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SUMMARY
Introduction:

Internationally, there is proof that there is obgalgesia in the accident and emergency
department. It was therefore imperative to find duthe nurses and doctors working in the
accident and emergency department at the KNH, wqrepped in the area of provision of
analgesia.

Objective:To establish knowledge, attitudes and practicenafigesic use amongst staff working
in accident and emergency department in Kenyatteohkl Hospital.

Setting: The research was carried out in Kenyatta Natior@dgital's accident and emergency
department.

Design: This was a cross-sectional descriptive analytisidy involving the use of an
anonymous questionnaire administered among mediedf working in Kenyatta National
Hospital's accident and emergency department. Thestgpnnaire was accompanied by a
consent form to be signed by the study participartte questionnaire was used to determine the
quality of pain management given to patients.

Methodology:

This study was carried out over a one month perixata was collected from the consenting
nurses and doctors with the use of a questionndipen completion, the questionnaires were
collected on the same day.

The information from the questionnaires was vaelifientered and analyzed using SPSS
(Statistical Package for Social Studies) version 17

Results:

This study revealed that the commonest analgesntagsed in the accident and emergency at
the KNH was NSAIDs (95.4%). The commonest usederéar administration of analgesics was
the IM route (78%) due to ease of administration.

There was a general reluctance of administratioropbids in the accident and emergency
department. In addition to this the opioids whickrevadministered were largely given by the IM
route rather than by the IV route. This demonstratpiophobia which is the prejudice against
the use of opioids.



It was identified that lack of guidelines on paimamagement was a hindrance to the provision of
effective pain management. In addition to this,nbeses and doctors conferred that introduction
of guidelines on pain management in the accidedtemergency department would improve
provision of analgesics for acute painful condision

Recommendations:

It was recommended that an objective pain ratinglesbe introduced in the accident and
emergency department for proper pain assessmesu. rRbular refresher courses on analgesic
use in the emergency department should be heldardguin addition to these, guidelines on
pain management should be formulated to improvevipian of effective analgesia in the
accident and emergency department.
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1.0 INTRODUCTION

Pain is defined by the International Associationtfte Study of Pain (IASP) as ‘an unpleasant
sensory and emotional experience associated witlalagr potential tissue damage or described
in terms of such damade.

Pain has objective, physiological sensory aspedswell as subjective, emotional and
psychological components

The term ‘nociception’ is used only to describe tieural response to traumatic or noxious
stimuli. Pain is a distressing sensory and emotional expegiassociated to a real or potential
tissue injury and described according to such damag

Pain is the most common presenting complaint antadhgsmajority of the patients seen at any
accident and emergency department.

In every specialty of medicine, the commonestgméag complaint will be pain.
For example:

« Internal Medicine: Acute and chronic Chest infegtip upper respiratory infections,
myocardial infarction etc.

» Paediatrics: Acute chest infections, upper resmiyatinfections, sickle cell crises,
meningitis etc.

» Surgical: Acute abdomen for example, appendidmitestinal obstruction, cholecystitis,
others are burns victims, head injury, obstructeahia etc.

» Obstetrics and gynaecology: ectopic pregnancieaiav cysts, incomplete or threatened
abortions, menorrhagia etc.

« Orthopaedics: fractures of long bones-femur, tifikayla, Rib fractures, joint dislocation,
osteoarthritis and many others.

» Dental: Gingivitis, tumours.

Pain varies extensively in descriptive quality (agh burning, stinging, tearing, sharp or dull),
intensity (weak or strong), duration and frequericy

Patients with pain tend to self medicate in a bi@toid going to hospital. When this fails, then
they seek medical attention.
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Kenyatta National Hospital receives all the abaf@ementioned conditions and many more
and the numbers can be overwhelming. This in tueams that the intensity of pain of a
particular patient is not monitored and he or slag mot get fully relieved of the pain.

Secondly, the number of medical personnel-Doctodsraurses are not sufficient to cater for the
large numbers of patients being received constantlige accident and emergency department.

Thirdly, the drugs available at the accident an@mgancy department may not be the best or the
most ideal therefore narrowing the choice of drug.

This study assessed the knowledge, attitude anctiggaof the medical personnel in the
department. It took into consideration the pharn@gioal classification of the different types of
analgesics, dosages, frequency, route of admingtradetermination of pain intensity, who
should prescribe the analgesia and at what intshalld it be reassessed.

The analgesics commonly used in the accident amtigancy department are
* Non steroidal anti inflammatory drugs

* Opioids
* Non-opioid analgesic agents
e Tramadol

12



2.0 LITERATURE REVIEW

Durchame; Gabez and Puntillo; in 2 different stsdicited pain as the primary issue of more
than 70% of patients presenting at the accidentesmergency department, hence it is the most
prevalent reason for attendarf¢.

A different study in 1999, sought to reveal theyadence of pain in the emergency department
and they demonstrated the undertreatment of paihignsetting. They reported that 78% of
people who presented to the emergency departmdmidia’®

Many studies have documented that pain in the esnergdepartment setting can be under
appreciated by the medical personnel, hence oftelerutreated. The reasons given as to why
pain is commonly under recognized, under treatetude difficulty in assessing severity, and
the fact the patient may have difficulty in desiripthe pain especially if he or she is a chfld.

Anne-Maree also documented that the medical peedoah the accident and emergency
department had inadequate knowledge of analgesiarndtology, inadequate doses,
inappropriate routes of administration and poocpsses for provision of analgestés.

