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Introduction

Pain is a complex and multifaceted phenomenon that affects 
millions of people worldwide and its management remains a 
major challenge for healthcare systems.1 In Palestine, pain 
management represents a critical issue that is compounded 
by ongoing political conflict, economic hardship, and lim-
ited healthcare resources. Despite the high burden of pain in 
this context, there is limited research on how the general 
population approaches their pain, including their beliefs, 
attitudes, and behaviors related to pain management. This 
study aims to address this gap by investigating the preva-
lence, characteristics, and determinants of pain among adults 
in Palestine.2

Pain is a leading cause of disability and reduced quality of 
life globally, affecting people of all ages, genders, and socio-
economic backgrounds.3 In the Eastern Mediterranean 
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region, which includes Palestine, the prevalence of chronic 
pain ranges from 16% to 60%, depending on the population 
and setting.4

Pain is a common reason for seeking healthcare, and it 
affects people across the lifespan, from children with cancer 
to elderly patients with chronic conditions. However, pain 
management in Palestine is often inadequate, fragmented, 
and stigmatized, due to factors such as limited resources, 
political instability, and cultural norms.5

Culture and social context play a crucial role in shaping 
the experience and management of pain.6 Moreover, gender, 
age, and socioeconomic status can influence access to pain 
treatment and the willingness to disclose pain-related con-
cerns. For instance, women in Palestine may face cultural 
barriers to seeking healthcare for pain, due to social norms 
that prioritize their caregiving roles over their own health 
needs. Similarly, marginalized groups, such as refugees or 
people living in poverty, may have limited access to pain 
medication or specialized care.7

Pain management in Palestine is primarily provided by 
the public healthcare system, which faces significant chal-
lenges in terms of resource allocation, infrastructure, and 
workforce.8 Pain medication, particularly opioids, is often 
scarce or restricted, due to regulatory barriers and security 
concerns. Moreover, the lack of specialized pain clinics or 
trained healthcare providers can limit the options for effec-
tive pain management. On the policy level, pain manage-
ment is not yet recognized as a priority area in the national 
health agenda, and there is a need for evidence-based guide-
lines and regulations to ensure the availability and quality of 
pain treatment.9

Existing research has explored pain perception and man-
agement across various populations and cultural contexts but 
there is limited specific knowledge about how the general 
population in Palestine approaches and copes with pain. This 
article addresses this gap by conducting a cross-sectional 
study focused on pain management practices in the region. It 
adds valuable insights into the cultural, social, and contex-
tual factors influencing pain experiences and coping mecha-
nisms within the population. The findings of this study will 
contribute to a better understanding of pain management in 
Palestine and inform the development of targeted interven-
tions and strategies for improving overall well-being in this 
context.

This study aims to investigate how the general population 
in Palestine perceives and addresses pain. The study seeks to 
evaluate the prevalence and characteristics of pain experi-
ences within this population and explore the potential impact 
of sociodemographic variables such as age, gender, marital 
status, and education level on individuals’ approaches to 
pain perception and management. In addition, the research 
aims to examine the array of therapeutic interventions cho-
sen by the general population in Palestine to alleviate their 
pain. By doing so, the study aims to offer valuable insights 
into the cultural, social, and contextual factors that play a 

role in shaping pain experiences and management strategies 
among Palestinians.

Methods

Design and participants

This cross-sectional study in Palestine adhered to the 
Strengthening the Reporting of Observational Studies in 
Epidemiology Guidelines, encompassing an approximate 
total population of 5,000,000, with around 3,000,000 adults 
aged 18 years and above (source: http://www.pcbs.gov.ps).10 
The study employed nonprobability sampling methods, spe-
cifically convenience and snowball sampling methods to 
recruit participants, which were selected to suit the scope and 
nature of the study. Convenience sampling was used as an 
initial approach due to its practicality and ease of data collec-
tion. Snowball sampling was subsequently utilized to 
enhance the representativeness of the sample. The sample 
size was determined using a single proportion formula, with 
a reference proportion of 50%, within the framework of a 
cross-sectional study design. In this design, n denoted the 
required sample size (n = Z(α/2)2 * pq/d2) for a 95% confi-
dence interval and a 5% margin of error. Consequently, a 
sample size of 385 was established to represent the larger 
population. Ultimately, we received 673 responses, with 27 
individuals declining to participate, resulting in data col-
lected from 646 respondents between June and December 
2022, forming the basis for all subsequent calculations.

