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Abstract

Background: Chronic pain is a significant public health concern due to its long-term disabling
effects. To support systematic data collection and improve patient management, the Middle
East Pain Registry (MEPAIN) was developed. This study outlines the registry’s design, eval-
uates its feasibility, and presents initial findings from its pilot phase. Materials and Meth-
ods: MEPAIN was launched on July 21, 2024, with data collected via the Zigorat® software
platform through January 22, 2025 for this pilot study. Each patient record included demo-
graphic details, pain characteristics (pattern, location, intensity), physical exam findings, im-
aging results, diagnoses, interventions, and follow-up data. Results: A total of 3,903 patients
were registered during the six-month pilot. The cohort was 59.5% female, with a mean age
of 53.5 £ 14.8 years; 50.2% were Iranian and 49.5% Omani. Lumbar radiculopathy was the
most frequent diagnosis. Osteoarthritis and carpal tunnel syndrome predominated among fe-
males, while lumbar radiculopathy and discogenic pain were more common in younger pa-
tients. Iranians reported higher pain intensity during exacerbations, while Omanis showed
greater prevalence of discogenic pain, spinal stenosis, carpal tunnel syndrome, and failed back
surgery syndrome. Paresthesia was the most frequently reported symptom, and transforaminal
epidural steroid injection was the most common procedure performed. Conclusion: The ME-
PAIN registry successfully captures comprehensive clinical and procedural data on patients
with chronic pain in the Middle East. It offers a robust platform for clinical evaluation and
research, supporting future efforts to tailor pain management strategies in regional populations.
[GMJ.2025;14:¢3807] DOI:10.31661/gmj.v14i.3807
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Introduction ductivity. [1] The global burden of chronic

pain is not only substantial but also escalat-

hronic pain is a major global health issue, ing. For instance, in China, the direct medical

contributing significantly to disability costs for chronic pain management doubled

and impairing daily activities and work pro- within just four years,[2] highlighting the
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growing economic impact of this condition.
Additionally, chronic pain results in the loss
of more than 50 million workdays annually,
further exacerbating its societal burden. In the
United States alone, the annual economic cost
of pain exceeds US $600 billion, surpassing
the costs associated with many fatal diseases.
[3] Globally, low back pain stands out as the
leading cause of years lived with disability,
with the Middle East and North Africa being
the region’s most heavily burdened by this
condition.[4]

While chronic pain is often linked to injuries
or biological diseases, it is important to rec-
ognize that psychological co-morbidities can
also play a significant role. These co-mor-
bidities may either contribute to the develop-
ment of chronic pain or influence its severity.
[5, 6] However, chronic pain is not merely a
secondary symptom of other conditions; it is
a distinct health issue with its own definition
and diagnostic criteria.[7, 8] As a common
and multi-factorial condition, chronic pain
profoundly impacts an individual’s social
role, quality of life, and financial stability,
while also imposing a significant economic
burden on society as a whole. [9] Given its
widespread impact, there is an urgent need for
further research to improve chronic pain man-
agement strategies.

To advance research in this field, access to
comprehensive patient data is essential. Re-
searchers require databases of patients with
chronic pain to conduct thorough investiga-
tions efficiently. [10-12] This is where pa-
tient registries or electronic medical records
become invaluable tools. A patient registry is
an organized system that uses observational
study methods to collect uniform data, en-
abling the assessment of specific outcomes in
populations with particular diseases or con-
ditions. [12] Although patient registries have
certain limitations, they are highly effective in
evaluating the efficacy and safety of therapeu-
tic methods across diverse patient populations
and clinical settings.

Due to pilot phase, in line with this need, the
Nab Pain Clinic (NPC) which is affiliated with
the Research Center for Neuromodulation and
Pain at Shiraz University of Medical Sciences
in Shiraz, Iran. This center provides a range of
pain management treatments for patients with
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various chronic pain disorders, particularly
serving the Middle East region.

We initiated the development of a registry to
document medical records related to chronic
pain. This manuscript outlines the develop-
ment, feasibility evaluation, and pilot phase
results of the Middle East Pain Registry (ME-
PAIN). Additionally, it describes the structure
and content of the registry, as well as the char-
acteristics of the patients.

Materials and Methods

MEPAIN was developed with the aim of sys-
tematical recording of patient data to better
understand the prevalence and characteris-
tics of chronic pain in the region of the West
of Asia and also to aid us in evaluating and
comparing the efficacy of various available
treatment options. In this study, we have de-
signed a pilot phase of MEPAIN and reported
the prevalence, pattern, clinical findings, and
treatment methods of chronic pain among the
patients referred to our clinic.