It has also been shown by that only 60% of thedepts requested for or were actually given
pain relief. This shows that there are significhatriers to comprehensive pain management in
pain relief*®

SIGNIFICANCE AND MAGNITUDE OF THE PROBLEM

Many people present in the ED for treatment anah @dlieviation. The medical and nursing
professions are facing accountability for effedigvenanaging pain in the emergency patient
population. The Joint Commission for the Accrediatof Healthcare Organizations (JCAHO),
the agency responsible for accrediting hospitatslealthcare facilities across the United States,
has identified pain management as a top prioriBAHO, 1999) 1

One of the primary goals of emergency medicinehes grompt, effective alleviation of pain.
Relief of pain is increasingly being viewed as aib&auman right, and thus an ethical as well as
a clinical concern for health professionHl®espite this, international research shows paimeto
inadequately managed within the acute setting.

Medical personnel in the accident and emergencyarti®ent do not adequately provide
analgesia to their patients; do not meet patieaxpectations in treating their pain and struggle to
13



change their practice regarding analgésiaherefore it is important that the medical perssnn
in this department aggressively treat the pain.

Early analgesia for patients with pain can be piesliby nurses at triadeA nurse is the first
person that a patient presenting to an accidenear@gency will encounter. His or her role is to
perform a primary assessment and allocate a trsagee depending on the severity of the
patient’s conditiorf.

Garbez and Puntillo recommended that documentatiandards to include the use of a pain
scale appropriate to the patient population served.

The primary goal should be to identify and accuyatssess pain and then manage it effectively
and efficiently by responding to the individual deef each patierit.

The tools that can be used are illustrated:( sperapix 1).

The visual analogue scale (VAS) pain score is tbetroommonly used tool to assess pain and it
is also sensitivé® Studies have concluded that a patient with a VASes of 7 or more should
receive analgesia’

A study evaluating the perception of pain in theesgency department showed that both
physicians and nurses gave statistically signitickower pain scores than the patient’s
themselves. In addition, no pain scale assessmemesemployed when reviewing the patiefits.

These scales can be used to follow-up on the patipain score while still at the accident and
emergency department according to a study by Mifigs helps to ensure that the patient’s pain
is well managed and controlléy.

Unrelieved pain is associated with a variety ofeptilly negative physiological outcomes
including increased sympathetic outflow, periphevakcular resistance, myocardial oxygen
consumption, carbon dioxide production, hypercoalgility, reduced immunity and subsequent
development of chronic paffi.

Studies have shown that 56%-60% of patients withtedg painful medical and surgical
conditions received no analgesia while in the amuidand emergency departm&hB2% of
patients receiving analgesia had a less than optios®™

A study done in 1999 evaluated pain managementipeacof 305 nurses of the Emergency
Nurses Association in lllinois, using a 52-item hswairvey. The nurses documented that deficits
in knowledge of analgesic pharmacology and lackuoderstanding of the terms addiction,
tolerance, and dependence were barriers to treatofepain. Additional barriers included
inadequate pain assessment practices and inakalitgdminister pain medication prior to
physician evaluatiorf?
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Several reasons have been documented as the cdysas management of painful conditions
in the accident and emergency department. Thesaliic

e Failure to acknowledge pain

* Failure to assess initial pain

* Failure to have pain management guidelines in épadment
« Failure to document pain and to assess treatmeguady**

Literature recognizes that due to the subjectiteneaof pain, healthcare professionals’ attitudes
and beliefs contribute to undertreatment. This Bagpwvhen clinicians make pain management
decisions on their own belief and do not accepep#s self reporting as the gold standard.

Nash and group (1999) used focus-based interviets 19 participants to their administration
of analgesia particularly opiates. The study resgah range of erroneous beliefs: Smaller
patients needed less analgesia and that termifigigtients should have more analgesia.

Gender has been shown to influence analgesia dglarel interpretation of pain by healthcare
providers.

A study done in 2002 examined the effects of paimen and women and concluded that men
had higher tolerance to padin.

A survey was done to determine whether nurses titaihgre was a disparity in pain response
between men and women. The findings indicatedrnibheges perceive that men experience more
distress from pain, but are more likely to undeorgpain. They expressed concern that nurses
may unintentionally withhold analgesia based ordgeiias**

In 2004 a study by Chong and group, found out tlatale patients described more pain and
were perceived to have more pain male patientsy als® received stronger and higher dosages
of analgesia than male patiefits.

MUSCULOSKELETAL AND TRAUMA PAIN

Acute musculoskeletal pain encompasses a broadargit®f pain syndromes, including soft
tissue injury, back pain, and extremity fracturédthough traumas occur frequently, little
attention has been given to the traumatized viatiterms of pain manageme#t.

The major objectives in trauma patient care aremntprove tissue perfusion, minimize cell
damage and anoxia-associated physiological albestto manage hemorrhages, and to keep the
patient’s life signs and neck stale.
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Puntillo and colleagues found clinically signifitadifferences between nurses’ and patients’
pain rating scores, documenting that ED nursesnestimated the pain intensity of patients with
musculoskeletal pain 95% of the tinle.

A study by Tanabe and colleagues showed that 70%« gfatients receiving an intervention in
triage for acute musculoskeletal pain did not elgmee a clinically significant reduction in pain.
This reflected that patients did not get adequate pelief from the medical personnel at the
accident and emergency departméht.

A lack of perception or acknowledgement by the Edf of the patient’s pain experience is one
of the primary reasons pain management and suifigiain relief are lacking in the ED setting.
Initial patient evaluation is done quickly to assdar life-threatening injury or illness; then,

further information is gathered and assessed amwptd what the physician or nurse wants to
know. Patients presenting with signs consistenh witute musculoskeletal pain are typically
placed in a lower triage category, placing themisktfor extended waits for pain relif.

