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1 TITLE: 

A KABP survey of pain management for advanced cancer patients amongst 

doctors in the greater Durban area. 

2 ABSTRACT: 

Effective management of pain especially in cancer patients depends on adequate 

physician knowledge in areas of pain assessment and the use of analgesia. 

Knowledge, attitudes, practices and beliefs could be 'a barrier amongst doctors in the 

management of cancer patients and these attributes were assessed in the greater 

Durban area by a questionnaire survey byemail. 120 questionnaires were sent out 

bye-mail. 74 questionnaires were analysed giving a 62% response rate. 84% of the 

respondents were primary care doctors with 16% being specialists. In this survey, 

80% of the doctors believe that cancer pain management is a major problem and 

believe that the patient is the best judge of pain. In practice, 35% of the doctors use 

the WHO step ladder guidelines on a regular basis. Most of the doctors recommend 

maximum morphine dosage if the prognosis was less than 6 months and 50% 

understand the use of adjuvants. 80% of the doctors did not prescribe prophylactic 

laxatives when prescribing morphine. The majority of the doctors (81%) said 

morphine causes physical dependence or psychological addiction in cancer patients. 

70 % of the doctors believe that the likelihood of developing opioid addiction as a 

result of cancer pain treatment is high. 
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These results show that although doctors have a positive attitude there is a 

significant deficit in the knowledge of treating patients with morphine and there are 

misconceptions about the use of and in the use of co-analgesics and laxatives. 

These results also show that pain management for cancer patients is less than 

optimal and much work needs to be done in both the education of doctors and the 

management of patients with cancer pain. 

Keywords, "cancer pain management", "analgesia", "opioids". 
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3. DISSERTATION 

(1) INTRODUCTION 

Pain is a disturbing symptom of cancer. The prevalence and severity of pain varies 

amongst cancer patients depending on the primary and metastatic sites of the 

disease. Two thirds of patients suffering from cancer have pain 1• 80 - 90% of 

patients who have cancer related pain could find adequate relief through good pain 

assessment and analgesic drugs used with appropriate dosing guidelines.1 

Knowledge about the treatment of cancer related pain has improved over the last 20 

years as a result of research, pharmacology and technologies of pain relief. Despite 

these advances, many patients receive less than optimum cancer pain treatment. 

When cancer-related pain is inadequately managed, many patients experience levels 

of pain that interfere with their daily activities and reduce the quality of their lives. 

Also it is difficult to offer quality of life and address psychosocial pain if the patient is 

in physical pain. Several factors may account for the lack of good pain management. 

Poor knowledge and inappropriate attitudes amongst physicians could be a factor. 

Knowledge and attitudes are important determinants in physicians' practice in 

managing cancer pain. Unfounded fears and misconceptions about the use of 

opioids further lead to inadequate pain management. Doctors need to overcome 

these fears and misconceptions and this can be achieved through having more 

information on opioids available and with more education on cancer pain 

management. 

Morphine is included in the essential drug list of all the state and private hospitals in 

Durban. Opioids are readily available in both state and private hospitals in Durban. 
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Therefore the availability of morphine or other opioids is not a barrier to pain 

management and it is important to assess doctors' knowledge, attitude, practice and 

beliefs in the management of cancer pain. Do doctors lack the knowledge or are 

their attitudes and beliefs a barrier to adequate pain management? 

Pharmacological management of cancer pain is generally effective, works quickly, 

entails little risk and can be inexpensive. On searching through the web on the 

usage and availability of opioids, an article in Journ-AIDS was noted. Journ-AIDS is 

a project being undertaken by the Centre for AIDS Development, Research and 

Evaluation (CADRE) that supports media professionals to provide in-depth, accurate 

and critical reporting on HIV/AIDS in South Africa. Journ-AIDS reported on an article 

that was published in Business Day, 12th September 2004, "Drops of relief in an 

ocean of pain" was retrieved from the Journ - AIDS.2 The author of this article is Lott 

who is a Marshall Scholar at Oxford University and Visitor in the bioethics division at 

the University of Witwatersrand. 

A direct quote from this article is as follows "In South Africa, for example, health-care 

officials have noted the importance of opioid availability and distribution for the 

terminally ill, but have done little to institutionalise the changes necessary in health

care pOlicies for effective pharmacological management of pain. By focusing 

primarily on why people die, national health-care policies have all but ignored the 

critical issue of how people die, with a frightening result: millions of Africans living 

their final days in prolonged, excruciating agony. 

Likely barriers to opioid delivery include cumbersome administrative procedures, 

unfounded concerns of addiction, and inadequately trained health-care personnel 

who consistently fail to recognise the severity of the patient's pain." 
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Although this article is not an integral part of this research and is published in a 

newspaper, it highlights the need for good pain management in Palliative Care. It 

also expresses the needs and perceptions of the population that is suffering from 

pain in a palliative care setting. 

An expert committee convened by The Cancer and Palliative Care Unit of the World 

Health Organisation (WHO) has proposed a useful approach to drug selection for 

cancer pain, which has become known as the WHO analgesic ladder.1 

The approach advocates three basic steps (refer to diagram) 

By the MOUTH 
By the CLOCK 
By the LADDER 

Non-Opioid 
±adjuvant 

WeakOpioid 
±non-opioid 

±adjuvant 

Strong opioid 
± non-opioid 
± adjuvant 

The analgesic stepladder approach uses basic drugs and encourages progression 

up the ladder rather than to try different drugs on the same step. If used with 

appropriate guidelines, this approach is capable of providing adequate pain relief in 

80-90% of cancer patients.1 The WHO step ladder guidelines were not intended to 

be used in isolation or to exclude other treatment modalities and is more a statement 

of protocol rather than a rigid frame 1. 
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Drugs are selected on the severity of pain experienced by the patient starting with a 

non-opioid such as paracetamol or aspirin. If the pain increases in severity, then the 

second step of the WHO ladder suggests adding a weak opioid and if the pain 

continues to increase in severity, a high efficacy opioid is to be used. The least 

invasive and the simplest dosage schedules should be employed. In the book, 

Symptom Management In Advanced Cancer by Robert Twycross3
, he advocates that 

drugs should be used by the mouth, by the clock (doses given on a regular basis) 

and by the ladder i.e. if a drug fails to relieve pain move up the ladder rather than 

laterally in the same efficacy group. He further says that the right dose of an 

analgesic is the dose that relieves pain. 

In January 2000, a questionnaire survey of 112 doctors in the CBD (Central 

Business District) area of Durban was undertaken by the researcher.4 This survey 

was to assess the usage of the WHO step ladder guidelines in prescribing analgesia 

for cancer patients. This study was done by a questionnaire survey of 112 doctors: 

100 doctors answered. Of this sample, 57% of the doctors were unaware of the 

WHO analgesic stepladder. 66% were not applying the WHO analgesic stepladder 

approach. This led the researcher to further explore pain management in cancer 

patients and this KAPB survey is undertaken in Durban. 

This study is focused on pain management in advanced cancer. In South Africa, 

particularly in KwaZulu Natal, AIDS (Acquired Immune Deficiency Syndrome) care is 

a large part of medical treatment and the palliative management of AIDS is 

important. Although this study is focused on advanced cancer pain management it 

should be mentioned that the principles used in cancer pain management are 

applicable to terminally ill AIDS patients as well. Recently, there has been an 

increased awareness of palliative care and other terminal illnesses. 
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The increase of AIDS (Acquired Immune Deficiency Syndrome) patients has further 

highlighted the tremendous need to relieve pain and suffering. Many different pains 

are commonly encountered in AIDS, especially in advanced AIDS. Pain may vary in 

severity and there may be variation in symptoms in AIDS patients, but the basic 

guidelines for pain management are the same. Therefore, the results of this survey 

will also be helpful when disseminating information in the palliative care management 

of AIDS patients. 

Palliative Medicine is a relatively new discipline in South Africa with post-graduate 

courses being offered by the University of Cape Town since 2000. In fact, it is the 

only university in the whole continent of Africa, which offers postgraduate Palliative 

Medicine training. There are 8 medical schools in South Africa and only 1 university 

(University of Cape Town) offering postgraduate Palliative Medicine. 