We defined our objectives as demographic
characteristics, pain features, physical exam,
and imaging findings, and implemented inter-
ventions.

Study Population

This study included all patients referred to
NPC with chronic pain, defined by the In-
ternational Classification of Diseases, 11th
edition (ICD-11), as pain persisting for more
than three months, regardless of the underly-
ing cause.[13] The patients’ agreement to par-
ticipate in this study was necessary and they
were free to withdraw from the study at any
time. All the patients who experienced pain
for less than three months were excluded from
the study.

Description of the Region

The Middle East consists of 18 countries,
which include Bahrain, Cyprus, Egypt, Iran,
Iraq, Israel, Jordan, Kuwait, Lebanon, Oman,
Palestine, Qatar, Saudi Arabia, Syria, Tur-
key, the United Arab Emirates, and Yemen.
(“How Many Countries Are There In The
Middle East?”” 2020) There is no documented
evidence about the prevalence and pattern of
chronic pain in this region.
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Research Team

The team for this project included two pain
specialists, an internist, a psychiatrist, a phys-
iotherapist, and two nurses. The nurses were
assigned in charge of data collection and pa-
tient registration. Through a session, our pain
specialist, who was the principal investigator
[14] and responsible for approving the final
diagnoses, explained the aim of the project
and provided a thorough explanation of the
items of the case report forms (CRF) to the
registrar nurses. They were trained to guide
the patients and their caregivers through each
question of the questionnaire and also to enter
patient data into the system under the supervi-
sion of the PI.

Also, an internist, a psychiatrist, and a phys-
iotherapist helped the PI manage the patients.
Nurses registered the patients’ data in Zigo-
rat® software. The PI was available for con-
sultation in case of challenging situations with
the PRF or missing data. All data were simul-
taneously recorded into an NPC’s server.

Data Collection

The data collection flow chart is depicted
in figure-1. In phase one, the data were col-
lected in a paper CRF, which was exclusive-
ly designed for this study. It consists of two
main sections. The first section collected de-

+
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mographic data, medical history, medication
use, and pain characteristics, completed by
patients or caregivers to minimize bias from
nursing staff.

We inquired about the demographic char-
acteristics that have shown a role in chronic
pain parameters in previous studies, including
age, gender, nationality, and BMI.[15-17] The
second section, filled by our pain specialist,
is composed of a physical examination diag-
nostic imaging finding, and future treatment
plan. Our pain specialist did all the physical
examinations to avoid the difference in skills
as a confounding factor.

Pain intensity, as the indicator of pain’s sen-
sory component [18], was reported through
the visual analog scale (VAS), which is a pa-
tient-reported pain rating scale recorded by
choosing one point along a 10-cm line that
represents the spectrum of pain severity. So, it
is numerically reported as a number between
one and ten [19]. The patients were asked to
report their pain intensity score at their best
and worst condition, as well as their current
pain score.

The location and bodily distribution of the
pain, as important pain domains, were as-
sessed through the pain drawing scale. The
patients were given directions to mark the re-
gions where they experienced pain. [18]

Filling PRF
and informed

Registration in
Zigorat software
by the registrant

nurse

consent by the
patients

Initial visit by a
pain specialist

six months after the
intervention by the
! registrant nurse

>

v

Data quality check by IT
expert every month
7

‘ Follow-up at one and

Performing the
intervention

O

Choosing at
least one treatment
modality

v

Psychiatrist, internist, or
physiotherapist visit based
on comorbidities

Figure 1. The flowchart outlines a patient management process where patients provide consent and are registered by a nurse, followed
by an initial consultation with a pain specialist who selects a treatment modality. The patient may see additional specialists based on
comorbidities, with follow-up conducted at 1 and 6 months, and regular data quality checks performed monthly.
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Table 1. Demographic characteristics and comorbidities of the patients.