The statistics provided by the Palestinian Central Bureau 
of Statistics indicate that in early 2023, there were 4.38 mil-
lion active cellular mobile connections for individuals aged 
10 years and above.10 This figure represented a very high 
portion of the total population in Palestine. The widespread 
use of mobile connections within this demographic was a 
pivotal factor influencing our decision to employ online plat-
forms such as WhatsApp and Facebook for disseminating 
the questionnaire. Participant enrolment occurred through 
electronic communication, where an online questionnaire, 
accessible via a Google Form link, was distributed via email 
and public social media platforms like Facebook and 
WhatsApp. Respondents completed the electronic survey 
and submitted their answers, which were then transmitted 
back to the researchers. The study included individuals aged 
18 years or older who reside in Palestine and have electronic 
access to email and public social media platforms like 
Facebook and WhatsApp and could complete the online 
questionnaire, while the exclusion criteria included individu-
als who declined participation, lacked access to social media 
or a telephone, and those less than 18 years of age. Ethical 
approval for the study was granted by the Institutional 
Review Board of An-Najah University in Nablus, located in 
the West Bank of Palestine (Reference: Med. November 
2020/2). The study adhered to the principles of the Helsinki 
Declaration regarding human research. Prior to inclusion, all 
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participants provided written informed consent to take part 
in the study.

Data collection and assessment tool

A specialized data collection notebook was created to metic-
ulously document the participants’ details. The survey 
employed in this investigation comprised closed-ended 
inquiries, categorized into sections encompassing partici-
pants’ demographic and clinical characteristics, pain man-
agement techniques, and utilized treatments. Except for 
demographic and clinical data, the responses were based on 
binary questions that elicited either affirmative or negative 
answers. The questionnaire was conducted in Arabic, align-
ing with the predominant language spoken in Palestine. Prior 
to distribution to participants, the questionnaire underwent 
thorough scrutiny by experts in the fields of public health, 
medicine, and pharmacy. A pilot study involving a sample of 
50 participants, which constitutes approximately 13% of the 
estimated sample size (385 participants), was conducted to 
test the survey questions. Following this, a sequence of revi-
sions was undertaken to ensure a strong internal consistency, 
measured using Cronbach’s alpha. The calculated Cronbach’s 
alpha coefficient for the questions reached a value of 0.755.

Pain intensity assessment involved the use of the Visual 
Analogue Scale (VAS) and the Numerical Rating Scale 
(NRS), both ranging from 0 (indicating no pain) to 10 (rep-
resenting the worst imaginable pain). Pain levels were clas-
sified into three categories: Mild Pain (1–3), Moderate Pain 
(4–6), and Severe Pain (7–10).11 The pain was classified 
according to its duration in acute pain (pain lasting less than 
3 months) and chronic pain (pain lasting over 3 months).12 
On the other hand, the body mass index (BMI) was catego-
rized as Underweight: BMI is less than 18.5. Healthy weight: 
BMI is 18.5 to <25. Overweight: BMI is 25.0 to <30. 
Obesity: BMI is 30.0 or higher.13 In addition, participants 
were organized into specific age groups for a comprehensive 
analysis, with the “young group” comprising individuals 
aged 15–47 years, the “middle-aged group” encompassing 
participants aged 48–63 years, and the “elderly group” 
including those aged 64 years and older.14

Statistical analysis

Statistical analysis was conducted using the Statistical 
Package for the Social Sciences (SPSS v.25). The entire 
study population had complete data points for all collected 
information. An initial descriptive analysis was executed, 
portraying data through frequency and percentage represen-
tations for categorical variables. The comparison of categori-
cal variables involved the utilization of either the chi-squared 
test or Fisher’s exact test. A value of p < 0.05 was considered 
statistically significant.

Binary logistic regression was employed to evaluate the 
associations between therapeutics utilized by participants 

encountering pain and therapeutic strategies employed for 
pain management. In addition, multiple logistic regressions 
were performed, incorporating variables that exhibited sta-
tistical significance alongside other variables of clinical 
importance.