Undergraduate Palliative Medicine IPalliative Care training has been introduced 

since 2003 at the Nelson Mandela Medical School in KwaZulu Natal. Palliative care 

is also part of the curricula for undergraduate medical students at the University of 

Cape Town, Wits University, University of the Free State and the University of 

Pretoria. The intensity of training and how much exposure the students get to 

palliative care is variable according to different facilities. 

Durban is a city and port on the east coast of South Africa. Durban is the largest city 

of the Province of KwaZulu Natal. KwaZulu Natal has a population of 8.4million5 

people with a relatively poorly skilled labour force5• There are 4 hospices in Durban 

with 2 hospices having an in-patient unit and caring for cancer patients as well as 

AIDS patients. There are other step down facilities that care only for AIDS patients. 
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This survey was done in Durban because the researcher resides and works in 

Durban and therefore it was of interest to the researcher to know how well cancer 

pain is managed in the Durban area and also try to assess the shortcomings. 

Durban is neither typical nor atypical of practice population of South Africa. Durban 

may be considered as having a similar medical practice population to the rest of 

South Africa with a similar mix of training and mix of doctors as the rest of South 

Africa as medical education in South Africa appears to be standardised. The 

practice and management may be influenced by financial and social constraints 

therefore one can conclude that this research does reflect the practice population in 

South Africa. 

This study can be a stimulus for a broader survey in other provinces of South Africa. 

In South Africa there is a need to do more studies that evaluate physicians' attitudes, 

beliefs and knowledge about pain management for cancer patients. There is a need 

to identify attitudes and beliefs that may be hindering appropriate analgesic therapy. 

There is a need to study the unfounded fears and misconceptions of opioids 

particularly the belief that the use of opioids in cancer pain management can lead to 

opioid addiction. In European, American and Canadian publications, inadequate 

physician knowledge in areas of pain assessment, use of analgesia and myths of 

morphine have been identified as a contributing factor to inappropriate or inadequate 

pain management particularly in cancer patients. Some of these articles are included 

in the literature review. This type of survey has not been done in South Africa, thus 

leading the researcher to study the knowledge, attitude and beliefs amongst the 

doctors in Durban. 
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AIM: 

To determine knowledge, attitudes, beliefs and practices in cancer pain 

management amongst doctors in the greater Durban area. 

OBJECTIVES: 

1. To identify strengths and weaknesses in knowledge and practice in cancer pain 

management amongst doctors. 

2. To identify attitudes and beliefs in cancer pain management that may prevent 

appropriate pain management. 

3. To inform educators designing programmes in the undergraduate medical 

curriculum and to include the treatment of cancer pain in course and curriculum 

development for doctors particularly in the continuing professional development 

(CPO) programmes. 
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(II) LITERATURE REVIEW 

Literature review for overseas and South African articles is done by computer search 

using the following key words: "cancer pain", "analgesia", "terminal care" and" WHO 

step ladder." 

Database used is Pubmed (Medline). Search is done on cancer pain management 

for the last ten years. Abstracts of articles that deal with physician knowledge, 

attitudes and beliefs are searched for and articles that are identified to be similar or 

could be used for comparison in a KAPB survey were called up. African Health 

Anthologies or African Journals Online are searched on African Heal'thline. Search is 

done on cancer pain management and also pain management. On the pain 

management search there are articles on pain other than cancer pain ego arthritis, 

chronic pain and post surgery. These articles were not relevant to this survey and as 

such ignored. NISC database is searched. 

A review article, "Barriers to Effective Cancer Pain ManagementJl6 by Paragon KL 

and Hailey BJ yielded further references. Eleven articles are identified as being 

similar to this survey and were subsequently accessed by Internet. 

A computer search for a review article on cancer pain management in America and 

Canada is made through Pubmed (Medline) database. No review article was found 

but several studies were read and a couple are commented on in this review. 

A computer search on Google database is done for referencing. The Vancouver 

referencing technique and the Harvard referencing technique were studied. The 

Vancouver reference technique is the choice for this research. 

A questionnaire survey in France by Anneli Vaini07 in 1995 amongst French 

physicians evaluated the knowledge of the principles of cancer pain treatment. The 

questionnaire was distributed amongst 8549 physicians. The analgesic step ladder 

15 



principle could only be described by 7% of the GP's and 13% of the specialist 

physicians. The most common class of dnJgs used was opioids for pain but the 

recommended daily doses for opioids was below the drug dosage for morphine 

generally used in palliative care. Bone pain was treated mainly with paracetamol and 

codeine. Consequently, only 10% and 20 % of responses were regarded as 

adequate. 92% of the physicians experienced difficulties in treatment of cancer pain. 

Two thirds of the respondents were familiar with the WHO step ladder approach. 

44% of the doctors indicated that the WHO guidelines influenced their practice in 

treating cancer pain. The study by Vainio A.7 was looked at and compared to the 

present study by asking the Durban doctors question 7 in the questionnaire (ref. to 

Appendix B, page 58). This question tested the familiarity of the doctors to the WHO 

step ladder guidelines and also the application of the prinCiples of the WHO 

analgesic step ladder. 

A questionnaire study in Denmark by Per Sjegren, Banning A et al8 evaluated 

knowledge about practice of cancer pain treatment. 1411 physicians were sent 

questionnaires and only 577 (54%) were analysed. Denmark has the highest per 

capital legal consumption of opioids. Therefore it is of interest if cancer pain 

management is in fact better than indicated from surveys of other countries. It is 

assumed that Danish physicians would have a more liberal approach to opioid 

administration in cancer patients. The results of this survey indicated that physicians 

treated bone and visceral pain adequately (78%) but very few considered co

analgesics for neuropathic pain conditions. This survey showed that the Danish 

physiCians had acquired basic treatment skills but had less knowledge about 

treatment principles particularly in the treatment of neuropathic pain. In this survey, 

97% of the physicians acknowledged difficulties in cancer pain treatment and it was 
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compared to the Durban survey in question 1 of the questionnaire. In the Danish 

survey pain management was primarily based on drug therapy, which is also the 

case of the Durban survey. Therefore it is of interest to compare the outcome of the 

two studies. 

A nationwide study in 1992 in Sweden by Rawal N., and Hylander A., et al9 

evaluated pain problems, pain management and use of newer drugs in terminal 

cancer patients. jTerminal" was described as an expeded lifespan of two weeks. 

456 questionnaires were sent out to centres that treat cancer pain in Sweden. The 

response rate was high, ranging from 79% to 100%. This study indicated that 

Swedish physicians followed the analgesic ladder principles and prescribed opioid 

analgesics on a regular "by the clock" basis and in an unrestrided manner. 78% of 

the physicians and nurses believed that periodic severe pain is common in terminal 

cancer patients. In general physicians did not evaluate different pain types nor did 

they use any instrument for measurements of pain intensity. Few physicians 

prescribed prophyladic laxatives. 50% of the physicians and nurses admitted that 

they had inadequate knowledge of pain evaluation techniques, newer analgesics and 

newer drug delivery systems. This is significant. Even when pa in treatment is 

seemingly well done, there is a scope and need to educate and update programmes 

in areas of pain management in cancer patients if all patients are to receive optimal 

care. In the Swedish study almost all the physicians follow the WHO analgesic 

ladder but a large number of physicians do not prescribe laxatives. The usage of 

laxatives is evaluated in the Durban survey in question 13 of the questionnaire 

(ref. Appendix B, page 57) and cornpared to the Swedish survey. Also the 

application of the WHO analgesic guidelines is assessed in the Durban survey with 

question 7 of the questionnaire. 
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A questionnaire study in Norway by Wamake T., Breivik H., et al in 199410 clarified 

the knowledge and practice of cancer pain treatment. 800 questionnaires were 

distributed, but only 306 were analysed. The results indicated that 25% of physicians 

appeared to have knowledge of the principle of the WHO analgesic strategy. The 

majority of physicians (86%) were prepared to prescribe opioid analgesia. 44% 

prescribed too small doses and often preferred neuroleptic drugs instead of 

increasing the opioid dose. 97% of the physicians experienced problems when 

treating cancer pain. 72% of Norwegian physicians in this study thought their 

education in cancer pain treatment were insufficient. Their knowledge of the 

principles of cancer pain treatment and familiarity of the WHO analgesic guidelines 

was evaluated and therefore this study was referenced. 

