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Abstract 
Appropriate adherence to World Health Organisation (WHO) pain manage-
ment guidelines is vital in palliative care centres as it promotes the comfort of 
patients who are experiencing pain and it improves their quality of life. WHO 
(1996) highlighted the use of the WHO analgesic ladder guideline. This “an-
algesic ladder” proposes that after proper assessment with an appropriate pain 
assessment tool, patients in mild pain should be given non-opioids plus or 
minus adjuvants (including anticonvulsants and steroids); patients in moder-
ate pain should be given weak opioids plus or minus non-opioids plus or mi-
nus adjuvants; and patients in severe pain should be given strong opioids plus 
or minus non-opioids plus or minus adjuvants as per the WHO pain ladder. 
The audit project was focused on assessing the palliative care practitioners’ 
(PCPs) adherence to WHO guidelines in managing their patients’ pain at 
Cancer Diseases Hospital (CDH). 15 participants were involved in the study 
and the data collection method used was a cross-sectional study in which the 
auditor observed PCPs, with an observation checklist comparing practice 
with WHO analgesic ladder guidelines. The result revealed that most of the 
PCPs were not meeting 80% of the standard set in the specific objectives for 
the audit. 7 (47%) PCPs were scoring the pain level before analgesia admin-
istration, whereas 8 (53%) PCPs were not scoring the pain level before 
analgesia administration. On the other hand, 47% (7 PCPs) were adhering 
to the WHO ladder of pain management, but 53% (8 PCPs) were not ad-
hering to the WHO ladder of pain management. Therefore, effective adhe-
rence to the WHO analgesic ladder practice is still lacking in the PCPs at 
CDH. The percentage of PCPs who were not scoring the pain and not adher-
ing to the WHO pain ladder guidelines was high, which is 8 (53%). Therefore, 
a re-audit is recommended to find out if levels of adherence have improved or 
not. 
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1. Introduction 

The International Association for the Study of Pain (IASP) defines pain as “an 
unpleasant sensory and emotional experience associated with actual or potential 
tissue damage, or described in terms of such damage” (IASP 1994) [1]. Adher-
ence to the World Health Organisation (WHO) pain management guidelines is 
vital in palliative care, as it promotes the comfort of patients who are experienc-
ing pain and improves their quality of life. 

Awareness of palliative care practitioners (PCPs) of cancer pain and good 
working relationships among them is crucial for optimal pain management. Pain 
is a distressing symptom in palliative care and it should be effectively and effi-
ciently managed. WHO (1996) indicates that being free of cancer pain is a basic 
human right, and further recommends that healthcare workers must use and 
adhere to the 3-step analgesic ladder guidelines in managing pain [2]. Moreover, 
one palliative care principle stipulates that healthcare workers should work to-
wards improving the quality of life of patients and their families. Thus, the audit 
project was focused on how cancer pain is managed at Cancer Diseases Hospital 
(CDH) using the WHO ladder guidelines. CDH, in Lusaka, the capital of Zam-
bia, is the only cancer hospital in Zambia. Therefore, it receives patients with all 
types of cancers from throughout Zambia, and at times even from neighbouring 
country Malawi. 

Chow et al. (2010) articulated that pain remains an agonizing symptom in pa-
tients with advanced cancer and continues to be under-treated globally [3]. Granau 
et al. (2006), Hermann et al. (1986), and Schechter et al. (1986) also found out that, 
due to the obvious humanitarian reasons for treating pain, there is evidence that 
under-treatment of pain can lead to persistent pain, alterations in nociceptive 
processing and emotional and psychological complications [4] [5] [6]. Liu (1995) 
and Wasylak et al. (1990) reported that well-managed pain, on the other hand, is 
associated with faster recoveries, fewer complications and decreased use of health-
care resources [7] [8]. 

1.2. Problem Statement 

According to WHO (2004), approximately 25% of HIV/AIDS patients and 80% 
of cancer patients suffer pain in the terminal phase of the illness [9]. WHO (1996) 
declared that opioid analgesic medication is the mainstay of pain treatment in 
cancer patients, according to WHO’s guidelines for cancer pain relief [2]. 

Indeed, lack of proper adherence to the WHO analgesic ladder guidelines may 
impact negatively on patients’ pain management, because a patient with severe 
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pain who is not properly managed with opioids may not be comfortable and 
pain-free, which may in turn disturb their quality of life. Hence the audit set out 
to establish practice against standards set by World Health Organisation. 