Figure 1 shows a diagram depicting the schematic repre-
sentation of the different variables and outcomes.

Results

Sociodemographic and clinical characteristics of 
the participants

A total of 646 questionnaires were examined, with the major-
ity of respondents being young (N = 563, 87.2%), and 
approximately 71% were females. Regarding the partici-
pants’ residential areas, over half resided in urban areas 
(N = 349, 54.0%). Furthermore, more than a quarter of the 
participants were employed (N = 184, 28.5%), while over 
half identified themselves as students (N = 359, 55.6%), and 
65.3% reported being unmarried (N = 422). Moreover, when 
calculating the BMI for over half of the participants (N = 330, 
51.1%), it was determined that their weight fell within the 
normal range (i.e., BMI: 18.5–24.9) (Table 1).

Among the participants, a total of 237 individuals (36.7%) 
reported experiencing pain. Out of these, 79% were identi-
fied as having chronic pain, indicating a duration of 3 months 
or longer. In addition, when assessing the pain levels using 
the VAS and NRS, it was found that 114 participants (48.1%) 
reported mild pain, 84 participants had moderate pain 
(35.4%), and 39 individuals suffered from severe pain 
(16.5%) (Table1).

The occurrence of pain demonstrated a significantly 
higher prevalence among the elderly which included a lim-
ited number of respondents, followed by the middle-aged 
and young groups (p < 0.001). Furthermore, unmarried par-
ticipants exhibited the lowest percentage of pain compared 
to those who were married or previously married, and this 
difference was statistically significant (p < 0.001). The prev-
alence of pain was notably higher among individuals with 
lower educational levels, specifically those who had com-
pleted only a literacy study or elementary school (p < 0.001). 
In addition, retired participants and individuals with home 
duties displayed a higher percentage of pain (p < 0.001). 
Conversely, no statistical differences were observed in terms 
of gender, residential location, or BMI (Table 1).

The participants’ pain was categorized into two groups 
based on its duration: acute pain (lasting less than 3 months) 
and chronic pain (lasting 3 months or longer). Significantly 
higher rates of chronic pain were reported among the elderly 
participants, followed by the middle-aged and younger indi-
viduals (p < 0.001). Notably, unmarried participants exhib-
ited a lower percentage of chronic pain compared to those 
who were married or previously married, with this difference 
being statistically significant (p < 0.001). Furthermore, 
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individuals with lower educational levels, specifically those 
who had completed only literacy studies or elementary 
school, experienced a significantly higher prevalence of 
chronic pain (p < 0.001). Retired participants and those with 
home duties demonstrated a higher percentage of chronic 
pain (p < 0.001). On the other hand, no statistically signifi-
cant differences were found in terms of gender, residential 
location, or BMI (Table 1).

The elderly participants reported significantly elevated 
levels of severe pain, followed by the middle-aged and 
younger individuals (p < 0.001). Interestingly, among the 
various groups, those who were widowed exhibited a notable 

increase in the percentage of severe pain, with this distinc-
tion proving to be statistically significant (p < 0.05). 
Moreover, individuals with lower educational backgrounds, 
particularly those who had completed only literacy studies or 
elementary school, encountered a significantly higher preva-
lence of severe pain (p < 0.001). Notably, retired participants 
and those with domestic responsibilities displayed a higher 
proportion of severe pain (p < 0.001). Conversely, gender, 
residential location, and BMI yielded no statistically signifi-
cant differences (Table 1).

Participants utilized various therapeutic approaches to 
manage their pain, including the following: no treatment, 

Figure 1. Diagrammatic illustration of diverse research outcomes.
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self-medication, visits to physicians, complementary medi-
cine, physical therapy, hospital-based treatment, and visits to 
anesthesiologists or pain medicine specialists. The numbers 
and percentages of participants who used these approaches 
and experienced pain were as follows: no treatment (64, 
27%), self-medication (81, 34.2%), visits to physicians (51, 
21.5%), complementary medicine (25, 10.5%), physical 
therapy (36, 15.2%), hospital-based treatment (29, 12.2%), 
and visits to anesthesiologists or pain medicine specialists 
(34, 14.3%).