A study by Oneschuk D., Fainsinger R. et al. 11 assessed the level of competency of 

second year residents from the University of Alberta in palliative care. Two 16-

question examinations were administered to 105 second-year family medicine 

residents from the University of Alberta Family Medicine Residency Program who 

attended a 2-week palliative care rotation between September 1991 and February 

1996. The residents voluntarily agreed to write these examinations on the first and 

final days of their rotations. Of the 105 residents, 78 completed both examinations. 

The baseline knowledge of problems common to palliative care and improvement in 

knowledge on palliative care were assessed at entry and exit of the two-week 

rotation. 
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The results revealed a statistically significant improvement in knowledge after 

training. This was most noticeable in areas of pain assessment and management, 

including opioid use. Many physicians indicated that the parenteral administration is 

the only route available when treating severe cancer pain, even though alternative 

routes of administration are available and recommended. This study focused on the 

level of knowledge in cancer pain treatment amongst physicians completing their 

medical training in Canada. This article was referenced to compare with the 

knowledge of the doctors in Durban. 

A study amongst physicians in six Minnesota communities by Elliot T.E., Murray D.M. 

et al.12 determined the knowledge about cancer pain management amongst 

practicing physicians. These physiCians (145) were surveyed by telephone and had 

a response rate of 87%. Results of this survey showed that there was a favourable 

overall knowledge but with misconceptions on the usage of morphine. The study felt 

that effective education strategies were needed to address the knowledge deficits, 

attitudes and motivations of the relevant physicians. 

A survey done in Minnesota by Elliot T.E. and Elliot B.A.13 assessed physician 

attitudes and beliefs about the use of morphine for cancer pain. 243 physicians 

engaged in direct patient care were surveyed. The response rate was 62%. In this 

survey, many physicians misunderstood the concept of morphine tolerance, 51 % to 

the use of analgesia and 39% to the side effects. 29% were unaware of adjuvant 

analgesia. Analysis of results by physician age and specialty groups confirmed 

misunderstandings in all subsets. Inappropriate physiCian attitudes and beliefs about 

morphine in cancer pain management were identified as one of the major causes of 

under treatment of cancer pain. 
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Morphine is the most commonly used opioid drug in the management of cancer pain. 

Misconceptions about the use of morphine can affect cancer pain management. 

In the above survey almost half the surveyed physicians believed that an increased 

need for morphine was indicative of tolerance as opposed to increased pain intensity. 

In the Durban survey this was tested in question 6 of the questionnaire (ref. 

appendix) and the comparison will be made in discussion. 

A study in North Carolina by Levin M.L, Berry J.I., et al.14 assessed physician 

knowledge and prescribing behaviours in the management of terminally ill patients. 

Response rate was 64 % for Primary Care Physicians (PCP) and 100% for 

oncologists. 40 % of the PCP thought there was a ceiling dose of morphine. In this 

survey, the oncologists' knowledge and attitudes were close to ideal and the PCPs' 

knowledge was less optimal than the oncologists, indicating the need for continuing 

physician education. However, the researchers Levin M.L, Berry J.I., et al.14 

concluded that phYSician continuing education would not effect significant 

behavioural changes in the care of the terminally ill patients solely by the traditional 

approach of attempting to modify attitudes and knowledge by lectures only in medical 

school. The authors felt that there was also a need to improve the attitudes and 

practice amongst PCPs' to a more optimal level and have suggested "emphasis on 

guideline implementation, community-wide use of formal pain assessment tools, 

physician behaviour oversight and feedback, public education and consideration of 

the use of standing orders and formulary restrictions may be more effective than our 

current techniques." This study assessed how physician attitudes and knowledge 

of morphine influenced their practice in managing pain in the terminally ill. This is of 

similar interest to the Durban survey and therefore the above study was referenced. 
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A comparative study of the attitudes of physicians' and nurses towards the 

management of cancer pain was done by Fife B.L., Irick N., et al.15 in Indiana. This 

study investigated the management of cancer pain as a health care issue and the 

potential problems of drug misuse. It was completed by 500 physicians and 471 

nurses. In this study, the majority of nurses and physicians believed that pain 

management is a problem (84%), that most cancer patients experience pain and that 

pain can be relieved with adequate treatment. 76 % of the physicians and 67% of 

the nurses indicated that patients were under-treated. 25 % of the physicians and 

30% of the nurses felt that the majority of cancer patients are adequately medicated 

or receive more medication than is necessary. In this research, the majority of 

nurses and physicians believe it is drug tolerance rather than advancing disease that 

results in increasing requests for analgesics. The present study also looks at 

physicians' attitudes when the patient requests more analgesia and is reflected in 

question 6 of the questionnaire. 

A survey from Eastern Co-Operative Oncology Group by Von Roenn J.H., Cleeland 

C.S., et al.16 analysed physician attitudes and practices in cancer pain management. 

897 questionnaires were analysed, 86% felt the majority of patients with pain were 

under medicated. 51% believed that pain control was good. 31% of the doctors 

would wait until the patient's prognosis was 6 months or less before they would start 

maximum analgesia. 76% of physicians rated poor pain assessment as the Single 

most important barrier to adequate pain management. 62% of the physicians said 

that patient reluctance to report pain was a barrier and 61% said that physician 

reluctance to prescribe opioids was a barrier. In this study by Von Roenn J.H., 

Cleeland C.S., et al.16 used case scenarios to assess knowledge about cancer pain" 

and its treatment amongst physicians practicing in ECOG affiliated groups whilst the 
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present survey was based on a questionnaire. 80 % of the physicians surveyed by 

Von Roenn J.H., Cleeland C.S., et al.16 believe that most cancer patients are under 

medicated for pain. In the present survey, question 2 of the questionnaire made a 

similar assessment and the results are compared in discussion. 

Burge F., Mcintyre P., et al.17 in Canada assessed residents' knowledge and 

attitudes towards the care of the dying. This study is very similar to the present 

KAPB survey and the questions were closely studied. It is found that several of the 

questions are suitable for the Durban survey and as such some of the questions 

were selected. These questions were then adapted for the Durban survey and are 

discussed in methodology. 

This study would not be complete without the input from publications from South 

Africa. A computer search was done on the website address for Modern Medicine 

(The Journal of Clinical Medicine) and SAMJ (South African Medical Journal) The 

search was done from 1992 to 2003 i.e. for publications over the last 10 years. 

Keywords used were "cancer pain", "terminal illness" and "WHO step ladder." 

A search was also done on database African Healthline. There were no artides 

addressing doctors' attitudes, knowledge or belief in cancer pain management in 

Africa by African studies. The search done on African Healthline on cancer pain 

management yielded two South African artides written by South African authors that 

were of interest to this research. 102 abstracts were looked at on African Healthline 

and two articles were identified. 
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1. South Africa: The Status of Palliative Care by Gwyther E. 18 

This article identifies that in "larger centres, the limiting factor in pain control are 

doctors' knowledge in the use of morphine." This article states that sometimes in 

smaller centres the availability of morphine is also a problem. Morphine is readily 

available in the greater Durban area at state and private hospital level. Smaller 

peripherals clinics do not dispense morphine. Therefore one has to assess the 

doctors' knowledge and application of morphine for pain management since the 

availability of morphine is not a major barrier. 

2. Beck S.L. and Falkson G. 19 did a study on cancer pain in South Africa in August 

2000. This study was done in two phases, one phase assessing the prevalence 

of cancer pain. The second phase assessed cancer pain management. This 

study identified standards, knowledge, resources, patient/provider relationship 

and teamwork as barriers to optimum pain management. Lack of knowledge 

amongst professionals and the public was considered to be a primary barrier. 