WHO (2004) adds that dissemination of proper pain control education has 
not prevented some cancer patients from suffering debilitating pain because of 
their own fears about narcotic addiction or their health workers’ misunder-
standing of appropriate pain medicine dosing [10]. Palliative care patients are 
many and inevitably suffer pain, but effective pain management may be quite 
limited. It has been observed at CDH that most cancer patients report for treat-
ment very late, mostly due to financial constraints and long distances that they 
have to travel to Lusaka. 

1.3. Justification 

Cancer remains a major public health problem, and the control of end-of-life 
pain continues to be a challenge even in the face of major advancements in pain 
control methodology. 

In a study by Bernardi et al. (2007) and McMillan et al. (2000), knowledge 
deficits on pain management in clinicians were found, and healthcare workers’ 
(nurses’) lack of knowledge may limit their advocacy for patients’ proper pain 
management [11] [12]. 

Some PCPs possess some knowledge of pain management, but do not assess 
and manage the patients’ pain at all; some prescriptions of pain medication may 
be done according to what the PCP presumes the patient is feeling. 

In addition, most clinicians do not know how to manage pain effectively, de-
spite having an idea of the WHO guidelines. Some may not believe patients’ re-
ports of pain. This was evidenced by Xue et al. (2007), who found that 59% of 
medical oncology nurses and 49% of gynaecological oncology nurses believed 
that patients under-reported the amount of pain experienced [12]. Despite this, 
most patients who come with advanced cancers suffer a great deal because of the 
advanced stage of their cancer. 

Therefore the audit sought to identify existing practices which would inform 
CDH management and help strengthen or improve this healthcare practice so that 
patients’ pain is properly managed to improve their and their families’ quality of life. 

1.4. Literature Review 

Much is already known about pain management globally. This literature review 
highlights different clinical audit results on pain assessment and management prac-
tices. Existing information on management of pain is discussed under the fol-
lowing subthemes: use of analgesic ladder; health professionals’ attitudes to pre-
scription of opioids; and knowledge of types of pain. 

The CDH has adopted the WHO guidelines for management of cancer pain 
because only cancer patients who suffer a great deal of pain are seen at the hos-
pital. Portenoy (1989) deliberates that pain affects most patients with advanced 
cancer disease [13]. 
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Use of analgesic ladder 
For effective management of cancer pain, the WHO ladder approach was found 

effective and safe in 70% - 90% of advanced cancer patients (Zech et al. 1995) 
[14]. However, Mayor (2000) and Pearl (1998) studies indicate that over 50% of 
cancer patients worldwide do not receive adequate pain relief or are untreated 
and the unrelieved cancer pain persists as a significant public health concern 
[15] [16]. 

Ha konsen et al. (2008) also conducted an audit in pain management, and re-
vealed that the highest adherence to the WHO analgesic ladder guidelines was 
for criteria relating to continuous analgesic drugs and to intermittent pain, and 
the measured adherence to WHO guideline was good (intermediate to high) 
[17]. 

They further stipulated that, although patients on by-the-clock analgesia re-
ceived the recommended analgesic combination regimens without exceeding 
maximum dose or dose interval, some patients received analgesics correspond-
ing to an inappropriate step of the WHO ladder. Ferrel et al. (1999) discuss that 
such inappropriate use of the analgesic ladder is a common problem in cancer 
pain management [18]. 

Rana et al. (2011) indicated that assessment and management of cancer pain is 
a crucial skill, which requires active listening and eye contact with the patient. 
Proper history-taking and physical examination are key to success [19]. WHO 
(1996) further indicated that patients need to receive appropriate analgesic treat-
ment in a proactive manner based on the degree of pain they experience [2]. 

Zhu et al. (2012) also conducted an audit of pain assessment and pain man-
agement practices among hospital staff [20]. Interestingly this audit revealed that 
significantly higher rates of pain assessments, and more frequently administered 
pain management interventions, with the use of multimodal analgesia and con-
tinuous opioid infusions. Fewer patients experienced pain, and pain intensity 
was significantly lower. 

Health professionals’ attitudes to prescription of opioids 
Thota et al. (2011) conducted an audit on opioid-prescribing practices in chronic 

cancer pain in a tertiary care pain clinic, and demonstrated under-treatment and 
under-dosing of opioid analgesics in a cancer pain clinic [21]. They found that 
the prescribed analgesic regimes were not adhering to the WHO guidelines, which 
recommend choice of oral analgesics according to the intensity of pain (mild, 
moderate and severe) (WHO 1996) [2]. Further their study revealed that strong 
opioids were not prescribed despite patients reporting severe pain. Overall, 
the study showed that only 93 of 184 patients with severe pain received mor-
phine. However, 73 received an appropriate dose with an appropriate dosing 
interval. 