Variable Frequency
Total 3903
Below 40 856 (21.9%)
Age group 40-60 1694 (43.4%)
Above 60 1353 (34.7%)
Male 1581 (40.5%)
Gender
Female 2322 (59.5%)
Normal (18-24.9) 1126 (28.8%)
BMI Overweight (25-29.9) 1501 (38.5%)
Obese (30 and above) 865 (22.2%)
Not reported 411 (10.5%)
Iran 1959 (50.2%)
Oman 1930 (49.45%)
Nationality Iraq 9 (0.23%)
Bahrain 4 (0.1%)
Qatar 1 (0.02%)
Hypertension 1112 (28.5%)
Diabetes mellites 758 (19.4%)
Hyperlipidemia 734 (18.8%)
Ischemic heart disease 376 (9.6%)
Hypothyroidism 267 (6.8%)
Renal diseases 172 (4.4%)
Past Medical History Pulmonary disease 107 (2.7%)
Neuromuscular diseases 85 (2.2%)
Rheumatoid arthritis 82 (2.1%)
Stroke 48 (1.2%)
Hyperthyroidism 34 (0.9%)
Cancer 33 (0.8%)
Osteoarthritis 9 (0.2%)

Both pain drawing and visual analog scales
are valid and reliable tools for assessing pain
location and intensity, respectively [20, 21].

Initial Visit and Follow-up

After registration, the patients were visited by
the pain specialist, and then by an internist,
a psychiatrist, or a physiotherapist based on
their underlying disease. Different treatment

options were discussed with the patients and
the most suitable one was chosen according to
the relevant guidelines and patient preferenc-
es. One and six months after the intervention,
the registrar nurses follow up with the patients
or their caretakers in person or by telephone
to assess their condition using the VAS and
inquire about any adverse events, such as he-
matoma.
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Patient Report Form Validity Check

Since our study’s clinical checklist was a
physical examination form being fulfilled by
the physicians, we used a panel of experts
consisting of five general practitioners as ex-
ternal assessors to examine the Content Valid-
ity Ratio (CVR) and Content Validity Index
(CVI). Experts were asked to check the essen-
tiality and clarity of each item. Corresponding
data was used in Lawshe’s formula [22] and
indicated a CVI of 1 for all items except the
Claudication item (CVI=0.6). The final CVR
was calculated to be 0.98 from a maximum
score of 1, indicating its validity. Also, a fac-
tor analysis was performed for pain questions,
using the STATA MP17 software. The factor
analysis revealed that the pain-related ques-
tions (current pain, best pain, and worst pain
scores) are both valid and reliable measures
of'a common underlying pain construct, as in-
dicated by their high factor loadings of 0.91,
0.89, and 0.80 and low uniqueness values of
0.159, 0.204, and 0.344, respectively. They
consistently measure the same aspect of pain
intensity.

Data Quality Check and Analysis

TThe clinic’s IT expert was responsible for
data quality checks and ensuring data accu-
racy and completeness. He evaluated all the
recorded data every month and implemented
various strategies to maintain high data quali-
ty standards, including conducting inter-rater
reliability assessments to ensure consistency
across the registrant nurses. He carried out
periodic audits to detect any missing infor-
mation and notified the registrant nurses if
any of the required fields were overlooked.
Furthermore, the IT expert closely monitored
data for errors and discrepancies, such as in-
correct entries of pain scores at best and worst
conditions. Another quality control measure
was to utilize generic drug names, instead of
drug brands, to avoid inconsistencies during
medication data entry. Before proceeding with
the use of the data, the data went through a
thorough revision process and revalidation to
rectify any discrepancies and ensure its accu-
racy and integrity. The steering committee of
NPC conducted comprehensive analyses of
the data every six months and screened for
potential errors. This multi-layered approach
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to data quality checks has contributed to the
maintenance of high data accuracy, complete-
ness, and consistency in MEPAIN.

Registry System

We registered patient data in Zigorat® soft-
ware, which is an online patient management
system in NPC. This software was exclusive-
ly designed by Zigorat Salamat Pardazi Co.,
Jahrom, Iran, and launched on the server of
NPC, protected by a verified firewall. It is
capable of extracting and exporting data for
systematical analysis, making it ideal for re-
search purposes.

Study Period

To establish a structured scientific database,
patient enrollment for the pain registry was
initiated on July 21, 2024, utilizing a stan-
dardized PRF. This instrument was designed
to ensure uniform collection of clinical and
demographic data pertinent to pain-related
conditions. The implementation of the PRF
marked the formal commencement of data
registration. For the purposes of this feasibil-
ity study, data were analyzed from patients
who registered up to January 22, 2025. During
this period, a total of 3,903 patients who met
the study’s inclusion criteria were successful-
ly enrolled.

Ethics Approval and Informed Consent

This study This study was performed follow-
ing the Helsinki Declaration of 1964,

and its later amendments and our protocol was
approved by the ethics committee of the Re-
search Center for Neuromodulation and Pain,
Shiraz University of Medical Sciences (Ethics
code: IR.SUMS.REC.1403.128).