Both these South African articles highlighted the need for more knowledge amongst 

doctors in the management of cancer pain. Knowledge cannot be distanced from 

attitudes and beliefs as they alter the practice and management of cancer pain. 
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(III) METHODOLOGY: 

This is a quantitative research with descriptive aspects. The data is part of a 

baseline KAPB (knowledge, attitude, practice, belief) survey through a questionnaire 

to determine cancer pain management amongst doctors in the greater Durban area. 

The objectives are to identify the strength and weaknesses in the practice of cancer 

pain management amongst doctors and to identify attitudes and beliefs that may 

prevent appropriate pain management. 

Knowledge, attitude, practice and belief surveys are based on the theory that 

individuals' knowledge combined with their attitudes and beliefs may predict their 

health related behaviour. 22 KAPB surveys were originally developed to assist in the 

development and implementation of family planning programmes (Bulmer, Warwick 

1983). Subsequently KAPB surveys have been applied to a wide range of problems 

including tobacco and alcohol consumption, adherence to medication schedules, use 

of preventative health services and many others. In 1987, the global programme on 

AIDS of WHO produced a KAPB survey instrument, which has subsequently been 

applied extensively. 

KAPB questionnaires aim to measure variables of knowledge, attitudes and beliefs. 

KAPB surveys usually take the form of interviewer-administered or self-administered 

standardised questionnaires. The aim of this survey is to highlight possible barriers 

in cancer pain management and to design education programmes for doctors in such 

a way so as to maximise cancer pain management for patients and minimise the 

factors that may prevent patients from receiving the most efficient pain management. 
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In designing this survey questions one had to be mindful that the questionnaire was 

not too long or time consuming as the study group was with doctors in primary care 

practice and not necessarily in an academic setting. One also had to be mindful that 

palliative medicine is a relatively new specialty in South Africa and as such the 

questions needed to be of a more practical nature instead of an academic one. 

The research by Burge F., MCintyre P. et al Family Medicine Residents Knowledge 

and Attitudes about End-of-Life Care17 was studied. The purpose of this Canadian 

research was to assess the students' knowledge and attitudes towards the care of 

the dying. This is similar to this research survey and therefore the questionnaire was 

studied. The Canadian survey felt that the health care workers should provide the 

best possible palliative care. The survey instrument of the Canadian survey contains 

two sub-scales, with 25 items concerning attitudes and opinions about, and 25 items 

concerning knowledge about end-of-life care. After looking closely at the questions, 

question 1 is chosen for the present questionnaire and is question 2 in this survey. 

The question is simplified by leaving out the grading. This is done to take into 

account that the Durban doctors are not academic students but general practitioners 

who work under pressure and have a time constraint, therefore the question has to 

be easily identified and less time consuming without compromising the validity and 

reliability of the question. This is also the reason why case scenario questions were 

not included in this survey. Question 1 from the Canadian survey was then 

discussed with the supervisor and it was agreed that this question was suitable for an 

attitude question in this survey. Similarly questions 4,6,11,17,22 of the Canadian 

questionnaire is adapted and designed to be used in the present survey. The same 

principle is applied in choosing questions that are selected from the questionnaires of 
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the research done by Fife B.L., Irick N., et ai, A comparative study of attitudes of 

physicians and nurses towards the management of cancer pain 15 and Assessment 

and knowledge in palliative care in second year family medicine residents from the 

University of Alberta by Oneschuk D., Fainsinger R., et a111 • 

In formatting the questions guidelines were taken 'from a research book by de Vos 

A.S., Research at Grass Roots 21, page 213 -249. 

Guidelines used in adaptation were: 

1. Questions are designed to have a high response rate by making the 

questionnaire non time consuming, easy to read, multiple choice 

questions instead of case scenarios and respondents had to tick only one 

answer. 

2. A complex questionnaire requiring in depth thoughts will also give a low 

response. 

3. The questions are clear and are not ambiguous. 

4. The questionnaire is user friendly and concise. 

5. The wording of the referenced questionnaire is adapted to the South 

African context and not just copied. 

6. The questions have been adapted without compromising the validity - is 

the question really measuring the concept of what we are asking? 

7. There is reliability in the questions - are the questions accurate and 

consistent? 

8. It was taken into consideration that this questionnaire is a mailed 

questionnaire and as such there is no field worker to explain to the 

respondents. 

9. Practical issues for the researcher such as time, money and 

personal resources is also taken into consideration. 
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A questionnaire of 15 questions is designed. Each question has a choice of 1 

answer from 4 or 5 options. The respondent is asked to tick 1 correct answer. The 

questionnaire should take a maximum of 15 minutes to complete. 

The 15 questions are designed and grouped as follows: 

(K) Knowledge reflected in questions (4, 9, 10, 11, 13,15) 

(A) Attitude reflected in questions (3, 5, 6) 

(P) Practice reflected in questions (7, 8, 12) 

(8) Belief reflected in questions (1, 2, 14) 

See questionnaire (appendix B) 

A covering letter (appendix A) explaining that this was a questionnaire for a personal 

research survey was attached to the questionnaire. 
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• A pilot study was done amongst recently qualified palliative care doctors. The 

names of the doctors were obtained from the diploma office at University of Cape 

Town. The pilot study was done to guide the researcher on the validity and reliability 

of the questionnaire. It was felt that these doctors were more familiar with palliative 

care and as such would be able to guide the researcher on the questionnaire design, 

reliability and validity of the questionnaire. This is the first time such a survey was 

being done amongst primary care physicians and general practitioners. Many of the 

palliative care diploma doctors are also general practitioners or family physicians. 

They have a similar background to the doctors in Durban with added expertise and 

therefore the pilot study was undertaken amongst this sample. 

The questionnaire was emailed to 17 palliative care doctors. These doctors had all 

completed the Palliative Care diploma at the Cape Town University in December 

2002. A covering letter was attached explaining to the doctors that this questionnaire 

was to be sent out in January 2004 and this questionnaire was now being sent to 

them to test the validity and reliability of the questionnaire. 8 of the doctors 

responded. A suggestion was made on question 3. The original question was "in 

your experience what percentage of cancer patients suffer pain? - 20%; 40%; 60%". 

The suggestion was to write: 20 - 40%; 40 - 60%. These changes were made. 

Some of the doctors answered 2 options instead of 1. As a result on each page of 

the questionnaire, it was now written, "tick only 1 answer". There seemed to be no 

ambiguity or misunderstanding of the questions. The above changes were made to 

enhance the validity or reliability of the questions in the questionnaire. What was 

significant is that only 8 out of 17 doctors replied after a second reminder. This 

trend, I found continued in the actual study. 

28 



SAMPLING 

AREA: 

Sample size: 

Time frame: 

Target population: 

Doctors in the greater Durban area within a radius of 20km from 

CBD 

120 doctors 

The first survey sent out was at the end of January 2004. The 

survey was done from the end of January to the first week in 

April giving it a period of 10 to 12 weeks. 

Doctors who are active in clinical work and may be called upon to treat cancer pain 

or pain in a palliative care setting. The doctors could be GP's (general practitioners). 

hospital doctors or specialist physi9ians. The state oncology group was included. 

The doctors in the survey group all work as general practitioners or in outpatient 

clinics of the hospital where they see patients on a daily basis that may require pain 

management. The hospital outpatients' clinic has a mixture of doctors that may be 

oncologiSts. medical registrars or general practitioners that work in a hospital on a 

part-time basis. 

There are no palliative care speCialists at these clinics but there may be specialists in 

other fields ego oncology, urology or gynaecology. They assess and treat cancer 

patients. A lot of palliative care pain management is done by these doctors as 

palliative care is still in its infancy in South Africa. Resources are also limited and 

referrals to palliative care physician is limited. 
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Logistically it's not feasible to get all the doctors who treat pain in a palliative care 

setting under one umbrella. Therefore questionnaires were sent to doctors who are 

already grouped demographically. 

The questionnaire was emailed to different sites ego The State Oncology 

Department, Durban South IPA, Durban North IPA, Department of Family Medicine, 

where doctors are involved in cancer pain management. 