Table 2 illustrates the association between age groups and 
therapeutic approaches. The elderly group exhibited a sig-
nificant association with visits to physicians, physical ther-
apy, and hospital-based treatments (p < 0.05). Conversely, 
the middle age group displayed a negative association with 
self-medication (p < 0.05). No significant differences were 
found regarding complementary medicine or no treatment.

Regarding gender, being female showed a significant 
association with visits to anesthesiologists or pain specialists 
(p < 0.05). The use of complementary medicines and hospi-
tal-based treatments exhibited a negative association with 
the unmarried group, whereas higher percentages were 
observed among the married, separated/divorced, and wid-
owed groups (p < 0.05).

Regarding education level, the results indicated that 
higher levels of education were associated with lower per-
centages of visits to physicians (p < 0.001), the use of com-
plementary medicine (p < 0.05), hospital-based treatment 
(p < 0.05), and visits to anesthesiologists or pain medicine 
specialists (p < 0.05). On the other hand, retired participants 
and those with home duties showed significantly higher per-
centages of visits to physicians and physical therapy 
(p < 0.05). No differences were observed in relation to body 
mass index.

Table 3 displays the correlation between therapeutic 
approaches used by participants who experienced pain. The 
analysis reveals a significant association between the pres-
ence of external injury and the self-medication approach 
(p < 0.05). Furthermore, pain severity, indicating a link to 
disease or injury severity, is significantly associated with the 
hospital-based treatment approach (p < 0.05). Participants 
who perceive their pain as an independent illness exhibit sig-
nificantly higher percentages in the following approaches: 
visits to physicians, hospital-based treatment, and visits to 
anesthetists and/or pain specialists (p < 0.05). Conversely, 
individuals who do not view their pain as a distinct illness 
show an association with physical therapy (p < 0.05). Severe 
pain demonstrates a significant association with visits to 
anesthetists and/or pain specialists (p < 0.001). However, the 
duration of pain and determination of the pain site do not 
exhibit significant differences between groups across vari-
ous therapeutic approaches.

Figure 1 illustrates the distribution of therapeutics utilized 
by participants experiencing pain. Acetaminophen demon-
strated the most substantial occurrence, followed by physical 

therapy, engagement in physical activities, and the incorpo-
ration of herbal treatments. By contrast, the least employed 
interventions encompassed more advanced methods, includ-
ing sophisticated treatments like Transcutaneous Electrical 
Nerve Stimulation (TENS), psychotherapies, and anti-epi-
leptic medications.

Table 4 shows that receiving anxiolytics was signifi-
cantly related to increased odds of self-medication (odds 
ratio (OR) = 3.321, 95% confidence interval (CI) (0.865–
8.427)). Moreover, when examining individual factors asso-
ciated with visits to physicians for pain management, the 
analysis revealed a significant association with the usage of 
acetaminophen, topical anesthetics, vitamins, minerals, and 
herbal remedies. Subsequent findings indicated that indi-
viduals who indicated using acetaminophen had notably 
higher odds of visiting physicians for pain management 
(OR = 2.913; 95% CI (1.399–6.1)). Likewise, those who 
reported utilizing topical anesthetics exhibited increased 
likelihood (OR = 3.219, 95% CI (1.080–9.601)), along with 
individuals who consumed vitamins and minerals 
(OR = 13.341, 95% CI (2.168–82.1)) and herbal remedies 
(OR = 2.597, 95% CI (1.120–6.021)), respectively, demon-
strating higher probabilities of seeking medical attention 
from physicians for pain management.

In terms of obtaining herbs and narcotics for pain man-
agement, a notable association was observed with higher 
probabilities of seeking complementary medicine for pain 
management, as highlighted in the data presented (Table 4). 
Consequently, individuals who received herbs for pain man-
agement displayed an increased tendency to opt for comple-
mentary medicinal approaches (OR = 12.742, 95% CI 
(1.120–6.021)). Similarly, those who were administered nar-
cotics for pain management also exhibited an elevated likeli-
hood of utilizing complementary medicine for pain 
management (OR = 9.706, 95% CI (2.284–41.240)).