Effective pain management begins when both theematand the healthcare provider
acknowledge that pain exists and continues undilgérception of satisfactory treatment by the
patient. Nonpharmacologic interventions, such dmtspg, rest, ice, and elevation, can be
effective by augmenting acute pain managementjthatthe pharmacologic interventions that
are the major focus of musculoskeletal pain managein the ED®°

The mechanism of pain for acute musculoskeletalrynjends itself to the use of an anti-
inflammatory medication. Acute pain is mediated tie periphery by the release of pro-
inflammatory prostaglandins, and NSAIDs inhibit theduction and release of prostaglandin
synthetase. When compared to opioid analgesicaciaie musculoskeletal pain, NSAIDS do not
cause respiratory depression, are minimally segaéind have no abuse potential. A significant
disadvantage to use of NSAIDs for acute pain mamage is their ceiling effect, that is, there is
a dose beyond which no further analgesic effedtheilobtained:®

A study done evaluating injuries suffered by skatevealed that fractures were associated with
receiving analgesics; most physicians find it lagji@nd reasonable to address pain from
obviously painful sources. Less clear is why natfure musculoskeletal injuries are not
approached with a similar mentalft.

Musculoskeletal and trauma pain can be managedtiet#é/ by use of peripheral nerve blocks.
They are an effective but often underused methodnafigesia with few side effects. Nerve
blocks do not share the systemic risks of parehtesdications. This can be done in a well
equipped Accident and Emergency departnfént.

Blavais et al however acknowledged that regionakckd have traditionally been performed
blindly and require specialized equipment sucheasestimulators that are typically not found
in the emergency department. With this limitatiomsindoctors in the emergency department
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historically have not performed regional nerve kkbdut with the development of ultrasound
guidance, the technique has gained popul&tity.

Liebermann, Price et al reported that patientsueatly presented to the Emergency department
with hand pain due to fractures, dislocations, buand infections. Others also present with
femoral fractures. These patients require painfat@dures such as suturing and debridement.
Of note, these patients are frequently unfastednaigtit have other associated injurfés*

Blavais et al acknowledged that procedural sedatffers patient comfort and muscle
relaxation to facilitate shoulder reduction, butswassociated with risks such as hypotension,
aspiration and respiratory depression. In additoothis, such patients may require preprocedural
fasting, continuous haemodynamic monitoring, obaston during the post procedural recovery
and this results in prolonged stay in the emergelepartment®®

Bhoi and group concluded that provision of a pegiph nerve block is a safe alternative that
utilizes minimal amounts of local anaesthesia aoésdnot necessarily require haemodynamic
monitoring or prolonged post procedure observatfon.

Blavais and colleagues in 2006 described 4 casesuotessful shoulder anaesthesia and
dislocation reduction performed following ultrasdurguided interscalene brachial plexus
block®

Liebermann et al in a different study performedadbund guided forearm nerve blocks on 11
patients. None of the patients required rescuegasgl or anaesthesia during the subsequent
procedure$®

CANCER PAIN

The WHO has designed a stepwise pain ladder witiobld be employed by medical personnel
especially in the accident and emergency departnitestratifies different levels of pain and the
appropriate analgesic to be administered.

WHO through these guidelines can help to promotmaadte availability of opioids and other
essential analgesics. Often the allowed dosagespadids in policy guidelines from the
governments do not consider the patient’s pairustand the effectiveness of the treatment.
Authoritative, clear and concise evidence-basedlejues from WHO could have a major
impact on the correct use of these drugs. Thedebeilvery much welcomed by the medical
communities, as well as regulatory authoritieslimauntries 22

ACUTE ABDOMINAL PAIN

Acute abdominal pain is a symptom of many condgjoanging from benign
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to life-threatening. Establishing the cause of abial pain and formulating a
definitive diagnosis can be difficult. Assessmeite involves diagnostic imaging
investigations and consecutive examinations by rtiaae one cliniciaf?

Internationally, surveys in adult and paediatriceegency care settings have found that
emergency physicians and surgeons commonly prefeithhold analgesia for acute abdominal
pain, even when they do not believe that opiateicaéidn changes important examination
findings *°

Currently, surgical literature emphasize that uaweld pain can have profound psychological
effects on the patients and is associated witheas®d stress and makes the patient
uncooperative during physical examinatfon.

Audits of emergency care practice have found thas Ithan one third of adult or paediatric
patients with acute abdominal pain received opiordany
analgesic medicatior”

Where analgesia is given, it may not be adequateravide relief from pain. One study in
paediatric emergency care found that the analgesics administered at sub-therapeutic doses
in 14% of patients®

Another study found use of opioid analgesia forladwith acute abdominal pain more than
doubled from 23 per cent in 1998 to 53 per cerdA3, along with a dramatic increase in pain
score documentation, following intensive campaigbsut the importance of managing pain
symptoms™

PAIN THE PAEDIATRIC AGE GROUP

Pain is commonly under-recognised, under-treatedl tagatment may be delayed. Reasons
include difficulty in assessing severity, the chitthy not appear distressed or have difficulty
describing / admitting to paif®

Drug choice and dosage may also cause problemdugamiliarity.®

Recognition and alleviation of pain should be apty when treating ill and injured children.
This process should start at the triage, be madtaiuring their time in A&E and finish with
ensuring adequate analgesia at, and if approptiey@nd discharg®.

Boyd et al found out that the use of a nurse it@tdaoral analgesia protocol for treatment of
children with mild to moderate injury can signifitly increase analgesia provision rates and
decrease time to provision of analgesia. This isoimparison with physician oriented analgesia.
36

In treating pain, attention should be paid to tHeeofactors distressing the child such as fear of
the unfamiliar environment and people, parentairess, people in uniforms, needle avoidance,

18



fear of injury severity etc. Razzaq suggested thdtren should be placed in a separate room
where there are colourful walls with pictures amgst®’

Petrack et al described that through the yeargthad been an assumption amongst health care
providers that children, especially infants may erperience pain with the same intensity as
adults.®

Historically children have received relatively peo pain control than the adult population.
Reasons behind this oligoanalgesia for acute paiohildren is unclear but almost certainly
includes staff inexperience in paediatric pain prigsion, fear of causing drug side effects or
dependence and lack of proper pain assessmentaseBoyd and Stuartf.