No distinction of strata was made between specialist and general practitioner as 

discussed in methodology (target population). These doctors may have been 

specialists in their field ego oncology, or gynaecology but not specialist in palliative 

care. 

The questionnaire was emailed to 120 doctors in the greater Durban area. 

The objective of this research is to identify strengths and weaknesses in knowledge 

and practice as well as attitudes and beliefs that may prevent appropriate pain 

management amongst the doctors in the greater Durban area. 

The method of distribution of the questionnaire was chosen to be by email. 

In reviewing previous published articles one understood that mailing may lead to 

poorer response rate, but it was the most convenient way of contacting a wide 

number of doctors. In keeping with advancing technology email was used as a 

method of mailing instead of postal. 

The questionnaire was sent by email to the Chairperson of the IPA. The IPA is the 

Independent Practitioners' Association and each local area has its own local 

Association ego Durban South IPA or Durban Central IPA whose members are 

doctors practicing in that particular area. These doctors meet monthly to discuss 

issues concerning doctors and their practices and any matters of interest. Also, 

speakers are invited to these meetings to give educational talks, which are CPD 

accredited. 
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These groups were used as the associations have already grouped the doctors, have 

a Chairperson and a secretary who have the addresses and details of the doctors. 

The groups are as follows: 

Durban North Doctors Guild, (30) 

Durban South Doctors Guild, (30) 

Dept of Family Medicine - Nelson Mandela Medical School (50) 

[30 in the Masters group] 

[20 in the Hospital group] 

State Oncology Dept., Addington Hospital (20) 

The Durban North Guild - 30 was the number given to me by the Chairperson as the 

number of doctors on email. Durban South - had 30 doctors in the association. 

The Family Medicine department had 30 doctors studying for the Masters in Family 

Medicine, all on email. As such, the doctors' numbers appear in multiples of 10. 

This is purely coincidental and not by arrangement that in all groups the number of 

doctors have ended up in multiples of 10. 

In all of the above, permission was sought verbally from the chairperson or head of 

department. The questionnaire (see Appendix C, page 58) was emailed to Heads of 

Department or Chairpersons of the Independent Practitioners Associations (IPA). 

The department then em ailed the questionnaire to their respective members. The 

number of doctors emailed was obtained from the secretaries of the Chairperson and 

Heads of Department. Once the questionnaire was emailed, the secretaries were 

phoned to check that they had received the questionnaire and that they had emailed 
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the questionnaire to their respective doctors. The number of emails sent out was 

again confinned with the secretaries. Therefore, checks were done to ensure that 

the emails were sent out and also that the number of emails sent out is correct. 
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DATA ANALYSIS 

The data was analysed by using the Microsoft Excel programme on the personal 

computer. The questionnaire is made up of 15 multiple-choice questions. 74 doctors 

in this sample replied with answers to all 15 questions in the questionnaire. 

Therefore "n" = 74. 

The questions that relate to; 

Knowledge are 4,9,10,11, 13, 15 

Attitude are 3,5,6 

Practice are 7,8,12 

Beliefs are 1,2,14 

A Bar Graph is used to illustrate the results. In the graph the percentage of doctors 

who correctly answered the question is plotted against the KAPB attributes. 

The graph is designed to represent knowledge, attitudes, practice and belief attribute 

hOrizontally and the percentage of doctors in this sample ("n") vertically. 

It is seen in the Bar lengths in each attribute category that there are significant 

outlier responses. 

These are detailed under results and discussed under discussion. 
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ETHICAL CONSIDERATIONS: 

No clinical research was undertaken in this study. There are no patients involved 

and also no drugs or medications were involved. This is a study amongst doctors 

and verbal consent is obtained from Heads of Departments or Chairperson of the 

IPA's (Independent Practitioners Association). A letter explaining the purpose of this 

questionnaire was emailed to all the doctors participating in this study 

(Appendix A). The doctors had a choice to remain anonymous or reveal their names 

particularly if they wanted more information. Questions regarding the doctors' age 

and gender were asked for but the gender and age are not part of the analysis. 

The results of this survey will be made available to the chairperson or head of the 

department surveyed. Further assistance where possible will be offered to any 

doctor who took part in this survey and is interested in further information. The 

doctors will also be given the address of the Palliative Medicine Diploma office in 

University of Cape Town if they are interested in furthering their education in 

palliative care. 

Highway Hospice also offers CME (Continuous medical education) in programmes in 

palliative care. The results of this survey will be offered to doctors doing aCME 

programme on pain management. 
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RESULTS 

120 questionnaires were emailed. 74 doctors responded. 

This gives a 62 % response rate. 

Of the 74 respondents 62 (84%) were general practitioners and 16% were 

specialists in their own fields ego oncology, urology, gynaecology. 

74 questionnaires were analysed. For easy reading and understanding, the results 

are written under the headings of knowledge, attitudes, practice and beliefs. 
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KNOWLEDGE 

59 (80%) out of 74 doctors correctly answered "all of the above" for the question on 

the cause of pain in cancer patients. 6 doctors (8%) said pain is due to the tumour 

and 8% said pain is caused by the complications caused by the cancer. 

53 (72%) of the doctors said morphine causes physical dependence and 

psychological addiction in cancer patients in long-term cancer treatment. 

15 (20%) of the doctors said morphine causes constipation in the majority of cancer 

patients on long-term cancer treatment. 

Only 6 (8%) doctors said that morphine causes" none of the above" 

51 (69%) out of 74 of the doctors answered that non-steroidal anti-inflammatories are 

useful in bone pain. 16 (22%) of the doctors said that NSAIDS are not useful in 

cancer pain. 5 (7%) said that non-steroidal anti-inflammatories should not be 

combined with narcotics. 

36(49%) doctors said that the fentanyl patch takes 3 - 6 hours to reach peak plasma 

concentration. 22(30%) doctors said fentanyl patch takes 6-8 hours to reach peak 

plasma concentration. 

3 (4%) doctors correctly replied that the fentanyl patch takes 12-16 hours to reach 

peak plasma concentration. 

10 (14%)doctors said it is advisable not to prescribe any other drugs when a patient 

is given morphine for the first time. 

14(19%) of the doctors said laxatives should be prescribed when first prescribing 

morphine. 24 (32%) of the doctors said laxatives should only be prescribed when 

constipation occurs. 
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14 (19%) considered NSAIDS only as an adjuvant drug and 17 (23%) considered 

tricyclic anti depressants as an adjuvant drug. 39 (53%) of the doctors correctly 

answered "all of the above" for the question on which drug is considered a useful 

analgesic adjuvant. 4(5%) doctors replied "none of the above" on which drug is 

considered a useful analgesic adjuvant. 
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An"ITUDE 

41 (55%) doctors said 60 - 80 % of cancer patients suffer pain whilst 24 (32%) said 

that 100% of cancer patients suffer pain. 9 (12%) of the doctors said 20 - 40% of the 

patients suffer pain. 

1 doctor said that the best judge of cancer pain intensity is the treating physician 

whilst 6 (8%) of the doctors said it was the patient's nurse. 

61 (82%) of the doctors said the patient is the best judge of cancer pain intensity. 

6(8%) said the patient's spouse or family is the best judge of cancer pain intensity. 

61 (82%) of the doctors said that the patient requests increased pain medication 

because the patient is experiencing pain. 

7(9%) felt that the patient request is related to addiction. 5 (7%) doctors said that 

patient request for increase doses of pain medication is related to the patient 

becoming depressed. 1 doctor said the patient is requesting more staff attention. 
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PRAC"nCE 

26 (35%) use the WHO stepladder guidelines always when prescribing analgesia for 

cancer pain. 19 (26 %) say they never use the WHO stepladder guidelines. 

22 (30%) of the doctors said that they may use these guideline sometimes. 

7(9%) of the doctors apply the WHO step ladder guidelines only in patients with 

difficult pain problems. 

37 (50%) of the doctors would use morphine as an analgesia for treatment of severe 

pain at any time during the course of the cancer management. 14 (19%) would use 

morphine when the patients' prognosis was less than a year. 

10(14%) use morphine when the prognosis is less than 6 months. 

11(15%) use morphine only when the prognosis is less than 3 months. 