Furthermore, when examining factors associated with 
physical therapy, a univariate analysis (Table 4) revealed dis-
tinct trends. Receiving heat and cold therapy demonstrated a 
significant correlation with heightened probabilities of seek-
ing physical therapy for pain management. Conversely, the 
reception of acetaminophen for pain management was nota-
bly linked to reduced odds of pursuing physical therapy for 
pain management. To elaborate, individuals who received 
heat and cold therapy exhibited a substantial inclination 
toward utilizing physical therapy for pain management 
(OR = 3.901, 95% CI (1.229–12.382)). On the other hand, 
those who indicated their usage of acetaminophen 
(OR = 0.396, 95% CI (0.176–0.889)) demonstrated a 
decreased likelihood of opting for physical therapy as a 
means of managing pain.

In addition, individuals who underwent surgical treat-
ment (OR = 222.984, 95% CI (22.8–2181.6)), those who 
used acetaminophen (OR = 4.541, 95% CI (1.417–14.6)), 
and those who employed topical anesthetics (OR = 6.780, 
95% CI (1.778–25.847)) displayed a markedly heightened 
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likelihood of seeking medical attention at hospitals for pain 
management. The findings indicated that individuals who 
received surgical treatment utilized topical anesthetics, 
took narcotics, nonsteroidal anti-inflammatory drugs 
(NSAIDs), and muscle relaxants exhibited significantly 
increased odds of visiting anesthetists in relation to pain 
management. Consequently, the outcomes revealed that 
participants who underwent surgical treatment (OR = 10.3, 
95% CI (2.703–39.244)), those who employed topical 
anesthetics (OR = 4.882, 95% CI (1.411–16.9)), individuals 
who used narcotics (OR = 5.545, 95% CI (1.579–19.5)), 
those who took NSAIDs (OR = 4.427, 95% CI (1.739–
11.3)), and those who utilized muscle relaxants (OR = 23.5, 
95% CI (1.551–355.005)) were notably more inclined to 
seek consultations with anesthetists for pain management. 
To validate the aforementioned findings, a multivariate 
analysis was conducted, and the results substantiated the 
associations mentioned earlier.

Discussion

The present study examined the sociodemographic and clini-
cal characteristics of participants in relation to their pain 
experience, therapeutics, and therapeutic approaches for 
pain management. The findings highlighted several impor-
tant trends and associations that contribute to our under-
standing of pain prevalence, intensity, and management 
strategies within the studied population. The study revealed 
that a significant proportion of participants experienced pain, 
with the chronic type being predominant among those report-
ing pain. The prevalence of pain differed across age groups, 
with higher rates observed in the elderly, followed by mid-
dle-aged individuals, and then younger participants; how-
ever, the results from this subgroup are based on a limited 
number of respondents in this age group and should be inter-
preted with caution. This pattern is consistent with previous 
research indicating an increased likelihood of pain among 
older individuals probably due to age-related physiological 
changes and associated medical conditions.15,16

Marital status and educational level demonstrated signifi-
cant associations with pain prevalence. Married participants 
reported higher pain prevalence compared to unmarried indi-
viduals, which might be attributed to the additional stressors 
and responsibilities that come with marriage and family 
life.17 Furthermore, lower educational levels were associated 
with higher pain prevalence, potentially reflecting differ-
ences in health knowledge, access to healthcare, and occupa-
tional factors, Nevertheless, it is important to note that the 
outcomes within this specific subgroup rely on a relatively 
small number of, and thus, they should be approached with 
care.18 It is worth noting that literacy and elementary rates in 
Palestine are among the lowest in the world, which could 
explain the limited number of respondents.19

Participants utilized a variety of approaches to manage 
their pain, including self-medication, visits to physicians, 
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complementary medicine, and physical therapy. Notably, the 
elderly group showed a preference for traditional medical 
interventions, such as visits to physicians and hospital-based 
treatments. These findings align with age-related preferences 
for healthcare-seeking and management strategies.20 On the 
other hand, elderly patients often favor traditional medical 
interventions, such as visits to physicians and hospital-based 
treatments, probably due to their trust in established health-
care practices, familiarity and comfort with these settings, 
long-term physician–patient relationships, and the percep-
tion of comprehensive care, health insurance coverage, and 
limited exposure to alternative healthcare options.21