A study in South Africa showed that children witloderate to severe pain received analgesics
significantly more often than children with lesgeinse pain. They also found out that some
providers were hesitant to use narcotic analgesesause of their associated addiction or
respiratory depressioti.

Petrack, Christopher and Kriwinsky emphasized thaalgesic use in children remains
significantly less than in adults. They also foundt that discharge analgesia was also
inadequaté&®

The above references prove that there is inadecuhtenistration of analgesia in the accident
and emergency departments.

Studies have shown that nurse-initiated provisibramalgesia in the accident and emergency
department has greatly reduced the time that thems have to wait to receive pain relief. This
is because previously patients had to wait to lended to by the doctor before they could
receive any form of pain medication. This howevas heen done under very strict protocbls.

A study by Kelly, Brumby and Barnes showed that,that setting, nurse-initiated opioid
analgesia reduced time to first analgesic doseppyoximately 25 minute®

A Study done by Reichl and Bodiwala used 7 commygpothetical situations to evaluate pain

management by accident and emergency Senior Hofieer®. They concluded that analgesia

management by these doctors was inadequate. Theysaygested the need for more detailed
teaching on pain management, analgesia orientegctioth courses and the adoption of an
appropriate analgesia policy in accident and enmengdepartment$?

A study by Sandhu and Driscoll on knowledge of SH®srovision of optimal analgesia
showed that SHOs lacked confidence in using stamgids in adults and children. Also that a
few doctors would titrate the analgesic againstpghient’s response and that the majority were
reluctant to use the intravenous route in the gidér

19



3.0 STUDY JUSTIFICATION

Pain management continues to be a challenge anmeaithbare providers and lay people alike.
Pain management especially in the accident andganey department should have a protocol or
standards which can be followed so as to offer gmé to the patient. This also in turn allays
the patient’s anxiety as well as that of those agqzanying him/her.

The accident and emergency department is key m mpanagement as this is the patient’s first
contact with a medical professional, on arrivahat hospital.

In addition to acute pain, chronic pain is als@ason as to why patients seek medical attention.
Chronic pain is disturbing to the patient and ih caarkedly reduce the productivity of the
patient. It therefore has to be assessed and pnogeaigement administered.

A nurse is the first person that a patient presgntd the accident and emergency department
will encounter °® His or her role is to perform a primary assesdraed allocate a triage score
depending on the severity of the patient’s conditibhe medical personnel should acknowledge
the patient's pain® The assessment that then follows should be incatgd into routine
observation as thé"vital sign after temperature, respiration, heate rblood pressure.

Kenyatta National Hospital is the largest hospitalKenya. Secondly it receives the largest
number of referrals from all over the country amydnd. In turn this means that the number of
patients is high, with a majority of them presegtwith pain. Therefore it is important that pain

management be at its best.

This study has not been done in our set up befaece we do not have local data to help our
medical institutions to form protocols or guidebreround this subject.
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4.0 GOALS AND OBJECTIVES

To promote and improve the standards of pain managein the accident and emergency
department of Kenyatta National Hospital.

RESEARCH METHODOLOGY

A cross-sectional descriptive analytical study imirgg the use of an anonymous questionnaire
administered among the nurses and doctors workirtge accident and emergency department
of Kenyatta National Hospital.

RESEARCH QUESTION

Is there a low level of knowledge, attitude andcpca of analgesic use amongst nurses and
doctors in the accident and emergency departmeadényatta National Hospital?

STUDY OBJECTIVE

To explore the knowledge, attitudes and practicanaiigesic use amongst staff in KNH accident
and emergency department.

SPECIFIC OBJECTIVES

* To determine the knowledge of analgesics amongdi Ktdff in accident and emergency
department.

* To determine the pharmacological agents used iragenent of pain and the routes of
administration.

* To identify the challenges faced by the staffhie ficcident and emergency department
that hinder effective pain management.

* To determine the tools used to assess pain incitident and emergency department.

21



5.0 MATERIALS AND METHODS

5.1 STUDY DESIGN

This was a cross-sectional descriptive study orkttoevledge, attitude and practice of analgesic
use amongst doctors and nurses in Kenyatta Natiblospital Accident and Emergency
Department. It involved the administration of qustaires to the doctors and nurses working in
the Accident and Emergency department.

STUDY SITE

Kenyatta National Hospital- Accident and Emergebgpartment. The medical personnel who
covered the department were doctors and nursese Mere of different cadres of doctors-
mostly medical officers and registrars from difigrenedical and surgical disciplines.

Majority of the nurses were Accident and Emergemained nurses.

STUDY POPULATION

Target population was all the doctors and nurses wbrk at the Kenyatta National Hospital,
Accident and Emergency Department.

INCLUSION CRITERIA

All doctors and nurses working in KNH accident amdergency department, who gave consent.

EXCLUSION CRITERIA

* Doctors and nurses working in KNH accident and gmecy who did not consent to
participate in the study.

* Doctors and nurses who were not available and weteavithin reach during the study
period.

» Doctors and nurses working in the accident and gem&ry department on a temporary
basis.
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SAMPLING AND SAMPLE SIZE

Sample size was determined using the following tdam

N=22, P(1-P)
D2
Where:

v" N is the sample size

v' Zis the standard normal deviation at the requi@tfidence level (1.96)

v' P is the proportion in the target population esteédao have the characteristics being
measured. From a study done in 1996, Goodacre addrRshowed that introduction of
pain protocols in the accident and emergency deyasntt reduced the percentage of
patients with unsatisfactory analgesia from 91%-69%

v' D s the level of significance set as 6%

N= (1.96Y x0.91x0.09

(0.067

N=126

MATERIALS, METHODS, DATA COLLECTION AND STORAGE

The data was obtained from completed questionndappendix 4) which were filled by the
participants working in the accident and emergeatepartment after obtaining informed consent.

