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Pain management guidelines are critical tools in global health, 

designed to improve treatment, reduce disparities, and preserve 

patient dignity. Typically developed in high-resource countries, 

these guidelines are grounded in robust scientiĈc evidence 
and clinical expertise. Yet, in low- and middle-income countries 

(LMICs), where healthcare systems may lack specialized ser-

vices, essential medicines, or trained personnel, these guidelines 

often require thoughtful adaptation to be eąective [4]. Adapt-

ing global guidelines allows LMICs to bridge the gap between 

evidence-based standards and ground realities. This approach 

respects local values, optimizes limited resources, and promotes 

ethical care without compromising clinical integrity. By tailoring 

existing recommendations to align with resource availability, 

health workforce capacity, cultural practices, and epidemiologi-

cal priorities, adaptation becomes feasible and essential [2].

Why Local Adaptation Matters

Many global pain management guidelines assume the availability of 

diagnostic infrastructure, multidisciplinary teams, and a wide range 

of medications. These assumptions, however, do not hold true in 

much of the world [3, 9]. In many LMICs, healthcare delivery is decen-

tralized, resources are constrained, and access to pain relief remains 

severely limited. Additionally, the experience and expression of pain 

are shaped by cultural values and community beliefs. Misconcep-

tions about pain medications, especially opioids, are widespread, of-

ten linked to fear of addiction or social stigma [7]. Therefore, adapting 

guidelines is not merely a practical concern but a moral one. Without 

adaptation, standardized care cannot reach those who need it most.

Challenges in Implementing Global Guidelines in LMICs

Implementation is often hindered by a combination of policy, 

infrastructure, and social barriers. Access to opioids remains 

restricted due to stringent regulatory frameworks and underde-

veloped distribution systems [10]. Even where such medications are 

approved, supply chains often break down at the local level, par-

ticularly in rural and peri-urban areas. There is a critical shortage 

of trained health professionals with expertise in pain management 
[11]. Most existing services are centralized in large urban hospitals, 

making them inaccessible to the broader population [12]. Cultural 

stigma associated with both pain and the use of analgesics fur-

ther discourages patients from seeking or continuing treatment. 

Together, these factors create an environment in which untreated 

pain is normalized, and suĄering becomes invisible [7].

Strategies for EĄective Adaptation

•	 Adapting guidelines begins with prioritizing local epidemiolog-

ical needs. Countries must ćrst identify which pain conditions 
are most prevalent and disabling, such as untreated injuries, 

late-stage cancers, or chronic musculoskeletal pain, and focus 

on interventions that address these realities [4].

•	 Alongside this, a detailed resource assessment is essential. 

Knowing what medications, equipment, and human resources 

are available helps ensure that adapted protocols are achiev-

able, not merely aspirational.
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•	 Sociocultural, linguistic, and political factors must be consid-

ered at the outset. Guidelines should be translated into local 

languages and adjusted for cultural acceptability. Incorporating 

safe and familiar traditional practices, like yoga, cupping, or 

herbal applications, can enhance patient trust and adherence 
[2]. The biopsychosocial approach must be incorporated in place 

of the biomedical model. Adapted guidelines must harmonize 

with local values and beliefs, as long as safety and eącacy are 
not compromised [2].

•	 Workforce development is another crucial area. Since most LMICs 

face a shortage of pain specialists, training must target general 

practitioners, nurses, and community health workers [5]. These 

professionals can deliver front-line pain management if provided 

with practical tools and decision aids. Simplićed protocols, pic-

torial validated pain scales, and mobile applications designed for 

low-literacy users can support this decentralization of care.

•	 Drug recommendations must be evidence-based and realistic. 

Instead of relying on unavailable or unaĄordable medications, 
adapted guidelines should centre on widely-accessible drugs 

such as paracetamol, ibuprofen, and locally approved opioids 

when indicated [4, 10]. AĄordability and supply chain stability are 
critical to sustaining long-term implementation.

•	 Where opioid use is appropriate, countries must review and re-

form outdated drug laws, aligning them with WHO recommen-

dations and international human rights frameworks. Balancing 

the legitimate need for pain relief with concerns about misuse 

requires transparent policies, capacity building, and account-

ability, not prohibition.

Case Examples of Successful Adaptation

1.	 In Pakistan, Aga Khan University developed an Acute Pain 

Management Guideline tailored to local infrastructure and 

clinical workĈows [1]. This initiative demonstrated how aca-

demic institutions can play a pivotal role in bridging the gap 

between global evidence and national healthcare realities.

2.	 In Uganda, nurse-led palliative care services have signić-

cantly improved access to oral morphine, particularly in 

rural districts. After receiving focused training and regu-

latory support, nurses became key providers of pain relief, 

reĈecting the potential of task-shifting strategies [6].

3.	 Meanwhile, India’s National Cancer Grid has produced 

resource-stratićed palliative care guidelines that allow 
institutions at various levels of care to implement best 

practices within their means [8]. These examples show that 

adaptation is possible and transformative.

Stakeholder Roles in Adaptation

The process of adapting guidelines is inherently collaborative. 

Healthcare providers and hospital administrators must take the 

lead in clinical implementation. Policymakers and regulators are 

critical in ensuring that national laws and ćnancing systems sup-

port, rather than hinder, equitable pain care. Researchers have 

a responsibility to evaluate the eĄectiveness of adaptations and 
generate context-specićc evidence. Civil society organizations, 
including patient advocacy groups and nonproćts, can amplify 
demand for better pain services, highlight inequities, and hold 

decision-makers accountable. Finally, global health agencies and 

donors should provide technical and ćnancial support, without 
imposing rigid, one-size-ćts-all models [3, 4].

A Call to Ethical Action

Failure to address untreated pain is not merely a gap in service 

delivery – it is an ethical injustice. No health system can claim 

to be equitable or compassionate if it allows suĄering to persist 
when safe and eĄective remedies exist [7]. Adaptation is not a 

compromise, but a pathway to justice. LMICs must invest in 

workforce training, review regulatory barriers, simplify access to 

essential medicines, and align pain care models with their local 

contexts. In doing so, they uphold both the science of evi-

dence-based medicine and the ethics of human dignity.
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