the
CPgrouphadengagedwith eachof the other interventionmodalities
(surgical, physiotherapy, home treatments, yoga and pranayama,
homeopathy, Ayurveda, traditional healing naturopathy, and “other”
treatment types). A significantly higher proportion of the CPOPNO
subgroup had received medical treatment compared with the
NonNeuP subgroup (60.6% [n 5 40] vs 45.0% [n 5 95]; x2(1) 5
4.89; P 5 0.027; v 5 0.133). There were no other subgroup
differences in the treatment reported. A total of 109 (39.4%) people
with CP reported having undergone at least one type of clinical
investigation as a result of their pain (x-ray, magnetic resonance
imaging, computerized tomography scan, nerve conduction velocity
test, blood test, or electromyography), and some participants had
undergone more than one type of investigation. Around one-fifth
(20.6%; n557) of thosewithCPhadpaid for treatment for their pain,
and the median total cost of treatment was 7000 NPR (US $ 5
58.55; IQR 5 18,000 NPR). There were no significant subgroup
differences concerning the proportion that paid for treatment or the
reported cost of treatment received.

3.2. Catastrophizing, resilience, and the functional impact of
chronic pain

The mean total score on the PCS-3 was 7.06 (SD5 2.12), which
is substantially higher than the mean reported for a US sample of
305 adults with CP (mean 5 3.28, SD 5 0.91).59 The mean
subscale scores were as follows: rumination5 1.89 (SD5 0.94);
magnification 5 2.20 (SD 5 0.80); and helplessness 5 2.97 (SD
5 0.79). The only subgroup difference was that the mean
rumination subscale score was significantly higher in the
CPOPNO subgroup (2.11 [SD 5 0.88]) compared with the
NonNeuP subgroup (1.82 [SD5 0.95]; F(1)5 3.98;P5 0.033;h2

p

5 0.016). An examination of the relationships between the total
PCS-3 score and each of the sociodemographic characteristics
in those with CP revealed no significant overall associations.
Similarly, there were no significant overall associations with
subgroup.

The mean resilience score on the CD-RISC-2 was significantly
lower in the CP group (6.43; SD 5 0.96) compared with the
available general population scores (6.91; SD 5 1.5) (t(276) 5
28.44; P , 0.001), falling at one-third of a standard deviation
below that of the general population score (mean diff 5 20.48;

Table 3

Sociodemographic risk factors for chronic pain (vs no chronic pain) and chronic pain of predominantly neuropathic origin
(vs nonneuropathic pain).

Explanatory variable Reference Chronic pain (vs no chronic pain) P-value Chronic pain of predominantly
neuropathic origin (vs
nonneuropathic pain)

P-value

ORunadj ORadj 95% CI ORunadj ORadj 95% CI

Gender
Male Female 0.73 0.49 0.31–0.76 0.002 1.03 1.08 0.60–1.97 0.802

Age* 1-y increment 1.04 1.05 1.03–1.06 <0.001 1.01 1.01 0.99–1.03 0.241

Marital status*†
Married Single 1.72 1.10 0.66–1.84 0.713 1.48 1.48 0.68–3.24 0.328
Divorced/other Single 13.73 4.49 0.35–58.54 0.998 4.67 4.67 1.11–19.57 0.035

Religion*
Hindu Buddhist 3.01 1.16 0.42–3.23 0.774 0.30 0.29 0.07–1.18 0.083
Other Buddhist 3.33 Insufficient number 0.33 0.60 0.05–6.77 0.678

Caste*
Chhetri Brahmin 0.77 0.70 0.32–1.50 0.357 2.58 2.31 0.86–6.18 0.096
Newar Brahmin 0.78 0.70 0.38–1.30 0.259 1.59 1.58 0.71–3.53 0.264
Tamang Brahmin 0.38 0.12 0.03–0.53 0.005 Insufficient number
Rai/Limbu Brahmin 0.35 0.33 0.05–2.20 0.253 Insufficient number
Sherpa/Lama Brahmin 0.08 0.06 0.01–0.60 0.016 Insufficient number
Dalit Brahmin 0.77 0.94 0.47–1.86 0.852 1.06 1.12 0.45–2.79 0.810
Other Brahmin 0.64 0.72 0.39–1.30 0.275 0.61 0.63 0.22–1.78 0.385