All questionnaires were administered by the priatipvestigator then the information in the
data forms was verified thereafter for completeness

The participant was requested to submit the quasdioe back to the investigator on the same
day. The data was then recorded electronicallylyaed and presented in both graphical and text
formats.
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DATA MANAGEMENT

The data was stored in an SPSS database.
Data quality was ensured by conducting consistamciyrange checks by the study’s statistician.

In order to maintain confidentiality of the respents, they were not required to enter their
names onto the questionnaires.

DATA ANALYSIS

Demographic Data

The demographic data of the study participants prasented in graphical form. These data
included age, gender and professional cadre amibregso

Data on Knowledqge, Attitude and Practice

The various aspects of pain management were pees@mtform of tables, bar graphs and pie
charts. SPSS version 17 software was used in tigsas

DATA DISSEMINATION

The study provided data on the management of pdine Accident and Emergency department.
The results shall be disseminated to fellow collesg Kenyatta National Hospital/ University of
Nairobi and Ethics and Research Committee; withinitention of creating awareness about pain
management.

ETHICAL CONSIDERATIONS

The nature of the study was explained to all théi@pants.

The study was undertaken after informed consentolvtsned from the respondent.

The study did not cause harm to the respondents.

Confidentiality was maintained at all stages.

The study was undertaken after approval from tHacEtCommittee of the Kenyatta
National Hospital/University of Nairobi.

6. Results of the study will be availed to the Ethidsmmittee of the Kenyatta National
Hospital and College of Health Sciences, UniversitiNairobi.

a ks ownhE
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RESULTS

Part one

Demography

Gender Distribution of the Respondents

Out of the 150 questionnaires distributed to murged doctors working in the accident and
emergency department, 130 were duly completed ahdned. There were more males than
females with a male:female ratio of 1.6:1

Fig. 1

Sex Distribution

Age distribution

Figure 2 illustrates the age distribution of thep@ndents. 45.4% were within the 35-44 age
group and 8.5% in the oldest.

Fig. 2
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The respondents comprised of nurses and doctogard-i3 illustrates the cadres of the
respondents sampled.
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Qualification of nurses

Figure 4 illustrates the qualification of nursespéed. Majority of them were diploma holders
(88 %).

Fig. 4
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Qualification of Nurses

M Certificate mDiploma m Degree

The table below shows the number of years thanthees have worked in the accident and
emergency department. The average is 14 years.

Table 1

Mean (Years) 14.0
Median 13
Minimum 5
Maximum 30

Qualifications of doctors

The accident and emergency department was covereaoth Medical Officers and Senior
House Officers. This is illustrated in Fig 5-Senkdouse Officers were the majority represented
by 73%.

Fig. 5
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Distribution of Specialties

The senior house officers attend to patients enatcident and emergency department of
Kenyatta National Hospital. These senior housecefi belonged to different specialties. The
specialties are illustrated by the graph below.

Fig. 6
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Number of years worked in the accident and emergdapartment.

Figure 7 below shows the number of years that #spandents sampled had worked in the
accident and emergency department. Majority hakegbfor less than 5 years corresponding to

63.8%.
Fig.7

Percentage

Part 2

Commonly available analgesics.

The most commonly available analgesics in the aotidnd emergency department were from
the NSAID group. These were followed by pethidined aramadol respectively. This is

illustrated in the graph (fig. 8) below.

Fig. 8
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Who normally prescribes analgesics?

On prescription of analgesia in the accident andrgancy department, both doctors and nurses
do prescribe analgesics. From the graph, the dog@mscribed the analgesics more than the
nurses in the department.

Fig.9

Repeat of analgesics after sometime.

39.2% of the respondents indicated that they woegdat the analgesic after sometime. 31.5 %
however would or would not repeat the analgesia. (E0)
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Fig.10

Repeat of Analgeisc After Sometime

Choice of analgesics administered.

As shown in the graph, the choice of analgesicseni@pd largely on the drug which was
available at the accident and emergency departatethie given time. This was represented by

73%. Fear of adverse effects is represented by 1®8aning it was not an important
consideration when choosing analgesics.( Fig 11)

Fig. 11
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Factors Determining Analgesics Prescribed

Commonest route of administration

The respondents indicated that the commonest riutglministration was the intramuscular
route(78%) and they attributed this to ease of adstmation (51.4%). The least common route of
administration was the oral route which is représeiby 8% of the respondents.
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Fig. 12

Why the choice of analgesic?

Majority of the respondents gave the readachoice of analgesic as Ease of administration.
This made up 51.4%.

Fig.13
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Part 3

RESPONDENTS’ ATTITUDE ON GUIDELINES

78.9% of the respondents indicated that they styomgyeed that guidelines would improve pain
management in the department.
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Fig. 14

Majority of the respondents strongly agreed thaytwould benefit from regular courses on pain
management as indicated by the 73.4% of the regmsid

Fig. 15
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Part four:

CLINICAL SCENARIOS ON THE KNOWLEDGE AND PRACTICE O F ANALGESIC
USE IN ACCIDENT AND EMERGENCY DEPARTMENT.
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Common clinical scenarios were included in the tjaeeaire to gauge the knowledge and

practice of analgesic use in the accident and eznesgdepartment.

Table 2 Choice of analgesia for all scenarios (%)

Drugs 1 2 3 4 5 6 7
Strong opioid 3.8 2.3 3.8 6.2 84.5 22.3 10.8
NSAIDs 51.5 53.1 73.1 12.3 - - 53.9
Acetaminophen 1.5 7.7 6.2 3.8 - 354 10.8
Mod. Opioid 30.8 23.1 9.2 26.2 - 22.3 24.6
Weak opioid 12.3 13.8 7.7 13.8 3.1 20 -
Antispasmodics - - - 37.7 - - -
Aspirin - - 11.5 -

Fig. 16
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The figure below shows the common routes of analgeiministration for each of the scenarios.
The commonest route of analgesic administratiorviés the intramuscular route in all the

scenarios. This is further demonstrated by thelglkagbow.