61 (82%) of the doctors use the oral route as a first choice for the administration of 

morphine. 2 (3%) use the subcutaneous route as the first choice of administrating 

morphine. 7 (9%) use the intravenous route. 1 doctor uses the intrathecal method. 
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BELIEFS 

55 (74%) of the doctors believe that management of pain in cancer patients is a 

major problem. 13 (18%) of the doctors believe that the management of pain in 

cancer patient is somewhat of a problem. 2 (3%) believe that the management of 

pain in cancer patients is a minor problem whilst 4 (5%) said that management of 

pain in cancer patients is not a problem. 

Only 10 (14%) doctors believe that most patients receive adequate pain treatment. 

1 doctor believes that patients receive more pain medication than necessary. 

35 (47%) of the doctors believe that the majority of patients are under-medicated. 

28(38%) of the doctors believe that only a few patients are adequately managed. 

25 (34%) of the doctors believe that the likelihood of developing opioid 

addiction as a result of cancer pain management is high. 23 (31%) believe that the 

likelihood of developing opioid addiction as a result of cancer pain management is 

moderate. 19 (26%) doctors believe that the likelihood of developing opioid addiction 

as a result of cancer pain management is low. 

7 (9%) doctors think that the likelihood of developing opioid addiction as a result of 

cancer pain management is very low. 
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DISCUSSION 

The aim of this study was to determine knowledge. alti tudes and practices in cancer 

pain management amongst doctors in the greater Durban area through a 

questionnaire survey. 

Mail surveys have been extensively studied as a method of gathering data from large 

population samples. The benefits 01 this data collection method is that it IS a cost 

effective way of contacting large numbers of respondents and a larger amount of 

informaTion can be collected because the respondent can complete the form in 

his/her own time. The weakness of mail surveys relate primarily to response rate. 

Respondents may discard them or may choose not to complete them without 

providing the researcher with an explanation for non-response. With the advance in 

technology the email system was used in th is survey instead of postal mail. The 

collective response rate to th is questionnaire is good at 62%. It is said in the book 

Research at Grass Roots :>C that in a mail survey. 50% response is adequate, 60% -

good and 70% - excellent. Response rates to similar studies done in Europe and 

America were looked at 10 compare their response ra te to th is survey. The 

questionn aire by Fife B.L , Irick N .• et al. '~ in Indiana was mailed to physicians and 

nurses and had a response rate of 15% from physicians and 24% from nurses 

Similar studies done in France by 

Vainio A,7 through the postal system had a response ra te of 31%. Response rate in 

Denmark by Sj0gren P , Banning A. et al.! was 76% although only 54% were suitable 

for analysis, In Sweden, in a similars\udy done by Rawal N., Hylander A .• 

eT a1.9, the response rate was 79 to 100%. In the Swedish survey, questionnaires 

were sent to the chairman and head of nurses of 6 major specialties 



(228 departments) instead of mailing direclly to physicians. Another study done by 

Elliot T E. , Murray D.M., et al.'2 of 145 physicians per telephone had a response rate 

of 87%. This comparison shows that the results from !h,s survey was good 

In the survey done in Sweden, by Rawat N .. Hylander A., et al.g and in Minnesota by 

Elliot T.E .• Murray D.M., et al. '2 the method of mailing was not used and a much 

higher response rate was achieved . This needs to be bome in mind \n doing future 

surveys. 

The objective of this study is to identify strengths and weaknesses in knowledge and 

practice. attitudes and belief in cancer pain management amongst doctors. 

This study sample IS a purposive sample and is representative of the popUlation of 

doctors involved in cancer pain management in the Greater Durban area. The 

proportion of specialists was only 16%. All the others were GPs. However, certain 

conclusions about the level of atHtudes, belief, knowledge and practice trends for the 

treatment of cancer pain can be drawn and each aspect has been discussed under 

separate headings. 

The graph for results of attributes (knowledge, attitude, belief and practice) is 

enlarged and reproduced 10 assist in illustrating discussion for each aUribule. 



KNOWLEDGE 
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Questions for knowledge attributes 

There are 6 Questions thai assess knowledge attributes in this survey. The graph 

has outlier responses particularly with question 9,11 and 13 indicating gaps or 

defICiencies In knowledge amongst the doctors, whilst questions 4, 10 and 15 have 

an average response curve. 

Doctors have a good awareness as to the cause 01 pain In cancer patients. 1 he 

majority of doctors answered correctly on the cause of pain suggesting a good 

understanding of what causes pain In cancer patients. 

The majority of doctors consider non-steroidal anti-inflammatory to be useful in bone 

pain. 

97% of the doctors were unaware of the time the fentanyl patch reaches peak 

plasma concentralion As only one question was asked on this opioid, one can only 

conclude that this method of pain control is nol always used and knowledge is 

limited. It also raises the question thai fentanyl is not used as an alternate choice of 

opioid or maybe incorrectly used when an alternate opioid to morphine is required 

Further studies on fentanyl may help to understand the use and availability of 

fen tanyl for cancer patients in South Africa. 



Only half of the respondents say that NSAIDs, corticosteroids and tricyclic 

antidepressants are useful adjuvant drugs, The tricyclic antidepressants are known 

to be useful in the management of neuropathic pain , In the study done in Denmarlc. 

by Sjogren P Banning A., el al8 very few physicians (20%) used co-analgesIcs for 

neuropathic pain. In this Danish survey 97% of the physicians recognised difficunles 

in cancer treatment. In certain areas ego neuropathic pain. opioids maybe only 

partially effective. Adjuvant drugs are used to enhance the analgesic effect of 

treatment, in treating other systems or specific types of pain ego NSAIDs for bone 

pain, With 50% of the doctors in this sample saying that NSAIDs, corticos teroids and 

tricyclic antidepressants are useful adjuvants suggest that many doctors in thiS 

sample do not use co-analgesics in the management of cancer pain, This confirms 

inadequate knowledge of the principles of management of difficult pain problems. 

ThiS can be a barrier to optimum pain management, particularly as this survey is 

inclusive of outpatient doctors who see patients on a daily basis for pain 

management This survey is also inclusive of postgraduate students studying for the 

Masters in Family Medicine. This is a significant deficit in cancer pain management 

and highlights the inadequate knowledge in postgraduate training of doctors and the 

urgent need to introduce pal!lalive care in the curriculum, 

Despite the fact that constipation is a common and expected Side effect of drug 

treatment for pain, only 19% of the doctors indicated that they would prescribe 

prophylactic laxatives when first prescribing morphine. The most common side effect 

of patients receiving long-term opioid therapy is constipation. This should be 

anticipated by the clinician and this problem can be al!eviated by giving a laxative. 

In the survey done in Sweden by Rawal N., Hylander A., et al 9
, 80% of the 

physiCians reported constipation as the most frequent adverse effect of morphine 

therapy. In that survey the use of prophylactic morphine varied from 100% amongst 



Oncologist to 32% amongst the gynaecologists. Overall a large number of physiCians 

dtd not use prophylactic laxatives. This is also the scenarIO of the Durban survey 

PreventIOn of constipation is especiaUy Important In coinCIdental pain/discomfort of 

constipation and even nausea due to constipallon Atso pallents may see 

constipation as a hindrance to morphine therapy leading to non·compliance and this 

in turn will lead to Ineffective pain management as well as misconceptions of 

morphine The results suggest a significant deficit in knowledge on how to use 

morphine and aVOid unpleasant but treatable side effects of opioids. ThiS can 

severely compromise the quality of life for a palliative care patient 

Only 8% of the respondents say thaI morphine does nol cause physical dependence 

or psychological addiction in patients in long·term cancer treatment ThiS survey 

suggests the majority 01 doctors have some misconceptions of morphine afld is not 

comfortable in using morphine. In other studies such as Elliot T.E. and Elliot B.A ." 

almost half the physicians have some misconceptions about drug tolerance and 

Indicated addiction was a concern In the Durban survey over 80% of the doctors 

have indicated some misconceptIOn of morphine Opiolds are the drugs of chOice in 

the management of moderate to severe pain according to WHO ana~eslC 

guidelines' . Opioids are effective with manageable side effects and the dosage is 

easify titrated. 80% of respondents suggest a misconception of morphine and this 

can be seen as a barrier to pain management If doctors have a misconception of 

morphine then this may Influence the patients' understanding of morphine and 

endorse the patient/family's fear of morphine. 