At the beginning of the study, the registrant
nurse informed the patients about the purpose
of this pain registry and the research nature
of this project. They were reassured that only
their medical records would be used for clini-
cal and research purposes while their personal
information would remain confidential. They
were also warranted that they were free to
withdraw from the study at any time. After
the patients' thorough comprehension of the
study's purpose, their consents were obtained
and they were given a phone contact in case
they had any questions.
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Statistical Methods

Statistical analysis was performed in two de-
scriptive and inferential sections on the pilot
phase data.

In the descriptive section, we used mean
+ standard deviation (SD) for quantitative
variables and frequencies (%) for qualitative
variables. For inferential analysis, we utilized
the Chi-Square test, independent t-test, and
ANOVA for intervariable comparisons. The
Chi-Square test was employed to examine re-
lationships between categorical variables, al-
lowing us to identify significant associations
within our data.

The independent t-test was used to compare
the means of two independent groups, helping
to determine if there were statistically signif-
icant differences between them. ANOVA was
applied to compare means across multiple
groups, providing insight into whether ob-
served differences were statistically signif-
icant across the various categories. All data
were analyzed by the SPSS® software version
21 (IBM company, Texas, USA), and a P-val-
ue of less than 0.05 was considered statistical-
ly significant.
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Results

A Total of 3903 eligible medical records
were registered in MEPAIN (59.5% female
and 40.5% male). The mean age was 53.54 +
14.78 years with the majority (43.4%) of the
patients being middle-aged adults (40 to 60
years). Most of the participants (60.7%) were
obese or overweight while only 28.8% had
normal body mass index (BMI). About 10%
refused to report their height and weight. The
mean BMI was 27.4+ 4.52 kg/m?2.
Approximately half of the MEPAIN regis-
try participants were Iranian (50.2%), while
49.45% were from Oman. A smaller propor-
tion of patients originated from Iraq, Bahrain,
and Qatar. The subjects’ pre-existing medical
conditions are listed in table-1.

Mean pain duration, intensity scores, and
the frequencies of different pain diagnoses
are represented and compared among demo-
graphic variable groups in Table-2. Bold vari-
ables indicate a significant difference.

As shown in the above table the most com-
mon pain diagnoses were lumbar radiculopa-
thy, osteoarthritis, and discogenic pain. There

@QATAR

YEMERN

Figure 2. Map showing the geographical prevalence of chronic pain recorded during this phase of the MEPAIN initiative.
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were 547 (14.01%) patients whose chronic
pain was idiopathic. The most common di-
agnosis was lumbar radiculopathy among all
gender, age, and nationality groups.

The intervariable comparisons revealed that
the prevalence of osteoarthritis and carpal
tunnel syndrome were significantly higher in
females (P<0.01 for both) while there were
no significant differences in pain duration and
intensity indices between males and females
(P>0.05).

Significant age-related differences were also
observed in the prevalence of pain diagnoses.
All conditions were significantly more preva-
lent in older age groups except lumbar radicu-
lopathy and discogenic pain.

Figure-2 illustrate Regional distribution of
chronic pain derived from the current phase
of the MEPAIN project. Regarding nationali-
ty, Iranians had higher pain intensity scores at
worst conditions compared with Omanis, but
the prevalence of discogenic pain, spinal ste-
nosis, carpal tunnel syndrome, and failed back
surgery syndrome were significantly higher
among the Omani patients.

Table-3 demonstrates pain duration and inten-
sity scores with different underlying comor-
bidities.

Patients with osteoarthritis and cancer had
significantly lower pain intensity scores com-
pared with patients without these conditions.
Other pain features are depicted in Table-4.
As shown above, the most common aggravat-
ing factor was walking (19.2%) and the most
common alleviating factor was lying down
(9.5%). However, no aggravating or alleviat-
ing factor was reported in 2104 and 3831 par-
ticipants, respectively. Among the questioned
accompanying symptoms, paresthesia was
the most common accompanying symptom
(14.1%). None of the patients reported symp-
toms such as weight loss, decreased appetite,
or night sweating. Regarding the number of
involved areas, in 1257 (32.6%) patients only
one area was involved while in 2127 (54.5%)
patients two to four areas, and in 302 (7.7%)
patients more than four areas were involved.
The rest of the patients didn’t specify the num-
ber of their involved areas. Table-5 demon-
strates different locations of chronic pain in
patients.