Fig. 17
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Part Five

Challenges Faced in provision of effective pain aggment

Majority of the respondents identified the majoralbdnge that hinders effective pain
management as lack of proper pain management quedeb5.5%. 29.8% indicated that the low
number of staff was a challenge.

Fig. 18
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Q2. Tools used to assess pain.

The respondents were asked on the tools they uste iaccident and emergency department to
assess pain. Majority of the respondents indicatdidferent tools: the visual analogue scale and
the verbal rating scale-each getting 62.9%. Thearigal rating scale which is used widely in
studies, however, got a low percentage of 8.6%

.Fig. 19
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Improvement on effective pain management

Majority of the respondents would like guidelings effective pain management introduced in
the accident and emergency department. This igvieldl by provision of drugs.

Fig 20 Measures to improve pain management:
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DISCUSSION

The aim of the study was to explore the use of gasits in the accident and emergency
department at the Kenyatta National Hospital. Is\&bso to determine if there was a low level of
knowledge, attitude and practice of analgesic ndbe department. This is because, worldwide,
pain is undertreated and more so in the accidedteamergency departments. This study has
highlighted the challenges faced by the nursesdmutiors in the department when it comes to
provision of pain relief.

Pain management should start from the accidenteamergency department as this is the first
contact the patient has with a healthcare provither.nurses and doctors who work in this

department are of different cadres and have héerdift experiences. As depicted from the data,
the respondents were of different age groups amdwwaked in the accident and emergency
department for varied numbers of years. This isorgmt to note as experience helps to create
confidence in management of different ailments thase respondents come across.

Majority of the doctors who attended to patientshie accident and emergency department were
Senior House Officers, doctors who were trainingbt® consultants in various specialties.
Consultants rarely attend to patients in the actidead emergency department but they can be
consulted. Emergency physicians should be availablthe KNH accident and emergency
department to attend to the queries raised byuhm®i doctors and to address issues on pain
managent and other emergencies.

The patients’ pain should be assessed. Assessingainodepends on the patient’s description of
the pain but a more objective rather than subjectool should be used. The hospital should
equip the nurses and doctors with tools to assa$sexord pain. This should be done at triage
and pain relief should be administered from th#ris. documented that good pain assessment is
essential for good pain management but studies aongpclinician assessment with patient’s
actual pain ratings frequently confirm that climies underestimate levels of pain, and hence
prescribe mild analgesics for patients.

With proper assessment and follow up of the patighile at the accident and emergency

department, the nurses can reassess the patiemteaitte whether or not he/she needs another
dose of the same analgesic or a different one. ooy to this study both nurses and doctors

can prescribe analgesics which helps to reducéirtteethe patient may have to wait to get the

anlagesic. This also helps to reduce the pati@mtgety. It has been proven that nurse-initiated

opioid analgesia reduces time to the patient ra@ogithe first analgesic dose. In the same study,
there were no reports of serious side effécts.

The most commonly available analgesic in the actidend emergency department was

NSAIDs, followed by pethidine. Amongst the factatestermining the analgesics prescribed,
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availability and condition causing pain got theHhagt responses. Fear of adverse effects got the
least response. In the WHO pain ladder, NSAIDSan&ed as the analgesics of choice for mild
pain together with paracetamol. For patients witbderate to severe pain, the analgesic of
choice should be a strong opioid.

These clinical scenarios are examples of commuaria who are seen daily at the accident and
emergency department of the Kenyatta National HakpViajority of these scenarios involved
fractures and other common accidents seen e.gsBurn

In these scenarios the patients were in moderaeviere pain, in need of analgesia. In our set up
majority of the respondents would administer NSANd& the intramuscular route. According to
the WHO Analgesic ladder, this is in the categdrgimple analgesics and is recommended for
mild pain.

Similar scenarios were used in a study in 1998Sapndhu et al., where majority of the
respondents recommended strong opioids as theechbianalgesic-70.4%. The main routes of
administration were intravenous (43.2%) and intracaiar (30.8%). The commonest choice of
analgesic was NSAIDs (51.5%-73.1%). The commonester of administration was the
intramuscular route. This indicates a low levelkabwledge amongst the nurses and doctors
working in the accident and emergency departmeKeofyatta National Hospital?

This is also reflected in the clinical scenariosevdiby majority of the respondents would
administer NSAIDs as opposed to the opioids. Thyses of responses indicate the nurses and
doctors were reluctant to administer opioids.

For the ones who would administer opioids the eoot administration was intramuscular.
Studies have shown that intravenous analgesia perigm for reasons of speed of onset,
reliability of uptake and the ability to titrate sks to responses.

This also illustrates opiophobia. The prejudice imgfathe use and prescription of opioid
analgesics. Consequently patients either do naivecproper analgesics or receive them in
inadequate dosagés.

It has been documented that patients who are treatth intramuscular analgesics in the
accident and emergency department continue to @mpf severe pain more than 30 minutes
after initial treatment and require futher doseamdlgesics"?

However, the myocardial infarction scenario hadrappate responses but again majority of the
respondents would administer the opioid via theamuscular route. In the British study by
Sandhu, the myocardial infarction scenario hadoiet responses for both the prescribing of an
approriate analgesic drug and the choice of alseitaute®?
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This further indicates that the barriers that prdel accident and emergency nurses and doctors
from proper pain management include age bias, qeate knowledge and formal training in
acute pain management and opiophdbia.