Educational status*
Primary level (# class 5) Illiterate 0.95 1.40 0.84–2.35 0.196 1.07 1.01 0.53–1.94 0.977
Secondary level (classes 6–10) Illiterate 0.60 1.19 0.62–2.27 0.605 0.46 0.51 0.18–1.41 0.191
High School (classes 11–12) Illiterate 0.23 0.79 0.30–2.06 0.624 0.88 1.02 0.26–3.99 0.262
Higher education Illiterate 0.29 0.90 0.80–10.11 0.931 Insufficient number

Occupation*
Farmer Unemployed 1.17 2.41 1.11–5.23 0.027 0.92 0.89 0.31–2.54 0.823
Housewife Unemployed 1.81 4.04 1.25–13.04 0.019 0.61 0.61 0.16–2.28 0.461
Businessman Unemployed 0.81 1.03 0.22–4.81 0.969 1.29 1.31 0.30–5.82 0.721
Office worker Unemployed 1.91 9.14 0.25–328 0.226 Insufficient number
Student7 Unemployed 0.09 Insufficient number 2.83 6.00 0.18–196 0.314
Retired Unemployed 0.96 Insufficient number Insufficient number
Other Unemployed 1.67 14.03 0.60–329 0.101 0.47 0.36 0.03–3.90 0.404

Smoking status
Current smoker Never smoked 0.83 1.74 1.02–2.97 0.043 0.89 1.01 0.51–2.03 0.968

Odds ratios shown in bold were found to be statistically significant (P # 0.05).

* One or more of the univariate tests resulted in a significant (P# 0.05) unadjusted odds ratio predicting chronic pain (vs no chronic pain). These variables were entered as control variables, where appropriate, in multiple

regression models to compute the associated adjusted odds ratios.

† One or more of the univariate tests resulted in a significant (P# 0.05) unadjusted odds ratio predicting chronic pain of predominantly neuropathic origin (vs chronic nonneuropathic pain). This variable was entered as control

variables, where appropriate, in multiple regression models to compute the associated adjusted odds ratios.
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95% CI 5 20.60 to 20.37). There were no significant subgroup
differences. An examination of the relationships between
resilience and each of the sociodemographic characteristics in
those with CP revealed no significant associations. Furthermore,
there were no significant associations between resilience and the
sociodemographic characteristics in either of the subgroups.

The mean PROMIS pain intensity score in the CP group was
significantly lower than that of the available US general population
(t(276) 5 24.819; P , 0.001; mean diff 5 22.01; 95% CI 5
22.83 to 21.19). Furthermore, the CPOPNO subgroup was
associated with a higher mean pain intensity score compared
with the NonNeuP subgroup: the CPOPNO subgroup mean did
not differ from that of the US general population; however, the
NonNeuP subgroup was associated with a lower mean score
compared with the same comparator population (t(210) 5
25.631; P , 0.001; mean diff 5 25.63; 95% CI 5 23.60 to
21.73). The mean PROMIS pain interference score in the study
population was significantly higher than that of the general
population (t(276)5 10.571;P, 0.001;mean diff5 4.45; 95%CI
5 3.62 to25.28). Both subgroupmeans were significantly higher
than that of the general population: CPOPNO subgroup (t(65) 5
8.239; P , 0.001; mean diff 5 5.72; 95% CI 5 4.33–7.10); and
NonNeuP subgroup (t(210) 5 8.014; P , 0.001; mean diff 5
4.06; 95% CI 5 3.06–5.06). The mean PROMIS sleep distur-
bance score in the study population did not differ significantly
from that of the general population. There were no subgroup
differences. The mean PROMIS depression score in the study
population was significantly higher than that of the general
population (t(276)5 5.205; P, 0.001; mean diff5 2.89; 95% CI
5 1.79 to23.98). Both subgroupmeans were significantly higher
than that of the general population: CPOPNO subgroup (t(65) 5
3.76; P , 0.001; mean diff 5 3.56; 95% CI 5 1.67–5.45) and
NonNeuP subgroup (t(210) 5 4.022; P , 0.001; mean diff 5
2.67; 95% CI 5 1.36–3.99).