Gender disparities in pain management approaches were 
evident, as women demonstrated a greater propensity to seek 
consultations with anesthesiologists or pain specialists. This 
pattern aligns with the broader recognition of gender-based 
distinctions in chronic pain experiences. Studies indicate that 
women tend to grapple with chronic pain conditions, like 
fibromyalgia and migraines, at elevated rates compared to 
men.22 Hormonal factors, linked to fluctuations in estrogen 
levels, are believed to play a role in shaping pain perception, 
potentially contributing to the observed preference for spe-
cialized care.23 These findings suggest that gender-specific 
pain experiences and variations in healthcare-seeking behav-
iors may underpin these disparities.22

Various factors played a pivotal role in shaping the selec-
tion of therapeutic strategies for pain management. Notably, 
individuals with higher educational attainment exhibited a 
decreased inclination toward conventional medical interven-
tions, including consultations with physicians, hospital-
based treatments, and seeking guidance from anesthesiologists 
or pain specialists. This trend might be attributed to the 
heightened awareness of self-medicating practices among 
individuals possessing advanced education.24

The distribution of therapeutics utilization among partici-
pants experiencing pain is depicted in Figure 2. Notably, 
acetaminophen emerged as the most prevalent choice, exhib-
iting the highest proportion among respondents. Following 
acetaminophen, other commonly adopted strategies encom-
pass physical therapy, engagement in physical activities, and 
the incorporation of herbal treatments. By contrast, the least 
frequently employed interventions comprised more special-
ized methods, such as TENS, psychotherapies, and anti-epi-
leptic medications. These findings underscore the prominence 
of accessible and familiar treatments like acetaminophen, 
physical therapy, and herbal remedies in the participants’ 
repertoire for pain management while also indicating a lower 
inclination toward more advanced interventions like TENS, 
psychotherapy, and anti-epileptic drugs.25,26

The data reveal noteworthy associations between certain 
factors and the choices participants made regarding pain 
management strategies. It is intriguing to note that the utili-
zation of anxiolytics correlated with the practice of self-med-
ication. This association might stem from the intricate nature 
of pain and its broader implications on daily life. It suggests 

that individuals grappling with symptoms beyond pain, such 
as anxiety, sleep disturbances, mood fluctuations, or a dimin-
ished sense of well-being, could potentially turn to self-med-
ication as a means to alleviate both their emotional distress 
and physical discomfort.27 Similarly, certain specific medi-
cations like acetaminophen and topical anesthetics demon-
strated a linkage to seeking medical consultation from 
physicians. This trend indicates a preference for expert inter-
vention when engaging with these medications, underscor-
ing the inclination toward professional guidance in managing 
pain in conjunction with these substances.28

The data also highlight the associations between certain 
medications and the increased probability of seeking comple-
mentary medicine for pain management. Participants who 
received herbs or narcotics for pain management showed a 
heightened likelihood of utilizing complementary approaches. 
This finding suggests that individuals who use herbal reme-
dies or narcotics might be more open to alternative or holistic 
interventions, seeking a multifaceted approach to pain relief.29

The study’s findings elucidate the associations between 
certain interventions and participants’ inclination to choose 
physical therapy for pain management. Specifically, receiv-
ing heat and cold therapy was significantly correlated with a 
higher probability of seeking physical therapy. Conversely, 
participants who reported using acetaminophen were less 
likely to opt for physical therapy. These results indicate 
probably that individuals who engage in active interventions 
like heat and cold therapy might be more receptive to physi-
cal therapy as a complementary treatment strategy. On the 
other hand, those who rely solely on medication might not 
perceive the need for physical therapy.

