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To every doctor, pain relief is not just a request or
demand but is a basic human right of any patient
who has pain. Pain is the commonest of all
complaints made to doctors and its incidence far
outscores all other complaints taken together.
Belonging to the genre of medical practitioners
which claims to expertise in pain and its relief, an
anaesthetist must be equal to this challenge and
actually relieve pain efficiently. But the hard reality
is that we are not coping with this job well enough.
This is evident from the fact that about 50% patients
are not getting adequate relief from acute pain1. It
is admissible that it is not only the anaesthetists
who are to blame alone because in our community
everybody tries to treat pain in his or her own way
and there may be a lack of organization and
application as well as understanding of the
knowledge necessary for effective pain relief. There
has been almost a total lack of efforts at practicing
systematic analgesia by our anaesthetic colleagues.
Chronic pain has got its own set of aetiology and specific
characteristics. It is difficult or sometimes impossible
to fully control some of the cases of chronic pain
syndromes. A systematic multidisciplinary approach
in these cases can give better results and some comfort
to the patient. Unfortunately, this humanitarian aspect
of service is almost non-existent in our country. There
is no denying the fact that organized multidisciplinary
pain-clinic approach of systematic chronic pain relief is
important. However, the importance of acquisition of
a deeper insight and application of the state of the art
of acute pain relief cannot be underestimated.
An evolving concept of control of long term ill
effects of acute pain that is the focus of this
discussion. Applying analgesic drugs
indiscriminately is by no means the proper way to
conquer the menace of acute pain. The answer
lies in the approach, the strategy and application
if a consistently effective acute pain relief service.
The database gives us an idea of how older ideas
in this context are being shunned or revamped
and new ideas are being  infused. A great deal of
research and activities are going on round the
world that we can enrich ourselves by. One such
thing is the concept of preemptive analgesia2. This
is not so new because two decades have past since
the effect of prior anaesthesia was described on
rats3. It was pointed out later that the mechanism

involved was central sensitization to pain and
preemptive analgesics can prevent it4.
The whole idea of preemptive analgesia arises from
the fact that ‘It is better to block pain before it arises’.
This is not easy. Neither it is always pragmatic. In
majority of cases, patients come with the complaint
of already having the pain. But there are situations
where pain has not yet started, but inevitably going
to start sometime. Post surgical pain, labor pain,
change of dressings etc are the instances of the
predictable painful situations. It has already been
mentioned that post surgical pain is the most
appropriate arena for the application of preemptive
analgesia because the onset of pain is precisely
known. Although degree of pain may vary with type
and extent of surgery, pain is, nevertheless,
inevitable to follow. Potential for this acute pain
becoming prolong with or without concomitant
change in pain perception and pain behavior increases
if pain is allowed to be felt by the patient for a
reasonably long time after amputation of an
extremity, the so-called phantom pain5,
thoracotomy6, laparotomy7, herniorrhaphy8 and
mastectomy9. Moreover, even low levels of residual
pain are associated with decreased physical and social
function as well as a diminished perception of overall
health may be followed by long-term painful sequelae
of surgery in both adults and children.
Research works conducted by different workers
confirm the fact that preemptive analgesia works
best when it is applied before the onset of phase 1
pain and when it is applied throughout the
perioperative period2. This reiterates what is
already known, patients must be protected from
pain in the perioperative period. We now know why.
One questiong’ remains to be answered. What are
the drugs and techniques available to deploy
preemptive analgesia? Before answering this, we
must confess that we really do not know for sure.
Certain observations tend to reveal that ability to
block both central and peripheral sensitization
phenomenon may not be equal in all analgesics.
Morphine is a beneficial drug in this respect
because it has been shown that if used before
applying painful stimuli and reversed with
naloxone before the expected onset of phase 2 pain,
sensitization is either prevented or reduced.
Whereas intraoperative administration of
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isoflurane does not do so10. This also tells us that
the so called process of central pain sensitization
can occur even in unconscious state where there
is no apparent response to ongoing painful surgical
stimuli. Other analgesic like fentanyl and
ketaminell, anti-inflammatory agents12 and neural
blockade13 may likewise vary in their ability to
block sensitization and when the complete picture
comes out in future, we can evaluate them
according to their preemptive value which we
cannot do today.
Not only the drugs but also different techniques
are being reevaluated according to their
preemptive efficacy. For example, epidural
anaesthesia covering the whole of postoperative
period is one of the best techniques 14 probably
because it fulfils all the requirements of
preemptive analgesia i.e. early application, applied
throughout postoperative period and conduction
block. If this is true then epidural catheters may
be recommended to be introduced in all relevant
cases even if the primary general anaesthesia is
being employed. There is already a growing
awareness of the fact that Infiltration with local
analgesic solution before incision gives better result
in long term pain prevention as compared to it
applied at the end of suturing14.
It should be clear that there may be something
valuable in the offing for us to go on with increased
enthusiasm as farkcute pain relief is concerned.
Although there are a number of articles published
on a pessimistic note about the efficacy of preemptive
analgesia, reasons for apparent failure to show
efficacy in those works have also been put forward.
Let us believe, for the sake of our poor patients reeling
helplessly with postoperative or other types of acute
pain, that we have found a tool to combat it decisively.
Optimistic research works ought to be undertaken
by our anaesthetic colleagues and join forces with
those who are out to show that it does work. Acute
pain can indeed be conquered with the new tool called
preemptive analgesia.
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