ATTITUDES 
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The majority of doctors felt that cancer patients suffered pain. The majority 01 

doctors say that the best judge of pain is the patient as seen In the graph through 

question number 5. This is an above average result and shows that doctors are 

objective in their judgement. The majori ty of doctors felt that the patient needed 

more medication because the pain intensity had increased. Only a small percentage 

felt it might be due to addiction or depression. This is a very positive attitude 

compared to the survey done by Elliott T.E. and Elliott B.A. 13 where about half of the 

physicians felt that an increased need for morphine was indicative of tolerance as 

opposed to increase in pain intensity In the study done by Fife B.L.. Irick N • et al. 15, 

the majority of physicians and nurses believed that the palienl"s request for 

Increased doses of analgesia was a result of drug tolerance as opposed \0 an 

increase in pain mtensity due to disease progression. In this survey. an 

overwhelming number of doctors felt that the demand for more analgesia was due to 

an increase in pain intenSity showing rela tively positive and compassionate attitudes, 

in contrast to the reported perception thai patients who request more pain medication 

are becoming addictive or wanting more attention ra ther than seeking genuine relief 

from pain 
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The above graph shows that the usage and application of the WHO stepladder 

approach is below average as illustrated in question number 7. 35% 01 all 

respondents regularly use the WHO guidelines_ 26% say they never use these 

guidelines. If thiS result is compared to Ihe survey done in January 2000, 20% of the 

doctors were using the WHO guidelines. Comparing Ihe two surveys, there is a 15% 

increase in the number of doctors using the WHO step ladder guidelines_ There is 

no significant increase in the use of the WHO step ladder guidelines over the last 4 

years_ 

In companson to the study done In France by Vainio A.7 two thirds of the 

respondents were familiar with the WHO step ladder approach and 44% of the 

doctors reported that the WHO guidelines influenced their practice in treating cancer 

pain. In the study done by Rawal N., Hylander A., et al. in Sweden9
, 86-100% of the 

doctors applied the principle of the WHO gUidelines. Therefore there is a Significant 

gap m the practice of pam management and the application of the WHO slep ladder 

approach amongst the Durban doctors. Application of the WHO analgesic guidelines 

is a basic requirement for good pain management and a lack of underslanding of 

Ihese guidelines can in practice prevent prescription of effective doses 



or combination of analgesIcs. This can hinder good pain management This gap in 

practice needs to be addressed and the best method will be through education and 

workshops. The preferred route of admlnlstratmg morphme is orally 80% of the 

doctors In practice use thiS route, whICh IS one of the prinCiples of WHO step ladder 

guidelines 

In this survey. 50 % of the doctors would use maximum morphme as an analgesic 

therapy for treatment of sellere pain In cancer patients. According to the WHO 

stepladder gUidelines, opioids are the drugs of choice for moderate to sellere pain. 

OplOids are effectille, halle manageab!e side effects and are cost effectille. Most 

doctors were cautIous and 27 % of the doctors would only use ma~imum morphine if 

the prognosis was less than 6 months. 19% would only use morphine if the 

prognosis was less than 1 year Doctors also seem to reserve morphine only for the 

lIery end stage of the disease and the end stage of a disease is lIery difficull to 

identify and define. One can say that the prognoSiS Is guarded but it IS difficult to 

know e~actly how long the patient Will lille This highlights the problem thai the 

patient could be suffering more pain than is necessary because of the reservation of 

the doctors in not using morphine earlier in the disease. According to the WHO 

Narcotic and Psychotropic on;gs Guidelines for Assessment (2000) 10 there are 10 

miUion new cases of cancer and this article also states that in 20 years from now, this 

figure win double. The WHO programme on cancer control has estimated that in the 

year 2020, 70% of the annual 20 million new cancer cases will occur in developing 

countfles. Pain is prevalent In cancer patients and even more so near the end of life 

and therefore cancer pain cannot go untreated If the above figures are indicative of 

the future. then pain management in cancer patients needs priority. Patients should 

not continue to suffer. ooclors need to be more aware of the suffering, laught how to 

manage pain with confidence and prescribe the required analgesia al any stage of 

the disease. 
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Tile majority of doctors believe that management of pain In cancer pallenls is a major 

problem ThIS indicates thaI doctors reoognlse that there are diffICulties in pain 

management In the survey done by Valnio A.1 in France 92 % of the physicians 

have said that !hey experience diffICUlties In treating cancer pain which is Similar to 

this survey In the FrellCh survey lack of education and inadequate usage of opioids 

was CIted as diffICulties In managing C3f1Cef pam In the survey In Denmark by 

Sjogren P., Banning A., et aLa 97 % of the physicians eJq)eneoce difficulty in 

managing cancer pain. Difficulties were experienced in dealing WIth side effects WIth 

drugs, inadequate pam relief and the use of co-analgesic in neuropathic pain 

Pharmacological management of cancer pain is effective. 80 % to 90 % of patients 

who have cancer related pain can find adequate relief through good pain assessment 

and analgesic drugs used with appropriate gUidelines I t4 % of the respondents say 

that patlen!s have adequate pain treatment in this survey. 47 % of respondents say 

that patients are under medicated. This indicates that doctors recognise that patients 

are under treated and pain management is not at optimum level This indicates thai 

there is a pharmacological gap In the management of cancer pain 
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A minority of doctors 9% replied that the li~elihood of the development of opioid 

addiction as a result of cancer pam treatment is very low. 91 % of the doctors have a 

misconception of morphine believing that cancer patients can become addicted 10 

morphine. These results are of concern as opioids are the principle drug used in the 

management of cancer pain. This misconception and fear of addiction can lead to 

ineffective use of opioids both by doctors and patients and thus leading to ineffective 

use of analgesic causing suffering and pain. 

A study done by Elliot T E. and Elliot SA '~in Minnesota amongst 243 physicians 

had similar results. Half the physicians surveyed believed Ihat increased use of 

morphme was indicative of tolerance as opposed to pain intenSity. Over 20 % of the 

doctors believed that addiction was a concern with the use of morphine lor cancer 

pam management. 

Thefefore misconceptions about morphine are not only confined to the Durban area. 

This sample is Inclusive 01 oncologists . hospital outpatient doctors and doctors 

studying for their Masters in Family Medicine and yielded almost 90% result of 

doctors who had some misconceptions about the use of morphine in cancer pain 

management. Addiction is very rare when treating cancer palients with opioids. 

Opioid analgesia is safe and effective when prescribed by trained health care 

professionals. If doctors believe that the likelihood of developing opioid addiction as 

a result of cancer pain treatment is high then this belief would mnuence the patients 

who will pick up these negative beliefs from the doctor. This could cause patients to 

hamper their own treatment through fear and non-compliance. Better pain relief for 

cancer patients depends on eliminating irrational fears of addiction to opioid 

analgesia. 
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SCOPE AND STUDY LIMITATIONS: 

1 Only emalls were sent out limiting resealch 10 emaillilerate doctors only This 

may have limited the response rate 

2. Gender In this resealch was not assessed 

3 Race is not included in the research . 

4. Age 01 respondents not taken into considera tion. 

5. Demographically research IS confined to a small area 

6. Research IS done with lilTllted resources 

7 The level 01 training of doctors is not identified eg doctors trained abroad or In 

South Africa. 

OPPORTUNITIES FOR FURTHER STUDIES 

The study can be enhanced by assessing gender. race and age 01 participants 

The scope of study can be enhanced if the level of traimng of the doctors IS 

identified 

The availability of opioids and other resources also needs to be assessed to give a 

more comprehensive report . 

The computer proficiency 01 the doctors needs to be understood ff only emalts are to 

be used Poor competency can lead 10 a poor response rate and may be a barrier. 