Mercadante and Salvaggio (1996), Rajagopal et al. (2001) and Vanegas et al. 
(1998) revealed several factors contributing to the inappropriate use of opioid 
analgesics in cancer pain, such as insufficient education of doctors and nurses, 
exaggerated concerns about the risks of abuse and diversion of opioids, fear of 
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side effects, and inappropriate attitudes among physicians, patients and family 
members of cancer patients [22] [23] [24]. Fujimoto (2001) added that existing 
national legislations and policies can be impediments to adequate opioid use 
[25]. 

Knowledge of types of pain 
The WHO (2004) accentuates that the physician should know exactly the na-

ture and type of pain and, accordingly, adjuvant agents should be incorporated 
in the treatment plan [9]. The degree of pain relief should be documented at 
regular time intervals. Similarly, Grond et al. (1996) emphasised that systematic 
and thorough initial assessment of pain is essential for treatment success [26]. 
Rana et al. (2011) further highlighted that pain management is considered ade-
quate when there is congruence between patients’ reported level of pain and the 
appropriateness of the prescribed analgesic drug [19]. 

1.5. Standards 

WHO standards of pain management 
CDH adopted the WHO standards of pain management; therefore the audit 

was based on WHO standards. 
WHO (1996) highlighted the use of the “WHO analgesic ladder”, simple but 

effective guidance on the management of pain [2]. This “analgesic ladder” pro-
poses the following after proper assessment with an appropriate pain assessment 
tool: patients in mild pain should be given non-opioids plus or minus adjuvants 
(including anticonvulsants and steroids); patients in moderate pain should be 
given weak opioids plus or minus non-opioids plus or minus adjuvants; and pa-
tients in severe pain should be given strong opioids plus or minus non-opioids 
plus or minus adjuvants as per the WHO pain ladder (see Figure 1). Impor-
tantly, drugs should be given orally wherever possible and regularly, rather than 
waiting for pain to break through. 

1.6. Audit Question 

Do palliative care practitioners adhere to WHO guidelines in managing patients’ 
pain? 

Objectives 
• To assess if 80% of palliative care practitioners at CDH are scoring patients’ 

pain; 
• To find out if 80% of PCPs at CDH are adhering to the WHO analgesic lad-

der in managing patients’ pain. 

2. Methodology 

This chapter highlights various aspects of the approach used during the audit. 

2.1. Study Area 

Cancer Diseases Hospital in Lusaka District, the capital of Zambia, is the only 
cancer hospital and offers services to cancer patients only. 
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Figure 1. Adapted from World Health Organization (2004) three-step “ladder” for cancer 
pain relief in adults. 

2.2. Audit Design 

This was a cross-sectional study where the auditor observed PCPs, using an ob-
servation checklist to compare practice with WHO analgesic ladder guidelines. 

2.3. Audit Population 

The audit comprised of 15 PCPs who participate in pain assessment and man-
agement at Cancer Diseases Hospital. 

2.4. Inclusion Criteria 

Inclusion criteria in the audit comprised of PCPs who have participated in pain 
assessment and management at CDH for at least one year. 

2.5. Exclusion Criteria 

New staff and those unwilling to participate in the audit were not included in it. 

2.6. Audit Population-Sample Size 

15 PCPs (6 medical practitioners and 9 nurses) were observed. 

2.7. Sampling Procedure 

Purposive sampling method was used as it was easy to use and convenient. 

2.8. Data Collection 

Data was collected through an observation checklist. 

Mild pain

Moderate pain

Severe pain
Step 1

Non-opioid

Step 2
Weak opioid

Step 3 
Strong opioid

+/- adjuvant

+/- non-opioid
+/- adjuvant

+/- non-opioid
+/- adjuvant

Consider prophylactic laxatives to avoid constipation

Step up if pain 
persists 

or increases

Step up if pain 
persists 

or increases

Non-opioids ibuprofen or other NSAID, paracetamol (acetaminophen), or aspirin

Weak opioids codeine, tramadol, or low-dose morphine

Strong opioids morphine, fentanyl, oxycodone, hydromorphone, buprenorphine

Adjuvants antidepressant, anticonvulsant, antispasmodic, muscle relaxant, bisphosphonate, or 
corticosteroid

Combining an opioid and non-opioid is effective, but do not combine drugs of the same class.

Time doses based on drug half-life (“dose by the clock”); do not wait for pain to recur   

Adapted by Treat the Pain from World Health Organization http://www.who.int/cancer/palliative/painladder/en/  (accessed 7 November 2013)
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2.9. Data Collection Procedures 

The purpose of the study was explained to all PCPs and audit participants at 
CDH. Completed data collection tools were collected and kept in a safe place. 
The exercise was done until the desired sample size was obtained. Observations 
of PCPs as they tended to patients were noted each day. 