The associations between specific interventions and seek-
ing medical attention from anesthesiologists or pain special-
ists are also worth noting. Participants, who underwent 
surgical treatment, used topical anesthetics, consumed nar-
cotics, NSAIDs, or muscle relaxants were significantly more 
inclined to seek consultations with anesthesiologists for pain 
management. These findings suggest that individuals who 
undergo surgical procedures require specific medications 
might perceive a need for specialized pain management 
expertise beyond what primary care physicians can pro-
vide.30 The insights gained from these associations have 
practical implications for clinical practice. Healthcare pro-
viders need to be attuned to patients’ preferences and experi-
ences when recommending pain management approaches. 
Tailoring interventions based on factors such as age, gender, 
medical history, and medication usage can lead to more 
effective and patient-centered pain management strategies.31 
Communication between healthcare providers and patients is 
crucial to ensuring that individuals make informed choices 
about their pain management options.32

The study offers valuable insights into the subject under 
investigation. However, it is imperative to acknowledge and 
emphasize the inherent limitations of this research. The 
cross-sectional design, while informative, inherently 
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constrains the ability to establish causal relationships 
between variables. Future research endeavors employing 
longitudinal designs are essential to unravel the intricate 
dynamics and causal pathways underpinning various factors 
and pain management choices over time.

Moreover, delving deeper into the intricate web of cul-
tural and socioeconomic factors is imperative to gain a more 
comprehensive understanding of how these elements influ-
ence the general population’s approach to pain management. 
Cultural factors encompass a wide array of beliefs, tradi-
tions, and practices that can significantly shape individuals’ 
perceptions of pain and their strategies for coping with it. 
These might include cultural attitudes toward stoicism, 
expression of pain, and the use of alternative or traditional 
healing methods. Understanding these nuances could illumi-
nate why some communities might be more prone to under-
reporting or overlooking pain issues, while others are more 
proactive in seeking help or treatments.

Socioeconomic factors, on the other hand, play a crucial 
role in determining access to healthcare and the quality of 
available treatments. People from different socioeconomic 
backgrounds often face distinct challenges when it comes to 
pain management. For instance, individuals with higher income 
levels may have easier access to pain specialists, advanced 
treatments, and prescription medications. Conversely, those 
with limited financial resources might be forced to prioritize 
economic concerns over their pain, potentially leading to 
delayed or inadequate pain management.

Investigating these cultural and socioeconomic factors 
more thoroughly in future iterations of research can shed 
light on how they intersect and influence pain management 
decisions. By doing so, we can better tailor healthcare inter-
ventions and policies to address the specific needs of diverse 

populations, ultimately improving the overall approach to 
pain management across society.

It is also crucial to recognize that the study’s voluntary 
survey may have introduced selection bias, as respondents 
who volunteered to participate might differ from those who 
did not. While the findings provide valuable insights into the 
general population’s approach to pain in Palestine, they 
should be interpreted with the understanding that they may 
not be fully generalizable to all groups.

In light of these considerations, this study represents an 
initial step in understanding how the general population in 
Palestine approaches pain. The commitment is to address the 
limitations of this current research and expand the knowl-
edge in this area through future studies, as outlined above. 
This commitment reflects the dedication to advancing the 
field and contributing to evidence-based healthcare practices 
and policy development in the context of pain management.

Limitations

This study’s limitations include possible selection bias due to 
snowball sampling methods. Its cross-sectional design limits 
the establishment of causal relationships. The sample con-
sists of internet and social media users, potentially excluding 
others. Addressing these limitations in future research is 
essential for a more comprehensive understanding of pain 
management practices among diverse populations.

Conclusion

This study has provided valuable insights into the intricate 
interplay between sociodemographic characteristics, pain 
experiences, and the choices of therapeutic approaches for 
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pain management. The findings underscore the importance 
of tailoring pain management strategies to align with indi-
vidual characteristics such as age, marital status, education 
level, and gender-specific preferences. These findings high-
light the significance of considering these factors in the 
design of pain management interventions, aiming to enhance 
treatment outcomes and overall patient satisfaction. 
Moreover, the associations identified in this research offer a 
comprehensive perspective for healthcare providers to 
develop personalized pain management interventions. By 
recognizing the nuanced relationships between specific fac-
tors and preferred pain management strategies, healthcare 
professionals are better equipped to offer targeted and effec-
tive care. This knowledge empowers healthcare practitioners 
to optimize the patient experience and ensure that pain man-
agement strategies are aligned with individual needs and 
preferences, ultimately contributing to more patient-centered 
and successful outcomes.
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