" 



CONCLUSION 

The objective of this study is to identify strengths and weaknesses in knowledge and 

practice and to identify attitudes and beliefs In cancer pam management that may 

prevent appropriate pam management 

There are very definite gaps in knowledge particularly with the use of co-analgesics 

and pharmokinetics of morphine and other oplolds such as fentanyl. The majonty of 

doctors do not anticipate Side ef/ecls such as constipation. and do nol prescribe 

prophylactic laxatives. The majority have misconceptions of morphine and believe 

thaI cancer patients Will become addicted to morphine. ThiS misconception and fear 

01 addiction can lead to ineffective use of opioids both by doctors and patients 

leading 10 Ineffective use of analgesic cauSing suffering and pain Health 

professionals need to overcome these fears through more education, awareness, 

knowledge and experience in the use of oploids m cancel pam management. 

The results of this survey indicate that doctors are empathetiC With compassionate 

attitudes and beliefs. Their attitudes are very positive suggesting inadequate pain 

management is most likely due to poor knowledge. Inadequate training or 

misconceptions and fear of morphine rather than inappropriate physicians' attitudes. 

Even though thiS survey is limited. one thing IS certain. Pain in cancer must be 

addressed. A good death IS important and the terminally ill deserve nothing less 

Greater public awareness on the end of life care could be the first step towards 

alleviating pain and other symptoms In the terminally it! Good patient care requires 

the implementation of medical knowledge and availability of drugs to relteve cancer 

" 



pain Morphine is the most widely used oploid analgesia for moderate to severe pain 

in cancer patients. 

We need to priontise physician education at postgraduate and under graduate levels 

and give credibility through endorsement by physician leaders. 

We should also apply the principles of adult educa\lOn to develop and promote 

patient and family educalion 



RECOMMENDATIONS 

1 Improve knowledge amongst doctors: 

by including pain management in pall iative care in the medical school curricula to 

both undergraduate and post graduate students. 

2. Increase awareness of palliative care by including palliative care CME 

(Continuous Medical Educalionj programmes. This can be done through talks 

organised by drug companies. bringing in national and international speakers and 

organising pallialive care talks at various CPO (Continuous Professional 

Development) meetings. 

3. It is recommended thai Palliative medicine be recognised as a speciality as this 

WltJ encourage doctors 10 do post graduate worlt in palliative medicine and there 

is a need to have many more palliative medicine doctors 

4. Palliative care literature and journals need to be introduced into all Medical 

schoOl libraries. 

" 



Append ix A 

COVERING LEITER 

Dear Colleague 

I would be most appreciative if you would complete Ihis questionnaire for me. 

It is part of my personal research to assess cancer pain management with 

special reference to patients who are receiving palliative care. As a clinical 

practitioner you maybe called upon at anytime to manage a patient in a 

palliative care setting . This survey will assist us to understand the needs 

amongst doctors for further education in pain management in Palliative 

Medicine. 

Your contribution is very valuable. If you have any further queries please 

contact me at: Highway Hospice, 

59 l ocks ley Drive 

Sherwood , 4091 

Phone: 2086110 ext. 124 

Fax : 2082945 

EMail: Iyn n@hospice.co.za. 

Thanking you. 

Dr. Sarah Fakroodeen 
JUNIOR MEDICAL DIRECTOR 



Appendix B 

QUESTIONNAIRE 

PAIN MANAGEMENT IN ADVANCED CANCER PATIENTS 
AMONGST DOCTORS IN THE GREATER DURBAN AREA: 
A KAPB SURVEY. 

NAME: (OPTIONAL) 

SEX: MALE IFEMALE 

AGE: 12 •• 30) 
(30 . 40) 
(40 . 50) 
(50 . 60) 
(60 + ) 

SPECIALITY: General Practitioner 
Physician 
Surgeon 
Oncologist 
Other (specify) 
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PAIN CONTROL IN CANCER PATIENTS 

Tick one correct answer: 

1 Do you believe the management of P1tl(l on !III! cancer p;JI,entlS 

o a maJO< problem 
o somewhat of a problem 
o a m,nor problem 
o nOI a prolllem 

2 In yOUf opmkln v.n1Ch 01 the folloWIng is lrue' 

o most patien ts recei.e iKlequate pain treatment 
o patients re<:eive more pain medicotoon than necessary 
o m8jont)' patients are under-medICated 
o Only a lew are iKlequatetv" managed 

3 In yoor eXperience, whal pert:enlage of cancer pa!Jeots suffers paHl? 

00% 
(] 20-40 '4 
(] 60·60 '4 
(] 100 '4 

4 Pilir! e~pen.need by cancer patre<l1S can be due 10 the fol~g 

(] caused by the turnow-
(] compllcatJOrl$ caused by the canoer 
(] anti C&'ICer trealmenl 
(] cond,1lOn$ unrelated to eaneer 
o all 01 the above 

(] \he 17eatW'1g ph~ 
(] \ha pat.ent s nurse 
(] the PIIt.ent 
(] the pallfmrS 5p01J~ OIfamdy 

Appendix C 

6 Ttle most likely e~pla'!allon fOf why a lermonal cancer pat~t would request Increased dos~ of 
pan med.eaIJon is 

(] !he pallenl i5 expeneoc"'g IJlCfeased pam 
(] \tle pauenfs requests are related 10 ilddlCUon 
(] the pallenl 15 beeommg depressed 
(] lhe patl4!flt IS requesting more staff attenlion 

1 Do you use Itle WHO steo ladder gufdelines regu larly when prescrIbing analgesic!; for cancer 
pall'l? 

(] Ye • . atways 
(] No, never 
(] sometllMs 
(] only ~ pat ients WIth dllflCult pam prOblems 
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8 AI ...mal stage 01 dIsease would you recommend maxImum morphone as an analgesIC therapy /of 
treatment of lle\'ere paIn? 

IJ at eny tma during the course of their cancer 
IJ when theIr prognosIS IS less that 1 year 
IJ when their prognosis is less than 6 months 
o onJy when the.r prognosis IS less than 3 moolhs 

o physIcal dependence in maJOHty Of cancer panents on long tefm c.an<lef 

treatment 
o psychological adddoon In mapnty of cancer paloenl5 on long term cancer 

treatment 
o constipatIon In the maprtly of can<,:e( pat>enl5 on long tenn c:anoor 

treatment 
o all of tile above 
o none of the atxNe. 

10 Nonsleriodal anlj·lnnammatones 

o are nOl I.IHM in cancer pam 
o ilre useful" bone pam 
o are uaelul in neuropatlll<: Pilon 
o should nOl be combined wth I'\3lcobc:. 

11 Tna fentanyl patch (OuragMJc) takes several hours 10 r..::n peak plasma concentration ThIS 
~me is appro~Omately 

o 3-6 hours 
o 6-8 hours 
o 12 - 16 hOUTt 
n .VI·.lA h".,,,. 

12. The rol,ll.e 01 In! choice lor tI>e MlTWllllllllion 01 morphne 1$ 

o~, 

o SI.IiX:utaneou, 
o InUilIYellOU' 
o ntratlleCat 

13 When a pallenl (' glYell morpnlll8 for tile I,rst lime 

o It is iJdYlsabie noc 10 prescribe any other dn.l\l' 
o laxatIVeS should be prescnbed 
o laxat,.es should be prescribed only" c:on,LPlbOn develops 
o ant_a snouId be prescribed 0111)1 i l naoMa occurs 

" 



14 In your OJ)Omoo, what do you th l n~ IS the rokel<hood cltne devt! lopment 01 opooid addlCtlOO as a 
resu. of cancer pain treatmentl,? 

o h'gh 
Cl moderate 
0 .. 
o very low 

15 Wl'uch 01 the jojlowmg dn;g IS considered a useful ana1g~ adjuvant 

o non steroida l -NSAIOS 
o corticosteriods 
o T "cyclic anlidepressallts 
o an of ttle abcNe 
o none cI the abcNe 

60 



Append!x 0 

MAP OF SOUTH AFRICA 

-_ .. .... r'-- / 

--

MAP OF KWAZULU-NATAL 

Kwazulu·Nafal 

Umkomaas 
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