The other challenge comes in pain management idrehi In the clinical scenario given of a
child with 20% burns,the majority of respondentsd shey would administer acetaminophen
rectally as the first form of pain relief.(35.4%)he ideal drug would be a strong opioid, given
IV and titrated to effect'?

It has been documented that nurses and doctorgastieate children’s pain and this makes
them to be often undertreated. Psychologicalegjras involving the parents such as cuddles, a
child friendly environment and explanation withssarance all help to build trust. Together with
non pharmacological adjuncts such as limb immadtilim and dressing for burns. It has also
been recommended that concsious sedation shoulddaewhen perfrming procedures on these
children e.g. use of Ketamirté.

From the study, the respondents identified that dradlenge they faced in the department was
lack of proper guidelines to effectively managenpai

Ducharme indicated that in an effort to achieve pairi free” accident and emergency
department, one of the options would be to modifyical practice with the implementation of
clinical practice guidelines. These are meant tbimaidecision-making with respect to patient
evaluation and care.

Pain management protocols have been shown to Ipduh&l reducing undertreatment in the
accident and emergency department.Introductionuidedines can stipulate that patients with
pain in the accident and emergency department dhoellassessed and accurate pain scores
recorded.

With proper guidelines, and depending on the paores the appropriate analgesic at the
appropriate dose would be administered. With tlesdp done at the triage station, the nurses
would be the ones to prescribe and administer tlaégasic. A nurse-initiated opioid analgesic
protocol has been shown to reduce delays to omoiagesia for patients requiring opioid
analgesia’® From this study, 78.9% of the respondents stroagheed that guidelines would
improve pain management in the department. 73.496woed that regular refresher courses on
pain management would be useful.

The survey focussed on the care givers’ perspediveé not on the patients themselves.
Therefore, conclusions cannot be drawn regardifigcgieness of pain management on the
patients attended to at the accident and emergdegrtment at the KNH. Further studies can
be conducted whereby a trial protocol can be impleied. This would give opportunities for

other studies to be conducted which would be pateented.
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CONCLUSION

42

 The survey exposed the inadequate knowledge ofgesial use and effectivie pain
management in the accident and emergency departatettie KNH. This in turn
translates to ineffective pain management to thiema attended to in the department.

* The survey also identified the commonest analggsicip used in the management of
pain in the accident and emergency departmeneakiMH. This was the NSAIDs group
which is good for mild pain and is inadequate farderate to severe pain.

* The respondents felt that the introduction of paemagement guidelines would improve
the management of pain in the department. The nelgds were aware that pain
assessment scales were useful in the manangempainobut these were unavailable in
the department.

* Frequent refresher courses on effective pain manegein the accident and emergency
department at the KNH would greatly help the nuies doctors to offer adequate and
appropriate anlagesia to the patients they attend t

* The visual analogue scale and verbal rating scale the commonest tools used to rate
pain. These should be used objectively to adequatelnage pain in the accident and
emeergency department.

Pain management in the accident and emergencytdepd in any hospital remains an
important component of emergency medicine.



LIMITATIONS

This study was only carried out in Kenyatta Natiodaspital, and therefore only incorporated
the knowledge, attitude and practice of a few Ilheadtre providers in comparison to the other
health facilities nationwide.

RECOMMENDATIONS

» Pain rating scales should be introduced as an tgetool of assessement of pain in the
accident and emergency department of Kenyatta haltidospital.

» Regular refresher courses on analgesics and theisliould be given to the nurses and
doctors of the accident and emergency department.

» Introduction of procedural local anaesthesia casas the management of acute pain in
the accident and emergency department at the KNH.

* With more data and more research papers, guidetinesld be formulated to enable the
doctors and nurses working in the accident and gemey department to provide
effective analgesia.

* Alocal study to find out the incidence of paintire accident and emergency department
should be done.
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APPENDIX 1

VISUAL ANALOGUE SCALE *®
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APPENDIX 2

Figure 1. WHO Analgesic Ladder
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APPENDIX 3

INFORMED CONSENT FORM

KNOWLEDGE, ATTITUDE AND PRACTICE OF ANALGESIC USE | N THE
ACCIDENT AND EMERGENCY DEPARTMENT IN KENYATTA NATIO NAL
HOSPITAL.

This Informed Consent Form is for medical personwiab work in the Accident and Emergency
Department at the Kenyatta National Hospital. “aoe hereby invited to participate in the above

mentioned study
PART [: Information Sheet
Introduction

| am Dr. Christine M. Gathiri, a third year resitlen the MMed Anaesthesia program. | am
conducting a survey on the knowledge, attitude @adtice of analgesic use in the Accident and
Emergency Department at the Kenyatta National Haks part of my post-graduate program
requirements. | will strive to answer any queriesttmay arise before and during the course of

the intended study.
Purpose of the research

The objective of this survey is to assess the kadge of analgesics used in the Accident and
Emergency Department in Kenyatta National Hospf{Taitical Care Unit. It will further aid in
highlighting the challenges faced in trying to irope the care offered to patients who present

with pain at the department.
Research Intervention

This research will not involve any interventions

Participant selection
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You were selected to join the study using the combee sampling of all the nurses and doctors

working in the accident and emergency departmekKieoiyatta National Hospital.

Voluntary Participation

Your participation in this research is entirelywatary. You are free to withdraw from the study.
Duration

The research is intended to take place betweerukgb2012 and March 2012. During that time

guestionnaires will be distributed to all selegbediticipants and submitted back on the same day.
Risks

By participating in this research you will not bgesed to any risk.

Benefits

The benefits from the study are mainly towards mnprg the care offered to patients presenting

with pain, in the best manner, using the resouatésnd.
Confidentiality

The information that | collect from this researchojpct will be kept confidential. Any
information about you will have your initials to wh a serial number will be assigned instead of

your name.