As shown in Table-5, back (48.6%), Thigh

Middle East Pain Registry (MEPAIN)

(37.7%), and pelvis (33.3%) were the most
common regions involved, respectively. Back
was the most commonly involved region
across all gender, age, and BMI groups. The
pain drawing scale shown in figure-3 high-
lights the top ten most frequently affected re-
gions.

The ten most commonly involved regions
didn’t show a significant difference among
different age, gender, and BMI groups; how-
ever, hand pain was significantly more prev-
alent in patients above 60 years old (p-value:
0.042).

On physical examination, tenderness of facet
joints, sacroiliac joints, and spinous processes
were observed in 3.3%, 3.2%, and 0.3% of pa-
tients, respectively. Considering the range of
motion, painful flexion was the most common
abnormal finding (2.3%), followed by painful
extension (1.5%), flexion restriction (0.5%),
and extension restriction (0.3%). Moreover,
3.3% and 2.3% of patients displayed abnor-
mal heel and toe walking tests, respectively.
Table-6 illustrates the interventions that were
done for the patients in NPC, the most com-
mon of which was transforaminal epidural
steroid injection (TFESI). It was also the most
commonly utilized intervention among all
gender, age, nationality, and BMI groups. Out
of all the patients, most underwent at least one
procedure while 653 (28.2%) were only pre-
scribed oral medications and 71 (1.8%) were
advised to make lifestyle changes.

Chronic pain is highly prevalent and causes
significant distress and impaired function.
[13] To address this widespread issue, pain
registries play a crucial role in improving the
understanding, management, and treatment of
this condition. By systematically collecting
and analyzing data from diverse patient pop-
ulations, these registries enable researchers
and healthcare providers to identify patterns
and trends in pain experiences and treatment
outcomes. For example, the insights gained
from pain registries can be used to provide
evidence-based clinical guidelines, enhance
personalized treatment plans, and facilitate
the development of new therapeutic interven-
tions. Moreover, they provide a valuable re-
source for tracking the long-term efficacy and
safety of pain treatments, helping to identify
best practices and areas needing improve-
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ment. Ultimately, the impact of pain registries
extends beyond individual patient care, influ-
encing public health policies and advancing
the field of pain research.

Globally, various pain registries have been
developed to address chronic pain. Examples
include the low back pain registry of PRECI-
SION (established in 2016), which is a bio-
psychosocial repository of data on patients
with lower back pain [22]; the Oslo Pain Reg-
istry (OPR) in Norway [23]; the Greek Neu-
ropathic Pain Registry (Gr.NP.R.) [24]; the
Swedish Quality Registry for Pain Rehabili-
tation (SQRP) [25]; the Quebec Pain Regis-
try (QPR) in Canada [26]; the Danish clini-
cal registry of chronic back pain (SpineData)
[27]; and the German Pain Practice Registry
[28]. These registries serve as critical tools
for understanding and managing chronic pain
across different populations and regions.

The utility of pain registries is further demon-
strated by their application in clinical re-

Middle East Pain Registry (MEPAIN)

search. Several studies have utilized data from
these registries to extract detailed information
on chronic pain characteristics and design
various clinical trials. For instance, a very re-
cent study used data from the QPR to compare
chronic pain treatment between patients in re-
mote and non-remote areas of Quebec [29].
Similarly, in 2023, Halvorsen et al. designed a
clinical trial using patient data from the OPR
to assess the feasibility of titrating or taper-
ing opioid medications through a nurse-led
telephone follow-up for chronic pain patients
[30]. Another example is a randomized trial
in 2020 that utilized the Danish SpineData to
evaluate the efficacy of spinal manipulation at
segments of stiffness or pain sensitivity in im-
proving pain intensity in patients with chronic
low back pain [31]. These studies highlight
the pivotal role of pain registries in advancing
evidence-based pain management.

To the best of our knowledge, MEPAIN is the
first chronic pain registry in the Middle East,