Further analyses were undertaken examining associations
between the 4 PROMIS domains and the sociodemographic
characteristics (age, gender, marital status, religion, caste,

educational status, and occupation). Significant associations
were found in the CP group between: age group and pain
interference (r5 0.23; n5 277; P, 0.001); age group and sleep
disturbance (r 5 0.14; n 5 277; P 5 0.024); and age group and
depression (r 5 0.19; n 5 277; P 5 0.002). Pairwise
comparisons, with a Bonferroni correction, were run to examine
differences between the levels of the age group–independent
variable. Older adults reported greater pain interference than both
mid adults (mean diff 5 2.68; P 5 0.002) and younger adults
(mean diff5 4.3; P5 0.001); and higher depression scores than
bothmid adults (mean diff5 1.75; P5 0.016) and younger adults
(mean diff5 2.74; P5 0.014). On repeating these analyses in the
CPOPNO subgroup, a significant associationwas found between
age group and pain interference (r 5 0.30; n 5 66; P 5 0.014),
whereby older adults reported greater pain interference than mid
adults (mean diff 5 3.59; P 5 0.041). There were no other sig-
nificant associations between sociodemographic characteristics
and the 4 PROMIS domains in the CP group or the CPOPNO
subgroup.

There were no significant associations between the 4 PROMIS
domains and pain catastrophizing or resilience.

4. Discussion

We found a high prevalence of both CP and CPOPNO in the
cohort. Of those with CP, the majority reported having pain of
moderate severity, and more than one-quarter reported having
left work or been absent from work for at least one month as a
consequence of pain. Adjusting for relevant sociodemographic
characteristics, CP was associated with the female gender, older
age, farmers and housewives (compared with unemployed
persons), and the Brahmin caste (compared with the Tamang
and Sherpa/Lama castes). There was a substantially higher
prevalence of a history of osteoarthritis than of any other medical
condition. Almost half of those with CP had sought medical
treatment for pain management, and only a small proportion
sought treatment involving traditional healing techniques. Around

Figure 2. Percentage of people reporting a history of medical morbidity in the chronic pain (CP) group and in the chronic pain of predominantly neuropathic origin
(CPOPNO) and nonneuropathic pain (NonNeuP) subgroups.
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one-fifth of thosewithCP had paid for treatment for their pain, and
themedian total cost of treatment in those who had paid for it was
7000 NPR (US $5 58.55), which falls at approximately 13.3% of
one national average month’s salary.7 The mean resilience score
and the standardized mean pain intensity score were found to be
significantly lower in the CP group compared with the US general
population. The standardized mean pain interference and
depression scores were significantly higher than that of the US
general population. The mean pain catastrophizing score was
higher than that of a US sample of adults with CP. Further
analyses showed that older adults reported greater pain in-
terference and higher depression scores.

The 53.3% prevalence of CP amongst Nepali people, reported
in this study, is similar to that reported by Bhattarai et al.5 and
Walters et al.55 but substantially higher than that reported by
Baxter.2 There is a need for robust larger-scale studies examining
the prevalence and effect of CP in Nepal to validate the findings of
this study, to identify the risk factors associated with pain and
disability, and to identify effective pain management strategies.

This is the first study to report the prevalence of CPOPNO in
Nepal. Compared with clinical assessment, many instruments,
including the LANSS, have been shown to underestimate the
prevalence of neuropathic pain in community populations and
estimates vary substantially depending on the instrument
selected.56 The point prevalence estimate reported in this study
(12.7%) is slightly higher than that reported for other countries. A
systematic review of neuropathic pain in the general population52

reported that the point prevalence is likely to fall between 6.9%
and 10%, confirmed by a further study using the LANSS56

reporting a prevalence of 8.8%. VanDenKerkhof et al.51 reported
a lower point prevalence of 5.8% using the S-LANSS.However,
there is a paucity of information concerning the prevalence of
neuropathic pain in LMICs. To the authors’ knowledge, only one
study to date has examined the prevalence of neuropathic pain in
an LMIC using these instruments. Elzahaf et al.12 interviewed
1212 randomly sampled adults from 3 urban areas in Libya using
an Arabic translation of the S-LANSS. They reported a 3.9% point
prevalence estimate of neuropathic pain, which is considerably
lower thanwas found in this study. Given that there are likely to be
differences in prevalence estimates arising through survey
questionnaires and specialist clinical assessment,56 there is a
need to validate the findings of this study in larger samples in
Nepal with a view to informing effective health care policy and
practice concerning the management of neuropathic pain.