2.10. Data Processing Analysis and Interpretation 

Analysis of data collected was done manually, using tally sheets. The data was 
checked for accuracy, consistency and completeness. 

2.11. Ethical Considerations 

The auditor sought ethical approval from hospital administration to conduct the 
audit. On the observational checklist, anonymity for PCPs and patients was 
permitted. No PCP’s name was indicated anywhere in the data collection sheet. 
Informed consent was taken from the PCPs before they fill in the questionnaire. 
Consent was obtained from all participants and the audit ensured that the rights 
of the participants were protected and confidentiality was maintained. 

2.12. Limitations of the Audit 

The number of PCPs reviewed may not be enough from which to generalise. 
Incomplete patient records of interventions on pain assessment and management. 
Financial constraints delayed the collection of data and other information. 
Inadequate time allocated for the audit. 
Unwillingness of some PCPs to participate, in case they were identified as 

lacking pain assessment and management skills. 

2.13. Utilisation and Dissemination of Results 

The audience of the Executive Director of CDH will be sought and the findings 
of the audit and the audit report will be presented. Recommendations to im-
prove practice will be presented in a clinical presentation, to highlight the prob-
lem and possible solutions to clinical staff, so that practice can be improved. The 
audit report will be submitted to the Head of Clinical Care and all heads of de-
partments. 

3. Data Presentation and Analysis 
3.1. Introduction 

This chapter displays the presentation and analysis of the audit findings. 15 PCP 
participants were involved in the study; the sample included 09 females and 06 
males, comprised of doctors and nurses. 

3.2. Data Presentation 
See Table 1 and Figures 2-3. 
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Table 1. Performance of PCPs (n-15) in adherence to pain management guidelines using 
WHO ladder at CDH. 

SKILL Number of PCPs Percentage of PCPs 

Scored pain before administration of pain medication 7 47% 

Give patients with mild pain step 1 analgesia such as  
paracetamol and non-steroidal anti-inflammatory drugs, 
with or without adjuvant drugs 

9 60% 

Give patients with moderate pain step 2 analgesia such as 
tramadol and codeine phosphate, with or without adjuvant 
drugs 

10 67% 

Give patients with severe pain analgesia such as morphine, 
with or without adjuvant drugs 

13 87% 

Are actually practicing adherence to WHO ladder  
guidelines of managing pain 

8 55% 

Properly evaluate pain medication 5 33% 

Are knowledgeable of the drugs involved at each step of 
the WHO ladder 

12 80% 

 

 
Figure 2. PCPs who scored pain before administration of pain medication. KEY: 1) PCPs 
7 (47%) scored the pain level before analgesia administration; 2) PCPs 8 (53%) did not 
score the pain level before analgesia administration. 

 

 
Figure 3. Adherence of PCPs (n-15) to WHO ladder guidelines in pain management. 
KEY: 1) Blue 53% (8 PCPs) not adhering to the WHO ladder in pain management; 2) Red 
47% (7 PCPs) adhering to the WHO ladder in pain management.  
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3.3. Data Analysis 

Data analysis was done manually by tallying using tally sheets. 
Almost all PCPs know the drugs involved at each step of the WHO ladder. 
12 (80%) and 7 (47%) scored pain before administration of pain medication 

(see Figure 2, Figure 3 and Table 1). 
PCPs who gave patients with mild pain step 1 analgesia such as paracetamol, 

non-steroidal anti-inflammatory drugs with or without adjuvant drugs 9 (60%) 
(see Table 1). 

PCPs who give patients with moderate pain step 2 analgesia such as tramadol, 
codeine phosphate, with or without adjuvant drugs 10 (67%) (see Table 1). 

PCPs who give patients with severe pain analgesia such as morphine, with or 
without adjuvant drugs 13 (87%) (see Table 1). 

PCPs who practised adherence to WHO ladder guidelines of managing pain 7 
(47%) (see Figure 2, Figure 3 and Table 1) 

A good attitude towards patients and proper record-keeping is vital in pain 
management. PCPs who practised proper evaluation of pain medication inter-
ventions are 5 (33%). 

4. Discussion, Conclusions and Recommendations 
4.1. Discussion of Audit Findings 

The 15 PCPs were assessed using an observation checklist. 
Level of knowledge 
The majority 12 (80%) of PCPs in this audit had knowledge of the WHO anal-

gesic ladder, especially the group of drugs which should be used at each step of 
the ladder. This may be because most training institutions and hospitals emphas-
ize the importance of being knowledgeable in pain management using the WHO 
analgesic ladder. 