Table 4. Pain characteristics and frequency of the patients

Variables Frequency (%)
Standing 660 (16.9%)
Walking 750 (19.2%)
Aggravating factors Siting 264 (6.8%)
Getting up 83 (2.1%)
Laying down 42 (1.1%)
Standing 5(<0.1%)
Walking 5(0.1%)
Alleviating factors Siting 22 (0.6%)
Getting up 3 (0.1%)
Laying down 371 (9.5%)
Paresthesia 550 (14.1%)
Associated symptoms Claudication 440 (11.2%)
Morning stiffness 76 (1.9%)
10 GMJ.2025;14:e3807
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launched for patients referred from different
countries in the region to a center in Iran. Un-
like most pain registries, which are limited to
a single center or nation, MEPAIN is multi-
national despite being a single-center data re-
pository. This unique feature is due to medical
tourism in the Middle East, with the Nab pain
clinic in Shiraz, Iran, serving as a destination
for patients across the region. This multina-
tional aspect provides a valuable opportunity
to obtain generalized and practical informa-
tion on chronic pain in a diverse population.
Among the pain registries highlighted, QPR,
OPR, and SQRP were dedicated to chronic
pain patients. Interestingly, lumbar radicu-
lopathy was the most common pain diagno-
sis among MEPAIN and QPR patients, while
OPR and SQRP did not delve into the causes
of chronic pain. Notably, all these registries
utilized a 10-score scale for pain intensity
measurement. The average pain intensities
were 5, 6.71, 6.02, and 6.8 in MEPAIN, QPR,
OPR, and SQRP patients, respectively. A
more detailed comparison is demonstrated in
Table-7.

The findings from our study have significant
implications forunderstanding the demograph-

Frequency

Figure 3. Top ten most frequently affected regions.

Middle East Pain Registry (MEPAIN)

ic and clinical patterns of chronic pain condi-
tions. For example, the predominance of lum-
bar radiculopathy across all groups suggests a
widespread need for targeted interventions for
this condition. Preventive measures such as
maintaining proper posture, engaging in reg-
ular physical exercise, and ergonomic modi-
fications in the workplace can help reduce its
incidence. Additionally, the higher prevalence
of osteoarthritis and carpal tunnel syndrome
in females highlights the importance of gen-
der-specific approaches in pain management
and treatment. Preventive strategies for these
conditions may include weight management,
hand and wrist exercises, and early interven-
tion with ergonomic tools. Furthermore, the
fact that most conditions were more common
in older age groups underscores the impact of
aging on pain development and the necessity
for age-appropriate pain management strate-
gies. For older adults, maintaining an active
lifestyle, engaging in strength and flexibility
exercises, and regular medical check-ups can
serve as preventive measures. Moreover, the
frequent involvement of the back region in
chronic pain patients indicates a critical area
for therapeutic focus. Preventive measures

Back: 48.6%
Thigh: 37.7%
Pelvis: 33.3%
Knee: 30.3%
)',L’gf 27.1%
Shoulder: 17.1%
Arm: 8 3%
Neck: 7.4%
Forearm: 6.3%
Foot: 3.4%
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such as core strengthening exercises, proper
lifting techniques, and avoiding prolonged sit-
ting can help mitigate back pain. Finally, the
significant prevalence of hand pain in patients
over 60 points to the need for specialized care
for older adults suffering from this symptom.
Hand exercises, ergonomic adjustments, and
early medical intervention can prevent the
worsening of hand pain in this population.
Overall, these findings emphasize the neces-
sity for personalized and demographic-specif-
ic approaches in the management, treatment,
and prevention of chronic pain.

Discussion

Chronic pain can arise from various causes;
however, in some cases, no pathologic basis
can be found, a condition referred to as chron-
ic idiopathic pain syndrome. In these cases, no
organic explanation can be identified despite a
thorough medical assessment. These patients
often see multiple doctors and overutilize
healthcare facilities, imposing a significant
burden on the healthcare system. While many
studies have demonstrated the association be-
tween this type of chronic pain and psycho-
logical conditions such as depression and anx-
iety, the causal relationship has not yet been
proven [32]. The development of a pain reg-
istry in the region allows us to better identify
these individuals and investigate the efficacy
of different treatment modalities in this popu-
lation. This, in turn, enables us to address their
needs more efficiently and reduce the burden
on healthcare systems.

In this pain registry, we paid careful attention
and documented the findings of physical ex-
amination as the possible underlying etiology
of some chronic pain disorders can often be
identified by the hints left in physical exam-
ination [33]. This emphasis on physical ex-
amination is crucial because the presence of
multiple tender points, for instance, favors
fibromyalgia [34], while spinal tenderness
or limited range of motion yields additional
clues about the type of lower back pain [35-
37]. Moreover, findings of some clinical tests
also carry a prognostic value. Although the
evidence remains controversial, some stud-
ies have shown an association between these
findings and various outcome measures. For

Zakeri H, et al.

example, Flynn et al. demonstrated that lim-
ited hip internal rotation implicates a worse
outcome [38]. Similarly, multiple studies re-
vealed that abnormal neurological signs indi-
cate poorer outcomes in pain, disability, return
to work, and global improvement [39—41].
These findings are not only diagnostic but
also therapeutic, as they assist clinicians in
choosing a management strategy and indi-
vidualizing treatment plans [42]. Therefore,
developing a systematic pain registry will aid
physicians in using this information to pre-
dict treatment outcomes and, consequently,
choose more appropriate treatment options
based on prognosis.