Who to Contact

If you have any questions you may ask them novater| even after the study has started. If you

wish to ask questions later, please use the canatbw:

Dr.Christine M. Gathiri (Researcher)0422 402115muthonig@yahoo.com

Dr.Patrick Olang’ (Supervisor) 8722 523116patrick.olang@uonbi.ac.ke
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This proposal has been reviewed and approved biéngatta National Hospital/University of

Nairobi Ethics and Research Committee.
PART II: Certificate of Consent

| have read the foregoing information. | have ha&l dpportunity to ask questions about it and
any questions that | have asked have been answerery satisfaction. | hereby consent to
participate in this research.

Serial NO. Of PartiCIpant:. .. ..o e e e e e

Statement by the researcher

| confirm that the participant was given an oppoitlyito ask questions about the study, and all
the questions asked by the participant have begmnerd correctly and to the best of my ability.
| confirm that the individual has not been coerogd giving consent, and the consent has been

given freely and voluntarily.

Name Of RESCAICHET ... ..o e e e e e e e e e e

Signature: .......coooiiiiii e Date: ....cooiiiiiiines
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APPENDIX 4

STUDY QUESTIONNAIRE

PART ONE

SERIAL NO.

1. Sex: a)Male ( )

b) Female ()

2. Age: a)25-34years

b) 35-44 years
c) 45-54 years
d) > 55 years

w

Cadre a) Nurse
b) Doctor

(

)
¢ )
()
¢ )
()
()

If a nurse go to No. 4
If a doctor go to No. 5

4. Cadre of anurse a) Qualification

b) Years of working

5. Qualifications of a doctor

[o2]

. Speciality
a) Medicine
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a) Medical Officer
b) Senior House Officer
c) Consultant



b) General Surgery ()

c) Orthopaedic surgery ( )
d) Neuro Surgery ( )
e) ENT Surgery ( )
f) Obstetrics and Gynaecology ( )
g) None ( )

7. How long have you worked in the Accident and Emeoyedepartment?

a) <5years ( )
b) 5-9 years ( )
c) 10-14 years ( )
d) 15-19 years ( )
e) >20 years ( )

PART 2

1. Which are the commonly available analgesics iratt@dent and emergency department?

a) NSAIDS eg. Diclofenac ( )

b) Paracetamol ( )
c) Tramadol ( )

d) Pethidine ( )
e) Morphine ( )

f) Entonox

g) Ketamine ( )

2. Who normally prescribes the analgesia?
a) Triage nurse ( )
b) Doctor ( )

3. Do you normally repeat the analgesic after som&ime
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a) Yes ( )
b) No ( )
c) Maybe «( )

4. What normally determines the analgesic prescribed?

a) Availability ( )
b) Age of the patient ( )

c) Condition causing pain ( )

d) Fear of adverse effects ( )

e) Speed of onset of action ( )

f) Route of administration ( )

5. Which is the commonest route of administration?
a) Oral
b) Intravenous
¢) Intramuscular
d) Inhalational
e) Subcutaneously
f) Nerve blockade

6. Why?

PART THREE

1. Would the introduction of pain management guidaimeprove pain management in the
accident and emergency department?
a) Strongly agree
b) Moderately agree
c) Agree
d) Moderately disagree
e) Strongly disagree
f) 1do not know
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2. Do you feel that regular courses on effective paamagement would be useful in you
practice of pain management?
a) Strongly agree
b) Moderately agree
c) Agree
d) Moderately disagree
e) Strongly disagree
f) 1 do not know

PART FOUR
CLINICAL SCENARIOS

WHAT ANALGESIC WOULD YOU USE IN THE FOLLOWING SCENA RIOS? ROUTE
OF ADMINISTRATION.

1. A 23 year old female with a compound fracture @ tibia fibula in severe pain.
= Normal procedures practiced at triage.

60kg; no medical problems

= Pain is moderate to severe

2. An 80 year old female with a fracture neck of femith pain at rest
= Fralil, pain at rest
= 55kg, no major medical problems
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3. An 18 year old male with a sprained ankle in pain
= Sports injury, difficulty in bearing weight
= No underlying fractures
= Insisting on analgesia
= 70kg, no major medical problems

4. A 45year old male with severe abdominal pain
= Not colicky, abdomen is rigid
= Haemodynamically stable
= 80kg, reduced urine output

5. A 60 year old male with acute Ml in pain
= Haemodynamically stable
= 75kg, no major medical problems

6. A 2year old female with 25% partial thickness bumdistress
= No burns to the face
= 12kg: no medical problems
= |V access attainable

7. A 28 year old male with crush injury of the rigbter limb
= Haemodynamically unstable
= History of loss of consciousness
= Current GCS is 15/15
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PART FIVE

1. What challenges do you face as an accident andgemey staff that hinders effective
pain management?
a) Lack of appropriate drugs
b) High numbers of patients
c) Low numbers of staff
d) Lack of guidelines for proper pain management
e) Other

2. What tools do you use to assess pain at triagersuitation?
a) Visual analogue scale
b) Wong baker facial scale
c) Numerical rating scale
d) Verbal rating scale
e) None

3. What can the administration do to improve effecpan management in the accident
and emergency department?

THANK YOU!!
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WORK PLAN

ACTIVITY

2011
July

2011
Sept

2011
Oct

2011
Nov

2011
Dec

2012
Jan

2012
Feb

2012
Mar

2012
Apr

2012
May

Proposal
Writing

Proposal
Presentation

Presentation
to  Ethical
Review
Committee

Data
Collection

Data
Processing

Report
Writing

Study
Presentation
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BUDGET

Item Total cost
(KShs)
Biostatistician Fee 15,000
Stationary & Related printing costs 10,000
Internet hours 2000
KNH/UoN Ethics & Research Committee fee 1000
Phone call costs 1000
Miscellaneous 1000
SUBTOTAL 30,000
10% Contingency 3,000
GRAND TOTAL 33,000

59