Pain scoring findings 
Fewer than half of PCPs 7 (47%) were observed to be scoring pain levels before 

analgesia administration, but 8 (53%) PCPs were not scoring the pain level before 
analgesia administration (see Figure 2). This could have been because most health 
workers are over-worked with a high patient case load and hence do not have time 
to sit down and assess patients. This correlates with [27] Cohen et al. (2003) clini-
cal audit on pain assessment and management which revealed that pain intensity 
was recorded for only 53% and 57% of patients, respectively, and that reassessments 
after treatment interventions were not routinely performed for these patients. 

Adherence findings 
Adherence of PCPs to the WHO ladder was 7 (47%), and 8 (53%) of PCPs were 

not adherent (see Figure 2 and Figure 3). PCPs who were adherent were giving 
analgesia according to the severity of pain in relation to the WHO analgesic lad-
der standards. The percentage of PCPs who were not adherent is alarming as most 
PCPs have knowledge of the WHO analgesic ladder but are not explicitly man-
aging the patients’ pain according to the guidelines of the WHO analgesic lad-
der. Most PCPs also have knowledge of WHO guidelines of pain management. 
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Some clinicians just ask patients on follow-up visits what pain-killers they have 
been taking, in order to prescribe the same drug, instead of re-assessing the pain 
and whether it needs a stronger analgesia or not. This practice has greatly af-
fected adherence to the WHO analgesic ladder, because proper reassessments on 
subsequent visits are vital to enable the PCP to decide whether patients’ pain is 
properly managed or increasing and whether they need a stronger pain-killer. 

Opioids prescription practices of PCPs 
A good number of PCPs 13 (87%) gave morphine to patients with severe pain 

with or without adjuvant drugs. This contradicts McCaffery (1992) and Fuji-
moto (2001) studies which revealed that appropriate use of opioid analgesics in 
cancer pain management by physicians is inadequate for a variety of reasons, in-
cluding insufficient knowledge of analgesic pharmacology, myths and miscon-
ceptions, beliefs, and attitudes (addiction and fear of adverse effects) [28] [25]. 

Fujimoto (2001) emphasised that medical practitioners are reluctant to use 
morphine for many reasons, such as exaggerated ideas about its poor safety pro-
file and some thinking that prescribing morphine means admitting therapeutic 
defeat [25]. He reported that many healthcare workers find it hard to come to 
terms with the fact that treatment has failed and the disease is progressing, and 
the patient will die. Moreover, as physicians do not accept this, it is the patient who 
faces the consequences of unrelieved physical pain due to inadequate analgesia, 
coupled perhaps with a false hope of an eventual treatment response. Similarly, 
Forbes (2011) added that patients’ attitudes also contribute to avoiding strong 
opioids, as many patients are concerned that taking strong opioids means their 
cancer is progressing coupled with fear of intolerable opioid side-effects [29]. 

4.2. Conclusions 

The following conclusions were drawn from the study findings. 
Most health workers 53% (8) are not adhering to WHO standards of pain 

management, which is alarming for medical practice because it is not meeting 
the 80% of PCPs set in the audit objectives. On the other hand, 7 (47%) were 
adhering to WHO guidelines. Moreover, 7 (47%) PCPs were observed to have 
been scoring pain levels before analgesia administration, whereas 8 (53%) PCPs 
were not scoring pain levels before analgesia administration (see Figure 2). This 
still does not meet the 80% standards set for the audit. Therefore, adherence to 
the WHO analgesic ladder practice is still lacking in PCPs at CDH. 

4.3. Recommendations 

The percentage of PCPs not adhering to the WHO pain ladder is high at 53% (8) 
(see Figure 2 and Figure 3). Therefore a re-audit is recommended to complete 
the audit cycle, influence practice and find out if levels of adherence have im-
proved. 

CDH should continuously sensitise staff on pain assessment and management 
through continuous medical education and refresher courses. 
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PCPs should re-assess pain every time patients come for refills of pain medi-
cation and on follow-up visits. 

Pain assessment must be the fifth vital sign together with temperature, pulse, 
blood pressure and respiration, to ensure that patients in pain are identified early. 

4.4. Implications for Palliative Care Practice 

The audit study and result have huge implications for palliative care service de-
livery. 

A few health workers who are not assessing and managing pain according to 
the WHO ladder accelerate patients’ illnesses. Therefore these gaps must be dealt 
with by ensuring patients in pain are identified early, assessed appropriately and 
managed according to the guidelines set to improve patients’ quality of life. 
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