While physical examination is invaluable, it
is not definitive on its own. Physical exam-
ination alone cannot conclusively diagnose
chronic pain conditions, but it provides valu-
able information and helps guide the choice
of imaging tests to identify possible causes of
pain. As such, physical examination findings
should be interpreted in conjunction with oth-
er clinical data [33, 43]. This integrated ap-
proach ensures a more accurate diagnosis and
effective treatment plan.

Complementing physical examination, diag-
nostic imaging (such as X-rays, MRI, or CT
scans) plays a critical role in chronic pain
assessment [44]. These imaging modalities
help visualize anatomical structures, identify
structural abnormalities, and rule out specif-
ic pathologies. For example, imaging can re-
veal herniated discs, degenerative changes,
or inflammatory processes [45]. However,
it’s essential to recognize that imaging find-
ings do not always correlate directly with the
presence or severity of pain. Some individuals
may have abnormal imaging results without
experiencing significant pain, while others
may have pain despite normal imaging find-
ings [43]. Therefore, the optimal approach in-
volves integrating both physical examination
findings and diagnostic imaging results [46].
Clinicians must consider the patient’s history,
symptoms, and physical examination find-
ings alongside imaging data. This combined
assessment allows for a more comprehensive
understanding of the underlying pain mecha-
nism, and treatment decisions should be based
on the overall clinical picture rather than rely-
ing solely on imaging results [44].
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Table 7. Comparison of the pain registries.

Middle East Pain Registry (MEPAIN)

Data .
Nan-le of Location Methods Sar-nple Collection Challenges Registry
Registry Size Period Noted Management
Oslo
gl(:lsw;:gty Oslo electronic data 2015 - dO;lay i(;(;alin Research, Oslo
Pailf) Norv:/a entry before 1,712 2017 clini’cianydatga University
Registry Y consultations entry Hospital
(OPR) [23]
Quebec Pain Web-based Ensuring data Quebec Pain
. Quebec,  registry, nurse- 2008 - completeness,
Registry Canada administered 9,363 2014 varying patient Research
(QPR) [26] questionnaires participation Network
Internet-based .Varla.lb.l 11.ty .
svstem. patient in clinician Medical
ai]l J clir’lirc):ian adherence to ~ Department of
. . January 1, standardized  the Spine Centre
SpineData Southern  electronic
27] Denmark  questionnaires 35,466 2011 - July methods, of Southern
?inke 4 with ’ 17,2014  missing Denmark,
national electronic data Hospital
recistries from paper Lillebaelt
& forms
Multicenter Coordination
registry, across
S:ﬁil; athic patient data on multiple Hellenic
Pain P Greece demographics, 5080 2016 - centers, Society of Pain
Registry (Gr. medical 2020 ensuring Management and
NPgR) fIZ 4] ’ history, pain adherence Palliative Care
o type, and to national
treatments guidelines
Data Research
Electronic data accuracy and  Center for
Nab Pain Persian collection, March completeness, Neuromodulation
Registr Gulf demographic 3.903 21,2022 - inter-rater and Pain, Nab
(ng,R) y countries and clinical ’ September  reliability Pain Clinic,
data, follow-up 22,2022 among Shiraz University
reports registrant of Medical
nurses Sciences

In summary, while physical examination and
diagnostic imaging provide valuable insights,
a holistic approach that considers both aspects
is crucial for accurate diagnosis and effective
management of chronic pain disorders [33].
This is where MEPAIN plays a pivotal role,
as it allows systematic registration of data
obtained from the patient’s history, physical
examination, and imaging workups. By con-
solidating this information, MEPAIN enhanc-
es the ability to tailor treatment plans to indi-
vidual patient needs.

In the existing literature and relevant guide-

lines, various treatment options have been
recommended for chronic pain management,
including lifestyle modification, physical
therapy and exercise, pharmacological inter-
ventions, corticosteroid and PRP injections,
Ozone Therapy, etc. [14, 47, 48] These in-
terventions have demonstrated variable effi-
cacies in decreasing pain, depending on the
underlying condition and patient factors [49,
50]. In line with this, we have attempted to
offer scientifically approved treatment options
to this population. Given the multifactorial
nature of chronic pain and diverse underly-
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ing pathologies, multiple treatment modalities
are often required to provide significant relief
[51]. Ultimately, the decision must be made
considering patient preferences, values, and
underlying conditions to create a personalized
treatment plan [50].