The sociodemographic characteristics associated with
CP—female gender, older age and relatively heavy manual
labour occupations—were similar to those reported in the wider
literature from other countries.1,10,18,28,34 However, our findings
are the first Nepali data for comparison and, furthermore, they
show an association between CP and the Brahmin caste. It is
beyond the scope of this review to explain this finding, and it is
important to further evaluate the role of sociodemographic
characteristics on the experience and impact of pain within the
context of Nepali culture. The most prevalent condition in the
participants’ medical histories was osteoarthritis, concurring with
the findings of Walters et al.55 This condition is particularly
prevalent in individuals engaged in heavy manual work20 and, in
particular, in agricultural workers.26,47 The nature of work is
particularly regional in LMICs so, in addition to studies charac-
terizing pain and identifying need in local or regional populations,
there is a need for robust large-scale studies undertaken at
national level.

The study cohort was shown to have significantly lower
resilience scores than those found in the US general population.

This is an important finding because resilience is thought to be
one of the key factors in successful adaptation to CP.46,59

However, it is difficult to draw conclusions from this finding
because the comparator population was drawn from the US
rather than from Nepal, and ethnic differences in the prevalence
and experience of pain are widely reported.6 Although pain
interference and depression scores were statistically significantly
higher in this cohort than in the general US population, they fell
less than one standard deviation from population norms, so this
may be of little clinical relevance. It is unsurprising that pain
interference is slightly higher in this cohort than in the comparator
Western sample because the principal occupation in this
geographic area involves heavy manual labour (ie, agriculture).
A Nepali mental health policy was adopted in 1997 but is not yet
fully operationalised.29 Misconceptions and stigma may impede
the identification of depression and other mental health problems
in Nepal and other LMICs.29 Given the present finding, this is an
important area for further development. By contrast, the Nepali
cohort reported a significantly lower mean pain intensity score
than that of the US general population. Pain threshold and pain
intensity are reported to be influenced by race and ethnicity,14,31

and comparison with the general population of another country
may be meaningless. Collection of these data from nationally
representative samples in Nepal and other LMICs could help
advance our understanding of the role of ethnicity in the
experience and impact of CP.

4.1. Limitations

The principal limitation of this study relates to the generalizability
of the findings because the geographical location is relatively rural
and located within Nepal’s Province 3. In consequence, the
findings may not be representative of Nepal as a whole.
Furthermore, similar to other studies conducted in Nepal, as a
result of the nature of the country’s geography and infrastructure,
the sample size in this study is relatively small. In addition, the
relatively high proportion of people ineligible to participate due to
limiting illness may have resulted in an underestimation of the
prevalence of CP; however, further research is required to confirm
and quantify this. Finally, screening instruments have a limited
capacity to detect neuropathic pain compared with clinical
assessment. In consequence, we could not determine if any
pain that was associatedwith a positive S-LANSS score occurred
in a neuroanatomically logical distribution and might, therefore,
fulfil a formal definition of “possible neuropathic pain.”15 However,
this is a systemic issue, associated with all screening instruments
designed to identify the presence of neuropathic pain without
clinical assessment.

5. Conclusions

Our findings support a high prevalence of CP and CPOPNO in
Nepal, largely consistent with prevalence in other countries. The
impact of CP was shown to be considerable, with almost two-
thirds having reported the presence of constant pain and more
than one-quarter having reported absence from work for at least
one month as a consequence of pain. Probable neuropathic pain
was associated with greater pain severity. Using standardized
scoring techniques, compared with population estimates from
other countries, those with CP were associated with lower pain
intensity and resilience scores and higher pain catastrophizing,
pain interference, and depression scores. In contrast to the
present sample, the standardized scoring techniques associated
with these instruments have produced data for comparator

8 (2023) e1067 www.painreportsonline.com 7

www.painreportsonline.com


populations living in high-income countries. Although several
research instruments have been translated and validated in
Nepali, the paucity of available comparator populations remains a
significant challenge. Perhaps, the most substantial challenge is
the nature of Nepal’s geography and infrastructure, which make
population-wide surveys, including longitudinal studies, difficult
to achieve currently. However, this study has demonstrated,
using data from one of the 7 provinces, the feasibility of
conducting large-scale epidemiological studies in Nepal despite
these challenges.
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