MEPAIN has the potential to provide a con-
text that helps us determine and recommend
the most appropriate treatment modalities to
the patients.

Looking ahead, the future is optimistic, espe-
cially given the ongoing measures that aim to
improve the efficiency of MEPAIN as a re-
search resource. A principal strategy is to ex-
pand the scope of outcome measures beyond
the pain index, to include disability and qual-
ity of life indices as well. Additionally, a sys-
tematic approach is planned to be introduced
by conducting psychological evaluations of
patients, which is crucial in understanding
pain development and prognosis, especially in
idiopathic chronic pain syndrome. This holis-
tic perspective aims to explore patients' unmet
needs, bringing not only new knowledge but
also the realization of proper and tailored care
delivery.

Another critical dimension of our future
course is to enhance the capacity of data col-
lection and grow alliances with other sources,
such as electronic health records, imaging,
and laboratory reports.

Such an empowered method of action is in-
tended to facilitate patient evaluation process-
es and avoid excessive workups. Furthermore,
in the future, we will record adverse events
following procedures, such as bloody punc-
ture during epidural access and post-proce-
dural hematomas, which are typically report-
ed during follow-ups.

By expanding this pain registry, we can
achieve an enormous data repository that
will provide the foundation for further evi-
dence-based research. Using this information,
we can develop guidelines for chronic pain
management tailored to our local setting, en-
abling a patient-centered approach for dealing
with chronic pain syndromes. Our future stud-
ies will aim to explore the long-term outcomes
of chronic pain interventions and compare our
results with other pain registries. By doing so,
our registry will contribute to the global re-
search on pain control.

Zakeri H, et al.

Limitations

The MEPAIN, like other similar registries,
faces certain limitations regarding the data
collection methodology. Although our goal
is to include patients from across the Middle
East, the pilot phase primarily consists of Ira-
nian and Omani participants.

We are currently working to expand the regis-
try by incorporating data from additional clin-
ics in the region.

One significant limitation stem from the in-
herently subjective nature of pain and the out-
comes following treatment interventions, as
these rely heavily on patient-reported infor-
mation. Patient responses can be influenced
by various interpersonal and intrapersonal
factors, which can affect the accuracy of the
data. This becomes particularly critical when
considering the possibility of missing data
during follow-ups, as patients may overesti-
mate positive responses to treatment. [22]
One additional constraint is that our record-
ed data only includes the physical examina-
tions and diagnostic workups conducted by
our specialists at our center. However, it is
important to note that many patients, referred
to our clinic, have previously been evaluated
by other physicians and undergone diagnostic
workups, but we did not have access to those
medical records. Consequently, the inclusion
of diverse diagnostic workups in our data
would not achieve the necessary level of satu-
ration for statistical evaluation.

Another pitfall of this study and any other
pain registry is the questionable reliability
of the data from the patients with cognitive
impairment, including patients with Alzhei-
mer's disease or individuals with intellectual
disability. They are unable to comprehend
the concept of the questions and communi-
cate thoroughly about their pain experience.
Thus, they can't provide reliable information.
Addressing the challenge of pain assessment
in this population requires a tailored approach
and implementation of several strategies and
tools. Healthcare providers can observe be-
havioral cues, such as facial expressions,
body language, vocalizations, and changes in
activity level, to infer pain levels. Caregiv-
ers or family members who are familiar with
the patient's behaviors and communication
patterns can also provide useful information
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about the patient's pain experience. Overall,
individualized approaches are necessary to
meet each patient’s unique needs.

Conclusion

MEPAIN was developed to systematically col-
lect data from patients referred to NPC across
the Middle East, with the primary aim of doc-
umenting pain characteristics and treatment
interventions. This registry serves both clin-
ical and research purposes by providing reli-
able data to support evidence-based treatment
decisions and personalized pain management.
Moreover, the MEPAIN is open to integrating
data from other clinics, provided the data is
collected by the registry's standard protocols.
With its robust framework, MEPAIN has the
potential to become the official chronic pain
data repository for the region, contributing to
valuable, evidence-based insights into chron-
ic pain statistics and management strategies.

Middle East Pain Registry (MEPAIN)

In this study, we introduced the MEPAIN and
analyzed significant demographic data from
the pilot phase, which will inform a more pre-
cise, patient-centered approach in our local
healthcare settings moving forward.
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